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With  The  Medical  Protective  Company,  there’s  no  doubt. 
No  doubt  of  our  financial  stability.  No  doubt  about  our 
expertise.  No  doubt  of  our  dedication  to  fighting  non- 
meritorious  claims.  Which  is  no  less  than  what  you'd 
expect  from  the  company  that  invented  professional 
liability  coverage  nearly  a century  ago.  Since  then,  our 


goal  has  been  to  provide  physicians  and  surgeons  with 
worry-free  protection  of  their  financial  future  and  their 
professional  reputation.  Call  your  Medical  Protective 
general  agent  today  and  learn  what  we  can  do  to  insure 
your  practice  without  a doubt. 
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Another 

Methodist 

Innovation: 

Computerized  Remote 
Afterioading  Brachytherapy 

Methodist  is  proud  to  be  the  first  hospital  in  the  Midlands  to  offer 
Remote  Afterloading  Brachytherapy  to  treat  cancer  patients. 

This  new,  innovative  outpatient  treatment  technique  allows  a 
higher  dose  of  short  range  radiation  (brachytherapy)  to  be  concentrated 
on  a cancerous  tumor  without  harming  healthy  cells  surrounding  it.  Its 
advantages  include: 

• shorter  treatment  times/outpatient  treatment 

• greater  patient  comfort 

• improved  accuracy  of  treatment 

• multicatheter  implant  possibilities  ( 18  separate  channels) 

• computerized  dose  optimization 

• endobronchial  treatments  possible 

Computerized  Remote  Afterloading  Brachytherapy  has  appli- 
cations to  palliative  and  curative  cases.  It  can  be  safely  combined  with 
chemotherapy  and  allows  for  “on-site”  radioactive  isotopes,  eliminating 
the  need  to  order  new  radioactive  sources  for  each  new  case. 

Computerized  Remote  Afterloading  Brachytherapy  — one  of  many 
reasons  why  people  turn  to  Methodist  Hospital  for  cancer  treatment. 
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We  know 

over  175  specialists 

who  would 
join  your  practice 
in  a minute. 

Arranging  a consultation  is  now  as  painless  as  picking  up  the  phone.  Just  call  RSVP. 
You’ll  have  immediate  access  to  physicians  from  Creighton  University  School  of 
Medicine/Saint  Joseph  Hospital.  Within  30  minutes,  day  or  night,  the  specialist  you 
request  will  call  you  back  and  share  the  kind  of  expertise  you’ll  only  find  at  a teaching 
hospital.  Keep  the  RSVP  number  nearby.  It’s  like  having  175  specialists  on  your  staff. 

OUTSIDE  NEBRASKA  1-800-228-RSVP;  IN  NEBRASKA  1-800-642-RSVP 

RSVP'REGIONAL  SYSTEM  FOR  VISITING  PHYSICIANS 


Saint  Joseph  Hospital 


_Creigliton  University  Medical  Center  _ 

Teaching,  healing,  leading. 


The  Nebraska  Medical  Journal 


EDITOR  — 

BENJAMIN  R.  GELBER,  M.D. 


VOL.  76  NO.  1 


JANUARY,  1991 


Neurological  Surgery 
2221  So.  17th  Sl„  Suite  310 
Lincoln,  NE  68502 

EDITORAL  BOARD: 

James  0.  Armitage,  M.D.,  Omaha 
Ronald  L.  Asher,  M.D.,  North  Platte 
Rodney  S.W.  Basler,  M.D.  Lincoln 
Jehangir  B.  Bastani,  M.D.,  Lincoln 
John  H.  Casey,  M.D.,  Lincoln 
Sushil  S.  Lacy,  M.D.,  Lincoln 
Scott  P.  Liggett,  M.D.,  Lincoln 
Hal  K.  Mardis,  M.D.,  Omaha 
Richard  A.  Mortin,  M.D.,  Lincoln 
Pradip  K.  Mistry,  M.D.,  Norfolk 
Timothy  P.  O'Holleran,  M.D.,  North  Platte 
Walter  J.  O'Donohue,  M.D.,  Omaha 
William  F.  Rayburn,  M.D.,  Omaha 
Michael  A.  Schmidt  M.D.,  Lincoln 
David  L.  Smith,  M.D,,  Lincoln 
Kenton  L.  Shaffer,  M.D.,  Kearney 
Joseph  M.  Staves,  M.D.,  Lincoln 
Jon  S.  Thompson,  M.D.,  Omaha 
William  L.  Vosik,  M.D.,  Kearney 
Arthur  Weaver,  M.D.,  Lincoln 
Stewart  P.  Wesiburg,  M.D.,  Lincoln 
Charles  S.  Wilson,  M.D.,  Lincoln 


LETTER  TO  THE  EDITOR 
"Drug  Costs"  

Scott  P.  Liggett,  M.D. 


1 


ORIGINAL  ARTICLES 

Cardiac  Transplantation  — First  Year  Experience 

In  A Community  Hospital:  A Three  Year  Follow-Up 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D 

Scott  P.  Liggett,  M.D.  Giles  S.  Hedderich,  M.D. 

Stephen  W.  Carveth,  M.D.  George  Papanicolaou,  M.D. 

Herbert  E.  Reese,  M.D. 

Sinemet  CR  In  Parkinson's  Disease  

Ronald  F.  Pfeiffer,  M.D.  Carolyn  S.  Glaeske,  R.N. 

Kathleen  E.  Wilken,  M.D.  Ruth  Hofman,  R.N. 

A Medical  Point  of  View: 

An  Answer  To  a Medical  Student's  Inquiry 

W.  Riley  Kovar,  M.D. 


2 


8 


11 


PERINATAL  PAGE 

Amniotic  Fluid  Volume  Assessment:  Oligohydramnios  14 

Carl  V.  Smith,  M.D. 


SUBSCRIPTION  RATE 

$20.00  Per  Year  U.S. 

$20.00  Per  Year  Foreign  Country 
Single  Copies  $1.75  Each 


COVER  PHOTO 

Stained  glass  designer  hopes 

Bryan  window  offers  patients  comfort  16 

Jana  Miller  — Lincoln  Journal  Writer 

PRESIDENT'S  PAGE 

1991:  An  "Intense"  Year  for  the  House  of  Medicine  17 

Paul  E.  Collicott,  M.D. 

THE  AUXILIARY 

Health  Projects  20 

Jeanette  Schlichtemeier 


Copynght©  1991  Nebraska  Medical  Associa- 
tion. Information  concerning  reprints  of  the 
articles  in  this  Journal  and  concerning  obtain- 
ing permission  for  the  reproduction  of  any 
portion  of  this  Journal  may  be  obtained  from 
the  Editor. 

The  Nebraska  Medical  Journal  does  not  as- 
sume responsibility  for  statements  made  or 
opinions  expressed  by  the  authors.  Products 
and  services  advertised  are  neither  endorsed 
nor  warrantied  by  the  Nebraska  Medical  As- 
sociation. The  Nebraska  Medical  Journal  re- 
serves the  right  to  accept  or  reject  advertising 
copy. 

fhiblished  monthly  and  Second-Class  Postage 
paid  at  Lincoln,  Nebraska  and  at  additional 
mailing  offices  (ISSn  0091-6730). 

Address  all  correspondence  related  to  sub- 
scriptions, advertising  or  address  changes  to 
William  L.  Schellpeper,  Business  Manager, 
1512  FirsTier  Bank  Building,  Lincoln,  Ne- 
braska 68508.  Phone  (402)  474-4472  POST- 
MASTER: Send  address  changes  to  Nebraska 
Medical  Journal,  1512  FirsTier  Bank  Build- 
ing, Lincoln,  Nebraska  68508. 


IN  MEMORIAM  22 

COMING  MEETINGS 23 


COVER  PICTURE 

"STAINED  GEASS  WINDOW" 
Bryan  Memorial  Hospital  Chapel,  Lincoln,  NE 
Designed  and  Constructed  by 
Vernon  F.  Garwood,  M.D.  and  his  family 
(see  cover  story  on  page  1 6) 


PHOTOGRAPHERS  & ARTISTS: 

Pictures  wanted  for  front  cover  of  the  Nebraska  Medical  Journal.  Vertical 
format  prints  of  subjects  typical  of  Nebraska  preferred,  but  horizontal  pictures 
can  be  modified  as  necessary.  Mail  to  Stuart  P,  Westburg,  M.D.,  2756  O Street, 
Lincoln,  NE  68510 


5- A 


January  1991  Nebraska  Medical  Journal 
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Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address;  Benjamin  R.  Gelber,  M.D..  2221  So.  17,  Suite  310,  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  comer  with  the  author*  s surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publishers  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summar>'  for  article;  ail  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations;  should  be  typed  double-spaced  on  separate 
sheets  of  8V^  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editon  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation;  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 
Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company. 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  - Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


Since  1925 


Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


SoNLEY  MEDICAL 

SUPPLY  COVIPAIVY 

P.O.  Box  83108.  Lincoln.  NE  68501 

AUTHORIZED  CONTRACT  AGENT 


6-A  Nebraska  Medical  Journal  January  1991 


NEBRASKA 
J MEDICAL 
ASSOCIATION 


PHONE:  (402)  474-4472 

1512  FIRSTIER  BANK  BUILDING  • LINCOLN,  NEBRASKA  68508  • FAX:  (402)  474-21 98 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Out 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 

The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining  dues  at  the  lowest  level  possible. 
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The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  added 
benefits  package  designed  specifically  to  meet  our  members’  needs. 


Our  benefits  package  includes; 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

• 187c  A.P.R. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• S250.000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  VISA  or 
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• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/stolei 

PLUS,  a special  credit  card  protection  package. 
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TRANSFER  CURRENT  BALANCE 


Please  transfer  m>  current  bank  credit  card  balartce  to  m>  FirsTicr  VISA 
VISA  Account  Number 


MasterCard  Account  Number  _ 


Bank  . 
Bank  . 


Balance  - 
Balance  - 


TO  FIRSTIER  BANK.  NATIONAL  ASSOCIATION 

Everything  that  I have  stated  m this  application  ts  correct  to  the  best  of  my  knowledge.  I understand  that  you  will  retain  this  applicaticm  whether  or  not  it  is  approved.  You  are  authorized  to  check  my  credit  and  employmei 
history  and  to  answer  questicms  about  your  credit  experience  with  me 
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Grace  Period  For  Repayment  of  the  Balance  For  Purchases:  You  have  25  days  from  the  billing  cycle 
closing  date  to  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases 

Method  of  Computing  the  Balance  For  Purchases:  Average  Daily  Balance  (including  new  purchases) 
Annual  Fees:  S20  per  year 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec.  1989, 
when  It  was  printed.  This  Information  may  change  after  the  printing  date. 

To  find  out  what  may  have  changed,  call  us  at  1-800-432-3209.  Or.  wnte  to  us  at  FirsTier  Bank  Credit 
Card  Center.  PO  Box  7.  Omaha.  NE  68101-9972. 
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Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


“Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Rhys  1987;36:133-140 


Bmf  Sennary. 

Cwstft  tt<  package  Rtentvre  fsr  prescraisg  MonRatkw. 
iRptcaliofl:  Lower  respifatorv  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
HaemoiAilus  inflimnzae,  and  Streptococcus  pyogenes 
(youp  A p-hemolytic  streptococci), 

ContraMtcatsw:  Known  allergy  to  cepbalosporins. 
Warnings:  CECLOfl  SHOULD  BE  ADMINISTERED 
CAUTIOUSD’  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENCILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS 
Admiraster  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  repotted  with 
virtually  all  broad-specbum  antibiotics.  It  must  be  con- 
sirtered  in  differential  diagnosis  of  antibiobc-asstKiated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  anbbiotic- 
associated  cotrtis. 

Precaatms: 

• Otsctsibnue  Ceclw  m the  event  of  allergic  reactions  to  it. 
•Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  ^HHild  be  administered  with  caution  in  the 
preKoce  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  reguired,  careful  clinical 
observatkm  and  laboratory  studies  should  be  made. 

• Broad-spatrum  antibioBcs  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointesbnal 
disease,  particular^  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
prepancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclof  penetrates  mother  s milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon 
Those  reported  include: 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbiiliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  serom-stekness-Hke  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accom^nied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infraiuently  associatal  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a sectmd  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  fr«juemiy  in  children  than  in  alults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidatce  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.CW3%)  in  spon- 
taneous event  reports.  Signs  and  synqttoms  usually 
occur  a tew  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  ther^;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Amihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens- Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea);  2,5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatmem. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  report^. 

• Other;  eosinophilia,  2%:  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytc^ienia  and  reversible 
interstitial  nephritis. 

Abyrmalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevaticms  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly, 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Crmmbs’  test 

• False;positive  tests  for  urinary  glucose  with  Benalict's 
or  Fehling's  solution  and  ClWtest*  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly), 
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YOCON* 

YOHIMBINE  HCI 


Descripfion;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Actfon:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  not«l  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pihJitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications;  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  informahon  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions;  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.''  '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally,  ^ ^ 

Dosage  and  Administration;  Experimental  dosage  reported  In  treatment  of 
erectile  impotence, ''  4 i tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Applied;  Oral  tablets  of  Yocon*  1/12  gr.  5,4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 

53159-001-10. 
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PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927, 

Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA 94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph  D.,  Executive  Director 
Box  619911,  Dallas,  XX  75261-9911 
American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
Independence  Mall  West,  6th  St.,  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafiier,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 
American  Hospital  Association 

Carol  M.  McCarthy,  Ph  D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Exec.  Vice  President 
510  North  State  Street,  Chicago,  II  60610 
American  Society  of  Anesthesiologists 

Mr.  Glenn  W.  Johnson,  Executive  Director 
515  Busse  Hwy.,  Park  Ridge,  II  60068-3189 
American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Hanison  St.,  Chicago,  U 60612 
American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D C.  20005 
American  Urological  Association,  Inc. 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph  D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  II  60610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Bonesen,  Executive  Secretary 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 


The 

most  important  thing 

we  can  tell  you  about  our 

Rehab  Center, 
you  probably  already 

know. 


You  know  that  when  you  refer  patients  to 
the  Immanuel  Rehabilitation  Center,  they 
will  receive  the  quality  care  you  expect  — 
no  matter  what  their  injury  or  illness. 

That’s  because  they  will  be  supported  by 
a unique  team  of  physiatrists  and 
other  rehab  professionals.  They  will  be 
treated  as  individuals.  And,  given  the 
comprehensive  care  they  need.  As  their 


primary  care  physician,  you  will  be 
updated  on  patient  progress.  And,  your 
patients  will  be  referred  back  to  you 
after  treatment. 

At  the  Immanuel  Rehabilitation  Center, 
you  know  your  patients  will  be  given  the 
best  chance  at  returning  to  a more 
meaningful  and  self-reliant  lifestyle.  There 
is  nothing  more  important. 


Immanuel 

REHABILITATION  CENTER 

6901  North  72nd  Street  • Omaha,  Nebraska  68122 

1-402-572-2295 


Achieving  Independence  Through  Rehabilitation  Since  1968. 


JCAHO  and  CARF  Accredited 


''Your  reputation 
deserves  a strong 
defense.  Our 
reputation 
depends  on  it.” 


Your  professional  reputation  deserves 
the  strongest  possible  defense.  In 
Nebraska,  that’s  w^hy  more  medical 
professionals  select  The  St.  Paul 
over  all  other  insurers  combined. 

Nebraska  doctors  get  the 
expertise  of  lawyers,  like  those 
in  our  firm,  who  specialize  in 
metjical  liability.  Only  the  most 
expew’enced  law  firhns  in  Nebraska 
work  on  your  defense. 

Our  defense  spares  no  expense  in 
pr9tecting  and  defending  your 
reputation.  That  means  no  short  o|ts  in 
selecting  the  most  qualified  medical  experts 
to  review  a claim  or  testify  on  your  behalf. 

In  addition,  Nebraska  doctors  get 
immediate  action  from  a local  St.  Paul 
claim  representative  who  understands  the 
complexities  of  their  situation 

Your  reputation  depends  on  a strong 
defense.  So  does  ours.  So  does  The  St.  Paul’s.^ 

Exceed  your  expectations.  Select  the  nation’s 
leading  and  most  experienced  medical  liability 
insurer.  And  get  the  strongest  possible  defense. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  The  St.  Paul’s  Omaha  Service  Center  at 
(402)  330-5400  or  I -800-642-8430  and  ask  for 
Robert  Slaughter,  Vice  President  and  General  Manager. 
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LEHER  TO  THE  EDITOR 


"Drug  Costs" 


SCOTT  P.  LIGGETT,  M.D. 
Lincoln.  Nebraska 


Any  physician  in  practice  today  is  bombarded 
with  complaints  from  patients  concerning 
"costs".  Whether  it  is  from  insurance  premiums, 
hospital  charges,  or  doctor  bills,  there  seems  to 
be  plenty  of  opportunity  for  patients  to  object 
to  the  pricing  system  in  medicine  today. 

However,  if  you  listen  carefully,  over  the  last 
two  years,  there  seems  to  be  increasing  "discus- 
sion" with  patients  concerning  their  costs  of 
medications  which  we  prescribe.  No  wonder! 
As  an  example,  I recently  filled  an  antibiotic 
prescription  for  my  child  with  an  ear  infection 
which  cost  $60.00  for  a 7 day  supply.  (More 
than  double  the  cost  of  the  office  visit!). 

Patients  in  my  practice  frequently  take  medi- 
cations that  cost  $2.00  to  $3.00  per  pill;  Cy- 
closporine costs  $200.00  to  $300.00  per  bottle 
for  a four  week  supply;  drug  levels  need  to  be 
performed  which  increase  the  cost  of  a multiple 
medication  program  further.  This  presents  a real 
concern  for  compliance  of  outpatients  with 
their  treatment  regimen. 

Obvious  financial  barriers  exist  for  patients 
who  realize  that  they  must  pay  for  office  visits 
and  now  medications  that  can  cost  more  than 
the  office  visit  itself. 

What  can  be  done?  Much  of  this  "drug  cost 
spiral"  is  the  responsibility  of  the  pharmaceutical 
industry.  Yes,  I know  how  long  it  takes  to  get 
drugs  through  the  FDA  and  the  studies  that 
need  to  be  done  to  satisfy  their  requirements; 
but  this  has  always  been  the  case. 

It  appears  as  though  the  pharmaceutical 
industry  is  in  a continual  game  of  "one  upsman- 
ship"  of  new  antibiotics,  new  beta  blockers,  new 
ACE  inhibitors,  new  non-steriodal  anti-inflama- 
tory  drugs,  not  to  mention  the  new  marketing 
techniques  and  advertising.  What  about  the 
army  of  pharmaceuticel  representatives  that  are 
at  your  office  door  or  waiting  in  the  hospital 
corrdiors.  Does  this  add  to  the  "cost"  — you  bet 
it  does;  are  all  of  these  drugs  of  the  same  classes 
needed?  I doubt  it! 


What  about  older,  less  expensive  classes  of 
drugs  that  we  used  1 5 years  ago;  won't  they 
work  just  as  well?  When  was  the  last  time  you 
wrote  a prescription  of  Pen-V=K  or  Aldomet? 
Do  all  patients  need  a Cephalosporin  or  an  ACE 
inhibitor? 

Don't  we  all  feel  some  "pressure"  by  the 
pharmaceutical  sales  people  that  come  to  our 
office  or  meet  us  in  the  hospital?  Why  aren't 
they  "pushing"  the  older  agents?  Could  it  be  sale 
quotas  or  objectives  from  their  district  manag- 
ers or  parent  companies?  What  about  paid 
meetings  or  trips  that  are  often  offered  to  the 
physicians  by  drug  representatives?  Who  pays 
for  all  of  this?  Our  patients  do!!  Are  we  not  their 
spokespersons;  is  it  not  their  interests  that  we 
represent? 

Why  is  it  that  drug  manufacturers  have  a 
higher  profit  margin  (return  on  equity)  as  a 
group  than  most  other  industries? 

If  the  pharmaceutical  industry  cannot  re- 
strain itself  and  its  marketing  expenditures  I 
would  offer  that  Legislative  Bodies  intervene  to 
"control"  costs  by  considering  the  following 
measures: 

A.  Prohibit  Pharmaceutical  representatives 
in  doctors  offices 

B.  Limit  marketing  and  sales  promotions 
to  medical  journals  and  established 
medical  meetings 

C.  Prohibit  pharmaceutical  industries  from 
offering  free  trips  or  travel  expense  to 
drug  sponsored  meetings 

D.  Establish  professional  committees  that 
would  set  a "MAAC"  for  all  drugs  dis- 
pensed. 

E.  Eliminate  office  samples  or  "starter 
packs"  which  invariably  drive  thecostof 
drugs  higher  for  everyone. 

If  drug  costs  are  not  brought  under  control 
soon,  we  will  be  pricing  ourselves  out  of  the 
market.  Hopefully  the  recent  practice  of  na- 
tional manufacture  discounts  to  Medicaid  pa- 
tients throughout  the  country  is  a trend  that  will 
spread.  It  is  long  overdue. 
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ORIGINAL  ARTICLE 


Cardiac  Transplantation  — First  Year  Experience 
In  A Community  Hospital:  A Three  Year  Follow-Up 

‘DEEPAK  M.  GANCAHAR,  M.D.  SCOTT  P.  LIGGETT,  M.O.  STEPHEN  W.  CARVETH,  M.D. 

HERBERT  E.  REESE,  M.D.  MICHAEL  A.  BREINER,  M.D.  GILES  S.  HEDDERICH,  M.D. 

GEORGE  PAPANICOLAOU,  M.D. 

Bryan  Memorial  Hospital,  1600  South  48th  street,  Lincoln,  Nebraska  68506-2299 


ABSTRACT 

This  is  a report  of  ten  consecu- 
tive patients  with  end-stage 
cardiac  disease  treated  with 
orthotopic  cardiac  transplantation  in  a com- 
munity hospital,  during  the  first  year  of  its 
heart  transplantation  program.  All  patients 
were  followed  for  a minimum  of  33  months 
and  a maximum  of  45  months  with  100% 
survival  at  two  years  and  90%  at  three  years. 
All  survivors  are  presently  in  N.Y.H.A.  Class 
I or  II.  The  entire  group  of  patients  received 
the  same  triple  immunosuppressive  therapy. 
The  incidence  of  infection  and  rejection 
during  the  first  three  months  post-transplan- 
tation was  0.3  and  0.6  episodes  per  patient 
respectively.  Every  patient  developed  some 
degree  of  deterioration  in  renal  function  and 
80%  of  the  patients  now  receive  treatment 
for  systemic  hypertension.  The  in-hospital  in- 
stitution cost  for  the  transplant  admission 
varied  from  $25,084  to  $74,164.  To  date,  30 
patients  have  undergone  heart  transplanta- 
tion in  our  program  and  26  are  long-term 
successes.  This  study  again  proves  that  renal 
insufficiency  and  hypertension  remain  the 
major  side  effects  of  Cyclosporine  therapy. 
We  further  conclude  from  our  experience 
that  cardiac  transplantation  can  be  success- 
fully and  cost  effectively  performed  in  a 
community  hospital  even  with  a somewhat 
lower  caseload. 

KEY  WORDS;  Cardiac  transplantation; 
community  hospital;  first  year  experience. 

Cardiac  transplantation  when  first  per- 
formed in  South  Africa  in  1967,  drew  world- 
wide attention.^  Since  then,  the  definition  of 
safe  ischemia  time  of  the  graft,  distant  organ 
procurement,  endomyocardial  biopsy,  and 
the  introduction  of  Cyclosporine  have  trans- 
formed this  mode  of  treatment  for  end-stage 
cardiac  disease  from  an  investigational  pro- 
cedure to  a highly  successful  operation. It 


is  not  uncommon  today,  to  have  80-90% 
one  year  and  70-80%  five  year  survival  fol- 
lowing cardiac  transplantation.^  In  March 
1986,  we  performed  our  first  heart  trans- 
plant at  Bryan  Memorial  Hospital,  Lincoln, 
Nebraska.  Since  then,  thirty  patients  have 
undergone  orthotopic  transplantation  in  our 
program.  Twenty-six  of  them  have  been  long- 
term successes.  The  purpose  of  this  publica- 
tion is  to  report  a three  year  follow-up  on  our 
first  year's  experience  with  cardiac  trans- 
plantation. 

MATERIAL  AND  METHODS 

Between  March  1986  and  March  1987, 
ten  patients  underwent  orthotopic  cardiac 
transplantation  at  Bryan  Memorial  Hospital. 
Nine  of  them  were  male  and  one  female. 
Their  ages  ranged  between  41  and  57  years. 
(Table  1).  All  patients  had  end  stage  cardio- 
myopathy of  ischemic,  viral,  familial,  or  idio- 
pathic origin.  They  were  all  screened  preop- 
eratively  with  serum  chemistry  group,  hema- 
tology profile,  viral  serology,  HLA  tissue 
typing,  PRA  (Percent  Reactive  Antibody), 
24-hour  urine  for  creatinine  clearance  and 
total  protein  excretion.  Other  tests  were 
supplemented  as  clinically  indicated.  Nine 
of  these  ten  patients  were  critically  ill  and 
required  various  support  methods  to  main- 
tain hemodynamic  stability  while  awaiting 
the  availability  of  a donor  in  the  hospital. 
Tenth  patient  was  listed  as  Status  III  for 
cardiac  transplantation.*  All  grafts  were 
obtained  by  distant  organ  procurement  with 
the  air  distance  varying  from  50  miles  to 
1500  miles.  (Table  2).  Craft  ischemia  time 
varied  from  1 hour  45  minutes  to  3 hours  30 

*Status  Classification  as  per  North  American  Trans- 
plant Coordinator  Organization  in  1986-87. 

'Address  correspondence  and  reprint  requests  to:  Deepak  M. 
Cangahar,  M.D.,  Nebraska  Heart  Institute,  1 91 9 South  40th  Street, 
Suite  300,  Lincoln,  Nebraska  68506. 
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TABLE  #1 

RECIPIENT  INFORMATION 


1 

Age 

Sex 

Cardiac  Dlag 
& Paat  Cardiac 
Surgery 

cm 

Waiting 

Period 

PRA 

Renal 

Cr 

Bgl 

Function 
Cr  cl 
■1/aln 

Blood  Type 

Status 

1 

55 

M 

ICMP 

Neg 

8 days 

0/30 

I.O 

42 

B+ 

0 

2 

41 

F 

CMP 

Neg 

2 days 

0/30 

0.7 

48 

A+ 

0 

3 

57 

M 

ICMP,  CABG 
LVA  X 2,  PM 

Pos 

1/640 

11  days 

0/30 

1.5 

40 

CH 

0 

4 

55 

H 

ICMP 

Neg 

6 days 

0/30 

1.0 

24 

A+ 

0 

5 

41 

M 

ICMP,  PM 

Neg 

9 days 

0/30 

1.1 

68 

CH 

0 

6 

48 

M 

ICMP 

Pos 

1/160 

19  days 

0/30 

2.5 

16 

B+ 

0 

7 

46 

M 

Viral  CMP 

Pos 

1/160 

28  days 

0/30 

1 . 1 

65 

A+ 

0 

8 

56 

M 

ICMP,  CABG 

Neg 

17  days 

0/30 

1.8 

86 

CH 

0 

9 

45 

M 

ICMP,  PTCA 

Pos 

1/160 

6 hrs 

0/30 

1.2 

50 

(H 

0 

10 

52 

M 

CMP 

Pos 

6 months 

0/30 

1 . 5 

118 

CH 

3 

CABC  = Coronary  Artery  Bypass  Craft 

CMP  = Cardiomyopathy 

CMV  = Cytomegalovirus 

CR  = Serum  Creatinine 

CR  Cl  = Creatinine  Clearance 


ICMP  = Ischemic  Cardiomyopathy 

PM  = Pacemaker 

PRA  = Percent  Reactive  Antibody 

PTCA  = Percutaneous  Transluminal  Coronary  Angioplasty 
LVA  = Left  Ventricular  Aneurysm 


TABLE  #2 

DONOR  INFORMATION 


TABLE  #3 

IMMUNOSUPPRESSIVE  THERAPY 


# 

Age 

Sex 

Blood 

Type 

COD 

Craft  Ischemia 
Time 

1 

28 

M 

0 

MVA 

3 hrs 

2 

24 

M 

A 

MVA 

2 hrs  41  min 

3 

25 

M 

O 

MVA 

2 hrs  10  min 

4 

29 

F 

o 

Intracranial 

Tumor 

3 hrs  1 3 min 

5 

25 

M 

A 

CSW 

3 hrs  1 3 min 

6 

25 

M 

B 

MVA 

3 hrs  30  min 

7 

23 

M 

O 

Head  Injury 

1 hr  45  min 

8 

18 

M 

O 

MVA 

2 hrs  1 5 min 

9 

26 

M 

O 

Head  Injury 

2 hrs  40  min 

10 

17 

M 

O 

MVA 

2 hrs  3 min 

COD  = Cause  of  Death 
CSW  = Gunshot  Wount 
MVA  = Motor  Vehicle  Accident 

minutes.  Lower  Shumway  technique  was 
used  to  perform  orthotopic  heart  transplan- 
tation.^ The  immunosuppressive  regimen  is 
described  on  Table  #3.  The  diagnosis  of  re- 
jection was  primarily  based  upon  endomyo- 
cardial biopsy.  Only  Moderate  rejection 
(Stanford  classification  - diffuse  lymphocytic 
interstitial  infiltrates  plus  focal  myocyte 
necrosis)  was  treated.  First  line  of  defense 
against  rejection  was  oral  Prednisone,  1-2 
mg./kg/day  for  seven  days,  and  then  ta- 
pered based  upon  response  seen  at  weekly 
endomyocardial  biopsy.  Intravenous  Meth- 
ylprednisolone,  ATGAM  (Anti-thymocyte 
globulin,  Upjohn,  Kalamazoo,  Ml),  and  OKT- 
3 (Ortho  Pharmaceutical  Corp.,  Raritan,  NJ) 


Prcopcralivc 

ATGAM 

10  mg/kg.  IV 

Azathioprine 

1-2  mg/kg.  p.o.  to  a 
maximum  dose  of  200  mg. 

Intraoperative 

MethylprecInisolone 

500  mg.  IV 

Postoperative 

ATGAM 

1 0 mg/kg/day  x 7 days  IV 

Cyclosporine-A 

Starting  third  postop  day 
1-20  mg/kg/day  p.o. 

To  keep  HPLC  blood  level 
during  first  three  3 months 
1 50-250  ng/ml  and  after  3 
months  50-1  50  ng/ml. 

Azathioprine 

1-2  mg/kg/day  p.o.  to  max 
upper  dose  of  200  mg/day 
and  WBC  > 5,000/cmm. 

Methylprednisolone 

250  mg.  IV  q 8 h X 3 doses 
only  and  then  change  to 
Prednisone 

Prednisone 

2 mg/kg/day  p.o.  - taper  it 
to  0. 1-0.3  mg/kg/day  by 
six  months. 

were  reserved  for  resistant  and  severe  types 
of  rejection.  Mild  cardiac  rejection  was  sim- 
ply followed  by  frequent  endomyocardial  bi- 
opsies. All  patients  received  CMV  negative 
blood  products  and  all  donors  were  retro- 
spectively screened  for  CMV.  Patients,  if  tol- 
erant, were  given  Trimethoprim-Sulfam- 
ethoxazole (Bactrim)  and  Acyclovir  prophy- 
laxis. All  patients  were  followed  through  the 
Transplant  Clinic  at  the  hospital. 

RESULTS: 

Nine  of  ten  patients,  followed  for  36 
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months,  are  active.  All  survivors  are  in  the 
New  York  Heart  Association  functional  Class 
I or  II.  There  have  been  four  late  (post-three 
months)  bacterial  and  five  viral  infections 
requiring  treatment.  (Table  4).  Patient  num- 
ber four  developed  early  pulmonary  asper- 
gillosis which  was  treated  with  intravenous 
Amphotericin-B  with  total  recovery.  Patients 
number  five  and  nine  developed  CMV  vire- 
mia,  one  of  which  was  self-limiting  pneumo- 
nitis. Patient  number  nine  developed  dis- 
seminated CMV,  producing  sigmoid  colon 
perforation  and  fecal  peritonitis.  Two  weeks 
later  he  had  another  episode  of  fecal  perito- 
nitis, this  time  secondary  to  cecal  perfora- 
tion. This  patient  developed  acute  renal 
failure  requiring  prolonged  hemodialysis  and 
respiratory  support.  At  present,  he  is  out  of 
the  hospital  and  off  dialysis.  None  of  these 
ten  patients  ever  developed  severe  cardiac 
rejection.  There  were  six  episodes  of  "treat- 
able" Moderate  rejection  (Stanford  classifi- 
cation) during  the  first  three  months  and 
another  seven  episodes  after  the  first  three 
months.  Patient  number  five  developed 
unusual  graft  dysfuntion.  He  never  mani- 
fested any  degree  of  cellular  cardiac  rejec- 


tion on  his  endomyocardial  biopsies  since 
transplantation.  One  month  post-transplan- 
tation his  cardiac  functions  per  two-dimen- 
sional echocardiography  were  excellent.  At 
three  months  he  showed  significant  deterio- 
ration in  his  left  ventricular  function  whereas 
the  right  ventricle  was  essentially  normal.  At 
this  point  biopsies  were  taken  from  his  left 
ventricle  and  right  ventricle  and  coronary 
angiography  was  performed.  All  results  were 
normal.  He  was  treated  empirically  with  1 
mg/kg/day  of  Prednisone  without  any  im- 
provement in  cardiac  functions.  At  five 
months  his  left  and  right  ventricular  ejection 
fractions  had  decreased  to  about  1 6%  by 
MUGA  and  has  persisted  at  that  level  36 
months  post-transplantation.  Clinically,  he 
continues  to  remain  active  and  has  no  symp- 
toms. Patients  number  two  and  six  devel- 
oped peptic  ulcer  disease  which  was  con- 
trolled with  H-2  antagonists.  Also,  patients 
number  four  and  nine  now  require  insulin  to 
control  new  onset  diabetes  mellitus.  One 
patient  required  carotid  endarterectomy  and 
another  underwent  iliac  artery  balloon 
angioplasty  for  symptomatic  peripheral  vas- 
cular disease.  Four  patients  have  required 


TABLE  # 4 

POST  TRANSPLANT  - NUMBER  OF  EPISODES  DURING  FIRST  THREE  YEARS 


0-3  mon. 

4-12  mon. 

1-2  years 

2-3  years 

over  3 years 

Infection 

site 

Bacterial 

Listeria  monocytogenes 

Disseminated 

1 

Pseudomonas  aeruginosa 

Pulmonary 

1 

Strep  Group  B 

Pulmonary 

2 

Bronchopneumonia 

2 

(not  cultured)  and 

Pulmonary 

right  lung  pneumonia 

Pulmonary 

E-Coll 

Urinary  Tract 

1 

Fungus 

Aspergillus  fumlgatus 

Pulmonary 

1 

Virus 

CMV 

Disseminated 

1 

Pulmonary 

1 

1 

Herpes  Zoster 

3 

1 

Rejection 

"Treatable’*  episodes 

Heart 

6 

4 

2 

1 

Acute  Psychosis  (mild) 

3 

Carotid  Artery  Disease 

1 

Cataract 

1 

1 

2 

Coronary  Artery  Disease 

2 

Death 

1 

1 

Embolus 

Pulmonary 

1 

Graft  Dysfunction  of 

Unknovm  Etiology 

Heart 

1 

Liver  Failure 

1 

Musculoskeletal 

Fx  Wrist 

1 

Spine 

1 

1 

Fx  Ribs 

1 

1 

New  Diabetes  Mellitus 

2 

Peptic  Ulcer  Disease 

2 

Prepyloric  antral  gastritis 

1 

Peripheral  Vascular  Disease 

1 

Renal  Failure 

1 

Serous  Otitis  Media 

1 

Sleep  Apnea 

I 

Thrombophleblt Is 

1 
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cataract  surgery  during  their  three  year  fol- 
low-up. 

Almost  all  patients  have  gained  weight 
since  their  surgery.  Also,  five  of  the  surviving 
patients  have  cholesterol  over  200mg.  per- 
cent. For  the  past  one  year  they  have  been 
placed  on  low  dose  Lovastatin  (lOmg.  b.i.d.). 
None  of  our  patients  have  been  weaned  off 
steroids. 

When  admitted  for  transplantation,  the 
length  of  hospitalization  of  this  patient  group 
ranged  from  8 days  to  41  days.  (Table  5).  Six 
of  these  ten  patients  are  employed  full-time 
and  one  patient  works  as  a housewife,  as  she 
had  done  previously.  Patient  number  nine, 
who  previously  practiced  as  a primary  care 
physician  in  a small  community,  remains 
unemployed.  Patient  number  one  had  full- 
time employment  for  two  years  following 
transplant,  later  developed  progressive  liver 
failure  and  died  42  months  post-transplanta- 
tion. This  patient  developed  bleeding  di- 
athesis following  his  transplant  surgery  and 
required  large  quantities  of  blood  and  blood 
components.  Even  though  final  autopsy  was 
still  inconclusive,  we  suspect  he  developed 
cirrhosis  and  liver  failure  following  Non  A, 
Non  B hepatitis.  One  patient  committed  sui- 
cide 33  months  post  transplant.  He  had  no 
allograft  dysfunction  or  infectious  complica- 
tion. Total  hospital  cost  (exclusive  of  profes- 
sional charges)  for  the  transplant  admission 
ranged  from  $25,084  to  $72,164. 


DISCUSSION: 

This  is  a very  small  series  with  equally 
short  follow-up.  The  two  year  survival  in  this 
series  of  ten  patients  was  100%  and  90%  at 
three  years.  Another  patient  died  at  42 
months  post  transplant  from  liver  failure.  All 
of  the  surviving  patients  are  in  N.Y.H.A. 
functional  Class  I or  II.  We  had  0.6  episodes 
per  patient  of  "treatable  rejection"  in  the 
first  three  months  and  an  incidence  of  0.7 
per  patient  in  subsequent  months.  This  is  not 
significantly  different  from  0.89  episodes  of 
rejection  per  patient  during  the  first  60  days 
as  reported  by  the  Stanford  group.®  All 
patients  with  moderate  rejection  responded 
to  increased  oral  Prednisone  except  for  one 
who  received  parenteral  Methylpredniso- 
lone  in  the  very  early  part  of  our  experience. 
No  patient  required  "rescue  therapy"  with 
ATGAM  or  OKT-3.  We  believe  that  perivas- 
cular lymphocytic  infiltration  alone  in  the 
endomyocardial  biopsy  specimen  is  more  of 
a "reaction"  to  transplantation  than  "treat- 
able rejection".  Such  patients  should  be 
followed  closely  with  weekly  biopsies.  If  it 
progresses  to  the  stage  of  diffuse  lympho- 
cytic interstitial  infiltration  along  with  focal 
myocyte  necrosis,  it  should  be  considered 
as  "treatable  rejection".  We  also  believe 
that  intravenous  Methylprednisolone  makes 
these  immunosuppressed  patients  highly 
vunerable  to  opportunistic  infections  and 
should  be  kept  in  reserve. 

One  patient  who  developed  graft  dys- 


TABLE  #5 

3 RD  YEAR  FOLLOW-UP 

t CURRENT  EMPLOYMENT  # OF  HOSP.  CURRENT  RENAL  STATUS  BP  ANTI  LVFF  CA  CHOLESTEROL  WEIGHT  IN  KGS.  CURRENT  COST  IN 


Deye  For  HTX  Serui  Cr.  Cr.  Cl.  SB^DBP  Hypertensive  (Huga)  Preop  Current  Preop  Current  Over-all  U.S.  $ 

Adw  1 aa  Ion «gl  al/tnln mmHg , Heda mg/dl  mg/dl Statue 


1 

Uneaployed 

*S  days 

2.3 

24 

138/82 

48Z 

TCAD 

209 

92 

65 

72 

D 

44,509 

2 

Housewife 

9 days 

2.3 

26 

142/84 

D 60ag  QID 

42Z 

N1 

140 

275 

63 

73 

MS 

35,643 

3 

Retired  Air  Force 
(died  2yr.  lOaon.) 

41  days 

2.6 

27 

120/70 

54X 

N1 

182 

278 

67 

87 

D 

72,164 

4 

Faraer 

30  days 

1.8 

38 

130/90 

D 30ng  TID 

16Z 

N1 

91 

294 

48 

64 

U 

60,487 

5 

Dellveryaan 

22  days 

1.5 

29 

122/84 

D 90mg  QID 

64Z 

N1 

72 

173 

53 

57 

U 

38,869 

6 

Trucking  Co.  Mngr. 

19  days 

1.7 

51 

126/80 

0 60ng  QID 

38Z 

N1 

147 

304 

54 

72 

U 

42,007 

7 

Owner-Const.  Co. 

12  days 

2.1 

32 

136/80 

D 90mg  QID 

572 

TCAD 

178 

379 

85 

113 

MS 

34,805 

8 

Dent  1st 

11  days 

2.4 

25 

144/94 

D 90tng  QID 

51Z 

Ml 

169 

187 

78 

78 

U 

29,767 

9 

Uneaployed 

1 1 days 

2.8 

46 

140/100 

D 60(ng  QID 

44Z 

Not 

Done 

163 

193 

102 

108 

U 

38,136 

10 

Maintenance  Eng./ 
Groundskeeper 

6 days 

2.4 

22 

120/70 

D 90mg  QID 
P 2og  BID 

392 

N1 

231 

303 

80 

93 

U 

25,084 

0 • Dllt iazee 

P • Prazosin 

Cr  “ Creat Inlne 

Cr  Cl  - Creatinine  clearai 

DRP  - Diastolic  Blood  Preaiiure 
SRP  - Systolic  Blood  Pressure 
CA  - Coronary  Angiogram 
TCaD  - Transplant  Coronary  Art 

ery  Disease 

N1  - 

n - 
u - 

’ Normal 
Dead 
Well 

MS  ■ Muaculoakeletal  Disorder  LVEF  • Left  Ventricular  Ejection  Fraction 
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function  of  unknown  etiology  still  remains 
asymptomatic.  His  graft  ischemia  time  was 
3 hours  15  minutes,  and  his  ejection  fraction 
by  two-dimensional  echocardiography  one 
month  post-transplantation  was  over  60%. 
Biopsy  of  the  left  ventricle  and  right  ven- 
tricle failed  to  reveal  any  signs  of  cellular 
rejection,  viral  inclusion  bodies  or  parasitic 
infestation,  and  coronary  angiography  was 
unrewarding.  One  can  only  speculate  as  to 
whether  his  graft  dysfunction  is  secondary 
to  a humoral  form  of  rejection,  or  an  unusual 
viral  infection  of  the  graft.  Since  his  cardiac 
functions  have  stabilized,  even  with  an  ejec- 
tion fraction  of  16%,  he  continues  to  func- 
tion as  a full-time  farmer.  We  plan  to  con- 
tinue to  follow  him  closely,  although  further 
deterioration  in  his  cardiac  function  may 
require  re-transplantation. 

The  incidence  of  infection  during  the  first 
three  months  was  0.3  episodes  per  patient 
and  0.8  episodes  per  patient  for  the  remain- 
der of  the  follow-up  period.  Emery,  et  al 
reported  an  incidence  of  1.2  episodes  of 
infection  per  patient  during  the  first  year.^ 
Interestingly,  in  our  series,  the  infecting 
agents  were  predominantly  fungal  and  viral 
during  the  first  three  months,  whereas  in 
subsequent  months  bacterial  and  viral  infec- 
tions had  almost  equal  prevalence.  This 
difference  from  the  reported  experience  in 
the  literature  may  be  due  to  the  small  size  of 
our  sample®  All  patients  were  given  Acy- 
clovir and  Bactrim  prophylaxis,  when  toler- 
ated. The  patient  who  developed  CMV 
associated  colon  perforation  twice  was  on 
Acyclovir  at  the  time  of  viremia.  He  is  the 
only  patient  who  developed  acute  renal 
failure  which  subsequently  has  completely 
resolved. 

All  of  our  patients  have  had  a significant 
rise  in  serum  creatinine  and  a drop  in 
creatinine  clearance.  Twenty  four  months  to 
thirty-six  months  post-transplantation,  serum 
creatinine  ranges  from  1.5  to  2.8mg.  per- 
cent and  creatinine  clearance  ranges  from 
22ml.  per  minute  to  46ml.  per  minute.  This 
is  in  comparison  to  preoperative  serum 
creatinines  of  0.7  to  2.5mg.  percent  with 
creatinine  clearances  ranging  from  16ml.  to 
180ml.  per  minute.  We,  like  others,  believe 
this  is  primarily  due  to  Cyclosporine. Sub- 
sequent to  this  reported  experience,  we 
have  eliminated  the  preoperative  dose  of 
Cyclosporine  and  it  is  now  given  only  after 


the  second  or  third  postoperative  day.  More- 
over, we  have  lowered  our  target  whole 
blood  Cyclosporine  HPLC  levels  to  150-250 
ng/ml.  during  the  first  three  months  and 
down  to  50-150  ng/ml.  after  three  months  of 
transplantation.  Deterioration  in  renal  func- 
tion is  a major  concern  in  these  patients  and 
requires  the  judicious  use  of  Cyclosporine 
preparations."  Postoperatively,  none  of  our 
patients  have  been  weaned  off  steroids. 
Eight  of  these  ten  patients  now  require  an- 
tihypertensive therapy,  whereas  prior  to 
transplantation,  only  three  of  these  patients 
needed  it.  Renal  insufficiency  and  hyperten- 
sion continue  to  be  the  major  complicating 
effects  of  Cyclosporine.  Two  patients  devel- 
oped transplant  coronary  artery  disease.  One 
of  these  was  treated  with  percutaneous  bal- 
loon angioplasty. 

One  patient  committed  suicide  at  33 
months.  He  had  normal  graft  function  prior 
to  his  death.  Another  patient  died  of  liver 
failure  at  42  months.  We  speculate  it  re- 
sulted from  Non  A,  Non  B transfusion  in- 
duced hepatitis. 

All  patients  but  one  either  are  capable  of, 
or  have  full-time  employment.  The  average 
hospital  stay  for  our  patients  was  17.8  days 
with  a range  of  8 days  to  41  days.  The  mean 
institutional  cost  for  the  transplant  admis- 
sion was  $42,147.  Since  March  1986,  we 
have  performed  thirty  heart  transplants  with 
a range  of  6-10  operations  per  year.  Twenty- 
six  of  these  patients  are  long-term  successes. 
This  study,  like  others  previously  published, 
demonstrates  that  heart  transplantation  can 
be  done  in  a cost-effective  manner  and  with 
good  results  in  a^community  hospital. It  fur- 
ther empnasizes  the  fact  that  low  volume 
heart  transplant  programs  can  produce 
equally  successful  results  as  long  as  team 
members  are  committed  and  trained  to  cover 
all  aspects  of  transplantation. 

** Authors  extend  tlieir  thanks  to  Brenda  Venhaus 
for  data  collection  and  Ceorgeann  Steffens  for  secretar- 
ial help. 
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ABSTRACT 


SINEMET  CR,  a controlled  re- 
lease carbidopa/levodopa 
preparation,  was  com- 
pared to  conventional  carbidopa/levodopa 
in  a double  blind,  placebo-controlled  trial. 
Comparable  clinical  benefits  and  adverse 
effects  were  noted  with  the  two  medica- 
tions. However  significantly  less  frequent 
dosing  was  necessary  with  Sinemet  CR. 

INTRODUCTION 

Levodopa  has  proven  to  be  the  single 
most  effective  symptomatic  therapy  for  Park- 
inson's disease.'  Extended  use  of  levodopa, 
however,  is  often  limited  by  the  appearance 
of  a constellation  of  long-term  adverse  ef- 
fects.^ Dyskinesia,  usually  choreiform  in  char- 
acter, typically  occurs  during  periods  of  peak 
levodopa  efficacy.  Progressive  diminution 
of  the  duration  of  response  to  a dose  (wearing 
off  effect,  end  of  dose  akinesia)  also  occurs. 
Eventually  these  dose-related  fluctuations  in 
motor  performance  may  become  more  cha- 
otic and  seemingly  lose  their  dose-related 
character.  The  mechanism(s)  responsible  for 
these  changes  is  not  entirely  clear,  but  may 
include  alterations  in  gastrointestinal  absorp- 
tion of  levodopa,  alterations  in  transport 
across  the  blood-brain  barrier,  progressive 
loss  of  capacity  of  the  nigrostriatal  neurons 
to  synthesize  and  store  dopamine,  and 
changes  in  receptor  sensitivity.^  Frequent 
administration  of  small  doses  of  levodopa 
can  partially  compensate  for  these  fluctua- 
tions in  motor  performance  but  this  is 
cumbersome  and  can  become  onerous  for 
both  patient  and  family. 

An  alternative  approach  would  be  the  de- 
velopment of  a sustained  release  prepara- 
tion of  levodopa  that  might  circumvent  the 
necessity  of  frequent  drug  administration 
and  provide  a smoother  response  with  fewer 


fluctuations.  Controlled  release  carbidopa/ 
levodopa  (Sinemet  CR)  is  such  a prepara- 
tion. It  contains  carbidopa/levodopa  in  an 
erodible  polymeric  matrix.  We  have  com- 
pared Sinemet  CR  50/200  to  standard  carbi- 
dopa/levodopa (Sinemet)  25/100  in  a 
double-blind  crossover  study. 

METHODS 

Seventeen  patients  were  enrolled  in  the 
study  after  giving  informed  consent.  Two 
were  subsequently  withdrawn  from  study 
participation  - one  for  noncompliance  and 
one  at  the  patient's  request. 

Fifteen  individuals  (12  male,  3 female) 
completed  the  study.  The  average  age  of 
these  participants  was  61.5  (range  52-75), 
while  average  disease  duration  was  9.1  years 
(range  3 to  44).  All  patients  were  taking  car- 
bidopa/levodopa at  least  four  times  daily. 
They  had  been  taking  levodopa  for  an  aver- 
age of  7.5  years  (range  1 to  18).  Individuals 
taking  bromocriptine  or  amantadine  were 
excluded  from  the  study. 

Upon  entry  into  the  study  all  patients 
were  placed  in  a four  week  open  label 
"dose-finding"  phase  during  which  all  were 
placed  on  standard  carbidopa/levodopa  25/ 
100  and  dosage  was  titrated  to  the  optimum 
amount  and  interval  for  each  individual.  This 
was  followed  by  a second  four  week  open 
label  "dose  finding"  phase  in  which  standard 
carbidopa/levodopa  was  stopped  and  re- 
placed with  Sinemet  CR  50/200,  which  was 
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then  titrated  to  optimum  dosage  interval 
and  amount.  Two  double  blind  eight  week 
treatment  periods  then  followed.  During 
these  periods  patients  received,  in  random 
order,  treatment  with  either  standard  carbi- 
dopa/levodopa  or  Sinement  CR  (each  for 
eight  weeks)  using  the  dosage  regimen  de- 
termined during  the  "dose  finding"  phases. 
During  each  of  the  eight  week  double  blind 
periods  an  appropriate  placebo  regimen  to 
either  standard  carbidopa/levodopa  or  Si- 
nemet  CR  was  also  employed,  so  that  pa- 
tients were  taking  two  types  of  dosage  forms 
during  each  double  blind  treatment  period. 
Patients  were  always  supplied  with  written 
instructions  to  insure  that  they  understood 
the  dosage  schedules. 

Patients  were  evaluated  at  either  one  or 
two  week  intervals  during  the  course  of  the 
study.  Complete  physical  examination  and 
laboratory  studies  were  obtained  at  inter- 
vals during  the  various  study  periods.  Extra- 
pyramidal  function  was  monitored  utilizing 


the  Unified  Parkinson  Rating  Scale.  Patients 
kept  diaries  on  selected  days  in  which  they 
charted  the  number  of  hours  "on"  "off,"  "on 
with  dyskinesia,"  and  "asleep."  Statistical 
analysis  was  performed  utilizing  the 
Wilcoxon  Signed  Rank  Test. 

RESULTS 

Adverse  effects  of  Sinemet  CR  were  un- 
common, but  included  nausea,  dyskinesia, 
mental  confusion  and  insomnia.  It  was  not 
necessary  to  stop  medication  in  any  patient 
because  of  adverse  effects. 

On  the  Unified  Parkinson  Rating  Scale  sig- 
nificant (p  < .05)  improvement  was  noted  in 
facial  expression,  tremor  and  rigidity  with  Si- 
nemet Cr  compared  to  the  pre-study  baseline 
while  significant  improvement  in  facial  ex- 
pression and  bradykinesia  was  noted  with 
conventional  carbidopa/levodopa.  Changes 
in  the  Hoehn  & Yahr  scale,  "on"  and  "off" 
time,  dose  frequency,  and  levodopa  dosage 
are  depicted  in  Figure  1. 
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FIGURE  1 

Values  are  taken  from  the  end  of  each  double  blind  drug  treatment  period  and  compared 
to  baseline  prior  to  study  initiation.  The  Wilcoxon  Signed  Rank  Test  was  used  for  statistical 
analysis. 
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DISCUSSION 

Previous  studies  investigating  Sinemet  CR 
have  generally  shown  an  increased  amount 
of  "on"  time  and  reduced  frequency  of  dose 
administration.'*'^  In  our  patients  no  signifi- 
cant difference  in  the  amount  of  "on"  time 
was  discernable  between  Sinemet  CR  and 
conventional  carbidopa/levodopa  when  op- 
timum dosage  schedules  of  each  were  em- 
ployed. The  overall  efficacy  of  Sinemet  CR 
was  comparable  to  that  of  conventional  car- 
bidopa/levodopa, although  approximately 
22%  more  levodopa  was  required  to  achieve 
this  result.  Adverse  effects  were  quantita- 
tively and  qualitatively  similar  between  the 
two  drugs.  The  significant  advantage  of  Si- 
nemet CR  was  that  the  frequency  of  admini- 
stration could  be  reduced  by  approximately 
50%  compared  to  conventional  carbidopa/ 
levodopa  while  maintaining  comparable  ef- 
ficacy. This  should  result  in  increased  pa- 
tient convenience  and  compliance. 
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ONE  day  after  completing  some 
50  plus  years  in  the  practice 
of  medicine,  I sat  back  in  my 
office  and  began  thinking  about  the  various 
changes  that  have  taken  place  in  our  profes- 
sion. During  those  years  at  various  times,  I 
served  as  a generalist,  a certified  Ob/Cyn  in 
a private  practice  and  as  Director  of  a Uni- 
versity Ob/Cyn  Outpatient  Clinic. 

I recalled  the  days  of  the  great  depression 
and  drought  of  the  1930's,  when  the  charge 
for  an  office  call  was  $1.00  and  a house  call 
was  $2.00;  when  deliveries  were  done  in  the 
home  with  a charge  of  $35.00  for  a primi- 
gravida  and  $25.00  for  the  multigravida. 
(Including  prenatal  and  postnatal  care);  when 
a premium  for  malpractice  was  unheard  of 
and  when  only  the  physician  and  his  patient 
decided  when  and  how  the  medical  prob- 
lem would  be  solved. 

A knock  on  my  door  admitted  a pleasant 
looking  young  man.  I recognized  him  as 
being  a medical  student  by  the  number  of 
books  he  had  in  his  possession  in  a book  bag 
carried  over  his  shoulders.  It  was  obvious 
that  the  characteristic  "Joe  College  Look" 
had  not  as  yet  worn  off.  His  hair  was  a little 
long,  he  wore  no  coat  or  tie,  his  trousers 
were  baggy  which  narrowed  acutely  at  his 
ankles,  exposing  a pair  of  large  shopworn 
jogging  shoes. 

After  a formal  introduction  Jim  was  asked 
to  be  seated.  He  informed  me  that  he  was  a 
medical  student  and  that  recently  he  had 
been  assigned  to  attend  the  Ob/Cyn  Clinic. 
He  said  he  was  concerned  about  the  assign- 
ment since  this  will  be  his  first  encounter 
with  clinical  medicine  and  the  patients  who 
come  to  the  clinic  for  care.  Therefore  he  said 
he  came  to  secure  advice  on  how  to  con- 
duct himself  during  patient  contact  and  to 


learn  how  the  clinic  functions.  He  caught  me 
completely  by  surprise  because  after  all, 
through  the  years,  he  was  the  first  student  to 
come  in  and  ask  for  the  above  advice.  After 
a short  moment  of  hesitation  I quickly  recov- 
ered and  began  speaking  about  the  many 
things  I have  learned  about  the  art  of  prac- 
ticing medicine. 

"It  is  important  for  you  to  know  that  the 
practice  of  medicine  starts  in  the  doctors 
office,  where  usually  the  first  contact  with 
the  patient  is  made.  Because  of  the  high  cost 
of  medical  care,  you  must  learn  to  do  many 
things  in  the  office  that  previously  were 
done  in  the  hospital.  It  has  been  estimated 
that  the  average  obstetrician  and  gynecolo- 
gist spends  75%  of  his  time  in  his  office  and 
25%  of  his  time  in  the  hospital." 

"Jim,  it  is  realized  that  you  may  not  be 
interested  in  obstetrics  and  gynecology,  hav- 
ing interests  in  other  fields  of  medicine. 
However,  it  important  to  know  that  no  matter 
what  field  you  choose  to  pursue,  you  will  be 
involved  in  some  way  or  another  in  the  care 
of  the  female  patient." 

"We  start  seeing  patients  at  8:00  a.m.  and 
1:00  p.m.  It  is  expected  that  you  be  on  time. 
It  isn't  fair  to  keep  patients  waiting  for  30  to 
45  minutes  before  being  seen.  In  general 
most  patients  make  it  a point  to  be  on  time, 
rain  or  shine  and  it  is  only  fair  to  realize  they 
also  have  busy  schedules.  Being  on  time  is 
an  important  factor  in  the  practice  of  medi- 
cine." 

"Your  name  is  listed  on  a clipboard  lo- 
cated in  the  conference  room.  A check  mark 
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after  your  name  indicates  your  attendance 
and  helps  others  who  are  seeking  your  where- 
abouts. Food  is  not  to  be  brought  to  the 
clinic  and  the  conference  room  is  not  to  be 
used  as  a dining  room.  The  odor  of  food  in 
the  clinic  or  from  one's  person  may  be 
offensive  to  a concerned  or  ill  patient.  It  is 
also  preferred  that  you  do  not  come  to  the 
clinic  or  see  patients  wearing  scrub  suits." 

Patient  Care 

"Our  patients  are  no  longer  referred  to  as 
'clinic'  or  'University  patients;'  they  receive 
the  same  care  and  respect  comparable  to 
other  forms  of  medical  practice.  Our  pa- 
tients are  charged  for  services  rendered,  and 
they  are  subjected  to  a limited  number  of 
physical  and/or  pelvic  examinations.  Stu- 
dents do  not  perform  pelvic  examinations 
without  adequate  supervision." 

"Medical  students  are  no  longer  prema- 
turely referred  to  as  a doctor  when  seeing 
patients  and  medical  students  do  not  intro- 
duce themselves  as  a doctor,  patients  have 
the  right  to  know  who  is  seeing  them." 

"Once  in  a great  while  a patient  will  re- 
quest that  she  does  not  want  to  be  examined 
by,  or  have  a medical  student  around  during 
her  examination,  her  request  is  granted.  This 
should  not  be  a disturbing  request  for  similar 
requests  happen  to  many  of  us  who  are 
engaged  in  the  practice  of  medicine." 

"Occasionally  you  will  be  confronted  with 
a belligerent  patient.  Do  not  enter  into  a 
confrontation;  keep  your  cool,  don't  'blow 
your  stack.'  If  you  do,  three  things  may 
happen.  You  may  lose  her  as  a patient,  pro- 
mote a possible  lawsuit  and,  in  the  end,  feel 
like  a heel  for  doing  so.  Remember  that  the 
belligerent  patient,  besides  not  feeling  well, 
may  have  numerous  personal  problems  con- 
stantly confronting  her." 

"We  strive  to  treat  our  patients  with  re- 
spect and  kindness.  We  stress  the  impor- 
tance of  careful  and  gentle  examinations.  A 
pelvic  examination  does  not  need  to  be 
painful.  Being  in  the  clinic  is  a good  time  to 
achieve  good  patient  rapport.  Learn  to  ac- 
complish it  now,  it  may  be  too  late  later  on. 
It  can  not  be  turned  off  and  on  like  a light. 
One  can  safely  say  that  the  majority  of 
patients  care  very  little  about  how  many 
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degrees  you  have  or  about  the  number  of 
diplomas  hanging  on  the  wall,  or  how  well 
trained  you  are.  The  thing  uppermost  in  their 
mind  is  do  they  like  you  personally.  They 
assume  that  you  have  obtained  required 
qualifications  or  else  you  wouldn't  be  in  to 
see  them." 

"Avoid  discussing  any  patients  condition 
in  the  clinic  hallways.  Most  often  the  patient 
sitting  in  the  examination  room  can  hear 
what  is  being  said  and  may  believe  that  a 
frightful  discussion  may  pertain  to  her.  Pres- 
ent and  discuss  the  patient's  findings  with 
the  resident  or  staff  in  the  clinic  conference 
room." 

The  Doctor's  Image 

"Jim,  one  would  have  to  assume  that  most 
patients  have  some  thought  as  to  how  a 
doctor  should  look  and  conduct  himself. 
Proper  professional  conduct  along  with  a 
well  groomed  appearance  certainly  must  be 
pleasing  to  the  patients.  It  has  been  most 
gratifying  to  me  to  observe  during  the  past 
10  to  12  years,  the  changes  of  professional- 
ism made  by  the  students  as  they  proceed 
into  the  clinical  years." 

"Jim,  always  conduct  yourself  in  a profes- 
sional manner  when  seeing  patients,  but  not 
to  the  point  where  you  appear  arrogant. 
Avoid  familiarity  which  many  times  may  lead 
to  contempt.  I am  very  proud  to  say  that 
through  the  many  years,  patient  complaints 
about  medical  student  conduct  have  been 
practically  non-existent,  here  in  the  clinic 
and  from  patients  seen  by  medical  students 
in  outlying  affiliated  teaching  hospitals." 

It  has  been  my  observation  through  the 
years  that  most  patients  are  keen  observers. 
They  will  observe  you  very  closely  and  quickly 
form  a good  or  not  so  good  opinion  of  you. 

I became  aware  of  this  many  years  ago 
through  this  actual  occurrence  as  an  ex- 
ample. A new  patient  came  to  see  me.  In  my 
consultation  room  we  discussed  her  com- 
plaints and  the  usual  history  was  taken. 
Finishing  this,  I informed  her  it  was  time  for 
her  examination  and  the  nurse  would  make 
the  usual  preparations.  There  was  a short 
pause  on  her  part  and  then  she  quickly  said, 
"Yes,  I will  keep  you  as  my  doctor."  Of 
course  this  was  very  pleasant  for  me  to  hear. 
Then  she  said,  "Do  you  want  to  know  why?" 


I answered,  yes  I would  like  to  know  why. 
She  said,  Because  you  have  clean  finger- 
nails." We  proceeded  to  conduct  the  exami- 
nation. 

The  Medical  Record 

You  will  be  called  upon  to  record  the 
history  and  physical  findings  in  the  medical 
record.  It  is  important  to  learn  now  that  the 
medical  record  is  a legal  document.  There- 
fore, write  plainly,  use  only  approved  abbre- 
viations, and  avoid  the  use  of  offensive  names 
when  referring  to  the  patient.  When  an  error 
has  been  made  in  your  recording,  it  is  per- 
missible to  draw  a line  through  the  error, 
keeping  it  readable  and  indicate  "error"  and 
initial  it.  Keeping  these  things  in  mind  will 
help  the  defense  lawyer  and  make  it  much 
easier  for  the  residents,  and/or  staff  who 
must  approve  the  record  with  a signature. 


At  about  this  time,  1 noticed  Jim  was 
having  trouble  keeping  his  eyes  open.  This 
was  a clear  signal  that  the  "Old  Doc"  had 
said  enough  and  it  was  time  to  move  on.  Ap- 
parently he  didn't  expect  the  whole  "9  yards." 

After  a rather  quick  thank  you  he  departed. 

I was  left  in  a state  of  wonderment.  I 
became  curious.  How  well  did  I perform  in 
answering  the  request  for  information,  by 
this  anxious,  energetic  medical  student? 

About  three  weeks  later  my  question  was 
answered.  Jim  and  I met  in  a hallway  as  he 
was  making  his  way  to  the  clinic.  His  hair 
was  neatly  combed,  he  was  wearing  a con- 
servative sport  jacket  and  a well  coordi- 
nated neck-tie.  Gone  were  the  baggy  pants 
and  the  large  jogging  shoes.  We  both  smiled, 
he  shook  my  hand  and  then  said,  "Look,  I 
have  clean  fingernails." 
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Amniotic  Fluid  Volume  Assessment:  Oligohydramnios 
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The  aquatic  environment  of  the 
fetus  has  long  remained  a 
mystery  to  patients  and  their 
obstetricians.  However,  the  association  between 
oligohydramnios  and  perinatal  harm  is  well 
known.  The  purpose  of  this  article  is  to  discuss 
amniotic  fluid  volume  (AFV)  assessment  and  its 
relation  to  perinatal  outcome.  Amniotic  fluid  in 
the  first  trimester  is  formed  from  water  and 
amniotic  fluid  passage  across  an  osmotic  gradi- 
ent.^ Later  in  pregnancy,  the  principle  source  of 
anmiotic  fluid  is  fetal  urine.  Urine  production 
begins  at  approximately  8 to  12  weeks  of 
gestation  and  thereafter  plays  an  increasingly 
important  role  in  the  establishment  of  normal 
AFV.  Using  realtime  ultrasound  techniques,  fetal 
urine  production  rates  near  the  end  of  preg- 
nancy are  20-30  ml/hour. 

Amniotic  fluid  is  principally  removed  by  fetal 
swallowing  and  absorption  from  the  gastroin- 
testinal tract.  Therefore,  the  final  amount  of 
amniotic  fluid  remaining  in  the  amniotic  space 
is  a balance  between  fetal  urine  production  and 
fetal  swallowing.  Other  structures  may  contrib- 
ute to  amniotic  fluid  volume,  such  as  fluid 
production  by  the  fetal  lung  (400  ml/day).  Also, 
prior  to  keratinization  of  the  fetal  skin,  which 
occurs  at  approximately  24  to  26  weeks,  water 
and  solutes  may  move  across  this  thin  dermal 
barrier.  After  keratinization  of  the  skin,  this 
mechanism  is  relatively  insignificant  in  produc- 
tion of  amniotic  fluid  volume. 

When  one  considers  all  possible  mecha- 
nisms, approximately  95%  of  total  amniotic 
fluid  volume  is  replaced  per  day.  Thus  it  is  easy 
to  appreciate  how  interference  with  any  of 
these  factors  may  result  in  alterations  of  amni- 
otic fluid  volume. 

Clinical  conditions  which  may  benefit  from 
amniotic  fluid  volume  assessment  must  be 
appreciated.  As  a consequence  of  the  develop- 
ment of  biophysical  profile,  amniotic  fluid  vol- 
ume was  felt  to  be  normal  when  there  was  at 
least  one  pocket  of  amniotic  fluid  whose  maxi- 
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mum  vertical  depth  was  at  least  1 cm.^  As 
experience  was  gained  with  the  use  of  realtime 
ultrasound,  it  became  apparent  that  this  repre- 
sented end  stage  oligohydramnios.  Phelan 
reported  a new  method  of  amniotic  fluid  vol- 
ume assessment,  the  four-quadrant  technique, 
which  has  subsequently  been  proven  reliable 
by  other  investigators.^ln  brief,  the  technique  in- 
volves dividing  the  uterine  cavity  into  four 
quadrants  utilizing  the  maternal  abdominal  linea 
nigra  as  the  vertical  axis  and  the  umbilicus  as  the 
horizontal  axis.  The  maximum  depth  pocket  of 
amniotic  fluid  is  measured  in  each  of  four 
quadrants  within  the  uterus.  The  sum  represents 
the  amniotic  fluid  index  (AFI).  Phelan's  recom- 
mendation was  that  oligohydramnios  be  de- 
fined as  an  AFI  < 5.0.  Intermediate  levels  were 
described  as  an  AFI  between  5 and  8.  A normal 
AFI  was  8.0-1 8.0. 

After  the  establishment  of  normative  date, 
Rutherford  evaluated  the  use  of  amniotic  fluid 
index  as  an  adjunct  to  antepartum  fetal  heart 
rate  testing  in  the  management  of  high  risk 
pregnancies."*  Her  data  revealed  that  if  the  AFI 
was  < 5 even  with  a normal  non-stress  test,  there 
was  a greater  likelihood  of  an  adverse  perinatal 
outcome.  She  recommended  delivery  when 
the  amniotic  fluid  index  was  less  than  5. 

Specific  disease  entities  that  require  further 
comment  include  postdate  pregnancies,  those 
with  intrauterine  growth  retardation,  and  pre- 
term premature  rupture  of  the  membranes.  The 
role  of  antepartum  fetal  surveillance  in  postdate 
pregnancy  is  to  identify  the  fetus  at  risk  for  post- 
maturity. The  post-mature  fetus  is  at  greater  risk 
for  meconium  stained  amniotic  fluid,  neonatal 
metabolic  problems,  and  fetal  distress.  Amni- 
otic fluid  volume  assessment  is  perhaps  the 
most  successful  means  of  this  evaluation. 


Future  Correspondence:  Carl  V.  Smith,  MD,  Department  of 
Obstetrics  and  Gynecology,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  NE  68198-3255,  (402) 
559-6157. 


Significant  increases  in  the  risk  of  perinatal 
morbidity  and  mortality  when  oligohydramnios 
is  noted. ^ It  is  possible  to  improve  perinatal 
outcome  in  patients  by  recommending  delivery 
when  oligohydramnios  is  noted. This  is  pos- 
sible without  an  increase  in  maternal  morbidity 
or  an  added  risk  for  Cesarean  section. 

In  conclusion,  it  is  apparent  that  the  postdate 
fetus  benefits  from  periodic  assessment  of 
amniotic  fluid  volume.  The  timing  of  this  surveil- 
lance is  somewhat  controversial,  but  a reason- 
able approach  is  to  begin  surveillance  after  41 
completed  weeks  pregnancy.  Amniotic  fluid 
volume  assessment  should  accompany  rather 
than  replace  traditional  methods  of  fetal  well- 
being assessment.  The  traditional  approach 
would  include  either  twice  weekly  nonstress 
tests  or  a weekly  contraction  stress  test.  A policy 
of  induction  of  labor  should  be  considered 
when  any  of  the  following  is  present:  oligohy- 
dramnios, persistently  nonreactive  nonstress 
tests,  variable  or  late  decelerations.^^  Those 
fetuses  suspected  of  having  intrauterine  growth 
retardation  form  another  group  who  would 
benefit  from  assessment  of  amniotic  fluid  vol- 
ume. It  is  now  apparent  that  the  fetus  with 
intrauterine  growth  retardation  is  at  risk  for 
decreased  amounts  of  amniotic  fluid  volume, 
presumably  on  the  basis  of  diminished  cardiac 
output  and  a resultant  decrease  in  fetal  renal 
blood  flow.  Oligohydramnios  in  the  fetus  with 
suspected  intrauterine  growth  retardation 
should  be  viewed  with  concern.  Additional 
evaluation  of  fetal  well-being  or  delivery  are 
reasonable  management  considerations. 

Lastly,  patients  who  have  preterm  premature 
rupture  of  the  membranes  are  at  significant  risk 
for  oligohydramnios.  Increases  in  the  incidence 
of  infection,  umbilical  cord  compromise,  and 
fetal  distress  are  evident  when  realtime  ultra- 
sound demonstrates  decreases  amounts  of 


amniotic  fluid.  It  is  reasonable  to  anticipate  that 
20%  of  patients  with  preterm  premature  rup- 
ture of  the  membranes  will  require  intervention 
on  the  basis  of  oligohydramnios.®  In  most  cases, 
variable  decelerations  will  be  evident  on  moni- 
toring. 

In  conclusion,  assessment  of  amniotic  fluid 
volume  should  be  considered  in  the  manage- 
ment of  certain  groups  of  high  risk  pregnancies. 
The  use  of  realtime  ultrasound  is  the  most 
sensitive  measure  of  amniotic  fluid  volume  and 
when  oligohydramnios  is  diagnosed  additional 
evaluation  of  fetal  condition  is  required.  In 
some  instances  such  as  postdate  pregnancies, 
oligohydramnios  is  an  indication  for  delivery. 
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Stained  glass  designer  hopes 
Bryan  window  offers  patients  comfort 

By  JANA  MILLER  — Journal  Writer 


The  cover  of  the  lournal  this  monlh  features  a stained 
glass  window  over  the  altar  of  the  Chapel  in  Bryan 
Memorial  Hospital,  Lincoln,  Nebraska.  The  window  was 
designed,  constructed  and  installed  by  Dr.  Vernon  F. 
Carwood,  his  wife  Susan,  and  their  children  Anne,  Amy, 
Kate,  and  Steve.  The  following  article  by  jana  Miller, 
which  appeared  in  the  May  15,  1985  editions  of  the 
Lincoln  journal,  gives  additional  information  concern- 
ing the  history  of  the  window. 

Vernon  Garwood  says  he  sometimes  stops  by 
the  new  chapel  in  Bryan  Memorial  Hospital  simply 
to  gaze  at  the  stained-glass  window  he  designed 
and  created. 

"I  want  to  make  sure  it's  intact,"  the  Lincoln 
rheumatologist  said.  What's  more,  he  said,  the 
window  brings  him  peace.  "It's  a comfort  to  me," 
he  said.  "I  see  the  Sandhills  where  I grew  up.  That 
was  my  whimsy,  (included)  for  my  own  personal 
enjoyment." 

Carwood,  who  was  reared  near  Bassett,  said  he 
would  like  patients  and  their  families  to  find  their 
own  quiet  comfort  and  hope  in  the  window, 
which  he  and  his  family  have  donated  to  the 
hospital.  "I  hope  it  is  of  comfort  to  a lot  of  people," 
he  said. 

The  window  features  the  sun,  the  source  of  en- 
ergy and  life,  its  rays  reaching  out  to  the  sky,  land 
and  sea.  A dove  of  peace  — Carwood  says  peace 
probably  is  the  greatest  health  issue  of  today  and 
tomorrow  — flies  in  the  sky. 

The  window,  which  measures  44  inches  in  di- 
ameter, took  Carwood,  his  wife,  and  their  four 
children  a year  of  intermittent  work  to  complete. 

Mrs.  Carwood  said  the  window  offers  hope.  "1 
think  if  I had  someone  very  ill  whom  I was  terribly 
worried  about  I could  sit  in  that  room...  and  that 
would  help,"  she  said. 

Carwood,  who  began  working  with  stained 
glass  20  years  ago  when  he  was  an  intern,  started 
on  the  chapel  window  after  careful  study  and 
consultation.  He  said  he  discussed  the  theme  of 
the  window  with  long  time  friend  Clarke  Mund- 
henke,  chaplain  at  Lincoln  General  Hospital;  Clar- 
ence Zwetzig,  Bryan  chaplain,  and  former  Meth- 
odist Bishop  Monk  Bryan. 

"I  was  looking  for  a challenge,  something  differ- 
ent and  stimulating,  to  get  the  creative  juices 
going,"  Garwood  said.  He  said  it  occurred  to  him 


that  Bryan  might  be  able  to  use  a stained-glass 
window  in  the  new  chapel  built  recently  in  the 
hospital's  expansion  program.  As  it  turned  out,  he 
said,  hospital  officials  had  incorporated  space  for 
a window,  but  had  not  yet  made  plans  to  commis- 
sion a window  for  the  space. 

Mrs.  Carwood  said  she  doubts  that  her  hus- 
band's offer  was  greeted  with  enthusiasm  by  the 
hospital's  architect.  "He  probably  thought.  'Oh, 
great,  some  doctor  want  to  make  us  a window. 
Oh,  yuk,"'  she  said.  The  architect,  however,  was 
invited  to  the  Garwood  home  to  see  other  stained 
glass  pieces  that  Carwood  had  made  and  "ended 
up  being  pleased"  Mrs.  Carwood  said. 

Garwood  said  he  designed  the  window  around 
the  sun  motif,  wanting  it  to  be  bright,  not  somber. 
Several  traditional  religious  symbols  originally  were 
incorporated  in  the  design,  but,  he  said,  he  even- 
tually eliminated  most  of  them  to  avoid  a cluttered 
appearance. 

People  should  draw  their  own  impressions 
about  what  the  window  represents,  Carwood 
said.  "Everyone  should  react  from  their  own  back- 
grounds and  perceptions.  I don't  want  to  impart  to 
anyone  how  they  should  react  to  it,"  he  said. 

The  glass  used  in  the  sun,  the  sun's  rays,  the  sky 
and  some  of  the  water  was  made  by  Omaha  glass- 
maker  Louis  Curiel.  Other  glass  was  obtained  from 
commerical  suppliers.  Carwood  said  he  relied  on 
his  wife's  "excellent  color  sense"  to  help  him  choose 
the  best  colors. 

Daughters,  Anne,  19,  Amy  17,  and  Kate,  14, 
helped  apply  copper  and  solder  to  the  glass  pieces. 
Steve,  10,  helped  cut  the  glass  and  gave  his  dad 
and  Bryan  maintenance  supervisor  Harold  Kelley 
a hand  installing  the  window. 

"I  think  he's  got  it  just  right,"  said  Mrs.  Carwood, 
who  admitted  that  she,  too,  has  stood  in  the 
chapel  doorway,  trying  not  to  look  too  obviously 
proud  as  passers-by  comment  on  the  beauty  of  her 
husband's  stained-glass  window. 

"It's  a neat  way  for  him  to  feel  like  this  is 
something  he  can  do  for  these  places  that  is 
lasting,"  she  said. 

"Above  article  by  jana  Miller  reprinted  by  permission  ol 
the  journal-Star  Printing  Company.  Lincoln,  Nebraska". 

"Cover  photograph  of  stained  glass  window  taken  by 
Paul  Hadley,  Communications  Editor,  Department  of  Develop- 
ment and  Public  Relations,  Byron  Memorial  Hospital,  Lincoln. 
Nebraska.  ’ 
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1991:  An  "Intense"  Year  for  the  House  of  Medicine 


PAUL  E.  COLLICOTT,  M.D. 
President.  Nebraska  Medical  Association 


Even  though  the  year  1991  is  yet  but  a few 
weeks  old,  assaults  upon  the  house  of  medicine 
have  already  begun  with  the  advent  of  Senator 
Kerrey's  National  Health  Proposal,  which  he  in- 
tends to  introduce  in  the  1 991  Congress.  Many 
aspects  of  this  proposal,  in  my  opinion  are 
similar  to  those  of  the  Canadian  system  of  health 
care.  Our  physician  colleagues  in  Canada  are 
less  than  enamored  with  the  success  of  the 
program  in  Canada  and  certainly  there  has  been 
rationing  of  health  care.  Senator  Kerrey's  pro- 
posal appears  to  be  in  answer  to  the  AMA's 
proposal  of  Health  Access  American,  (see  Presi- 
dent's page,  June  1 990)  A program  overview  of 
the  Health-USA  Act  1 991,  as  drafted  by  Senator 
Kerrey's  office  is  as  follows: 

This  is  a tax-funded  national  health  program'  that 
enables  all  American  citizens  and  permanent  resi- 
dents to  partici|)ate  in  any  health  plan  operating  in 
their  state.  The  broad  health  care  needs  of  the  entire 
U.S.  population  will  be  met  through  a package  of 
comprehensive  benefits  to  which  all  Americans  will 
have  access.  Through  plans  in  each  slate,  everyone 
will  have  access  to  a comprehensive  array  of  medi- 
cal, primary,  preventive  health,  and  long-term  care 
services.  Additionally,  individual  out-of-pocket  ex- 
penses will  be  strictly  limited. 

' "National  health  program"  refers  to  the  national 
health  care  financing  program  run  by  the  federal 
government.  "Stale  program"  refers  to  the  state  health 
care  program  operating  under  federal  guidelines  and 
with  federal  financial  support.  "Health  plan"  refers  to 
any  health  plan,  approved  by  the  state  health  pro- 
gram operating  in  a state  to  provide  the  federally- 
required  minimum  benefits  in  exchange  for  a pre- 
scribed capitation  payment  from  the  state  program. 

The  Health  USA  proposal  encourages  the  devel- 
opment and  operation  of  private  health  plans.  These 
plans  may  take  a fee-for-service,  health  maintenance 
organization  (HMO)  or  other  approach  to  providing 
services.  Residents  of  a state  may  enroll  in  one  of 
several  private  plans  operating  in  their  area.  Resi- 
dents who  do  not  enroll  in  a plan  will  be  assumed  to 
be  enrolled  in  a fee-for-service  plan  operated  by  the 
state  health  program.  All  state  residents  will  obtain 
their  health  care  from  independent  physicians  and 
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facilities  or  from  organized  health  plans  operating 
within  their  states. 

The  program  is  a joint  state-federal  program  with 
the  federal  government  allocating  funds  to  slates, 
and  establishing  specific,  but  flexible,  guidelines 
under  which  state  plans  must  operate.  The  federal 
government  supplies  approximately  half  of  the  finan- 
cial resources  to  states  for  operation  of  their  health 
programs.  States  are  responsible  for  the  remaining 
sum  and  for  establishing  their  own  health  plans. 
Under  this  program,  basic  health  services  for  the 
entire  US  population  will  be  financed  through  one 
program,  but  provided  through  a variety  of  private 
services  under  this  proposal.  The  role  of  the  govern- 
ment is  limited  to  financing  the  program.  Private 
entities  will  continue  to  [provide  actual  services. 

Under  this  proposal,  insurers  and  other  organiza- 
tions will  be  encouraged  to  provide  cost-effective 
medically-necessary  health  services  in  a competitive 
environment.  Interested  insurers  and  other  organiza- 
tions may  develop  or  continue  to  operate  and  play 
a substantial  role  in  the  health  care  system.  They  will, 
however,  be  required  to  serve  all  individuals.  Risk-ad- 
justing  capitation  fees  will  enable  plans  to  participate 
in  this  type  of  environment. 

The  state-run  health  plan  will  pay  independent 
professional  providers  rates  negotiated  between  itself 
and  provider  organizations.  Fees  and  volume  of 
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services  will  be  geared  to  an  expenditure  target. 
Other  health  plans  operating  in  a state  will  pay 
professional  providers  according  to  fee  schedules 
established  by  the  state  health  program  or  by  nego- 
tiated capitation  rates  or  salaries.  Hospitals  will  be 
financed  through  global  budgets  negotiated  with  the 
state  health  program  or  on  the  basis  of  DRG-like 
payments  per  case  or  per  diem.  Health  plans  will  be 
charged  full  or  partial  costs  for  hospital  care  required 
by  enrollees. 

Federal  funds  for  the  program  will  be  raised 
through  payroll  and  income  taxes.  Health  insurance 
coverage  will  no  longer  be  tied  to  employment  since 
financing  will  be  separated  from  eligibility  and  enroll- 
ment. 

It  is  important  to  note  that  many  of  the 
problems  alluded  to  and  reportedly  solved  by 
Senator  Kerrey's  proposal  have  already  been 
addressed  by  the  AMA's  Health  Access  Amer- 
ica plan.  Since  its  original  proposal  in  March  of 
1 990,  there  have  been  some  refinements  in  the 
program  in  response  to  concerns  from  the  State 
Medical  Association  members  of  the  AMA 
Federation.  As  you  will  recall,  Nebraska's  con- 
cern of  the  original  proposal  was  how  small 
businesses  and  self  employed  persons  were  to 
be  considered  in  the  plan.  This  has  been  ad- 
dressed favorably  regarding  Nebraska's  con- 
cern. 

Additionally  the  AMA  has  proposed  a mini- 
mum benefits  package  which  is  estimated  to 
cost  employers  an  average  of  $1,700  per  year 
per  employee.  This  figure  is  based  on  70%  of 
employees  having  family  coverage  and  30% 
having  individual  coverage,  with  the  employer 
paying  80%  of  the  premium.  This  is  quite  favora- 
bly compared  to  the  national  average  presently 
where  the  employer  now  spends  between 
$2,300  and  $2,600  per  employee.  The  AMA 
Minimum  Benefits  package  includes  the  follow- 
ing. 

MATERNAL  AND  CHILD  CARE 

• Pre-and  post-natal  care 

■ Pregnancy  care  including  complications 

• Delivery 

• Immunizations  and  well-child  care  up  to 
age  8,  using  American  Academy  of  Pediat- 
rics guidlines 

PHYSICIAN  SERVICES 

• Medically  necessary  services  provided  in 
inpatient  and  outpatient  setting,  up  to  20 
office  visits  per  person  per  year 

• Diagnositc  and  therapeutic  services 

• Medical  or  surgical  treatment  of  illness  or 
injury 


• Diagnositc  imaging 

• Laboratory  services 

DENTAL  SERVICES 

• Limited  to  repair  necessitated  by  injury 
to  sound  teeth  or  jaw 

OUTPATIENT  FACILITY  SERVICES 

• Use  of  emergency  room,  supplies 

• Emergency  treatment 

• Outpatient  facility  and  diagnostic  services, 
including  x-rays,  lab  tests 

• Use  of  operating  room,  supplies 

• Dialysis  care 

INPATIENT  HOSPITAL  CARE 

• Up  to  45  inpatient  days  per  person  peryear 

• Semiprivate  room,  board 

• Nursing  services 

• Diagnostic  services 

• Drugs,  oxygen,  blood,  biologicals,  supplies, 
appliances,  equipment 

• Operating,  delivery  and  recovery  room 
charges 

• Intensive,  coronary  and  other  medically 
neccessary  special  types  of  care 

• Dialysis 

• Rehabilitation  unit  charges 

• Care  for  pregnancy  and  complications 

• Other  medically  necessary  ancillary 
services 

HOME  HEALTH  SERVICES 

• Medically  necessary  services  prescribed 
by  physicians,  up  to  240  visits  per  person 
per  year 

■ Physician  services 

• Services  of  nurses,  aides  and  medical  social 
workers  under  physician  supervision 

• Medical  supplies,  appliances 

• Oxygen,  blood,  biologicals 

• Durable  medical  equipment  rental 

• Ancillary  services 

OTHER 

• Ambulance 

• Skilled  nursing  facility,  up  to  1 80  days  per 
person  per  year. 

NOT  COVERED 

• Routine  physicals,  routine  screening  tests 
and  exams 

• Detoxification 

• Sterilization,  reverse  of  sterilization 

• Artificial  insemination,  family  planning 

• Cosmetic  surgery 

• Obesity  treatment,  weight  loss  program 

• Custodial  or  domiciliary  care 

• Eyeglasses,  hearing  aids 
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• Orthopedic  shoes 

• Orthopedic  appliances 

• Hospice 

• Outpatient  prescription  and  nonprescrip- 
tion drugs 

• Outpatient  speech,  occupational,  physical 
therapy 

• Personal  comfort  items 

Deductibles  — The  basic  deductible  is  $350 
per  individual  and  $750  per  family. 

There  is  no  deductible  on  pre-natal  and  post- 
natal care  of  mother  and  infant,  nor  for  well- 
child  care  and  immunizations  up  to  age  8. 

Co-payments  — The  insured  individual  gen- 
erally pays  20%  except  as  follows: 


First  $1,000  of  services,  after  deductible 30% 

Additional  services,  except  as  otherwise 

provided 20%. 

Inpatient,  room  and  board 30%. 

Outpatient  facility  services 30%. 


$25  emergency  room  co-payment  per  visit, 
after  deductible. 

There  is  no  co-payment  on  pre-  and  post- 
natal care  of  mother  and  infant,  nor  for  well- 
child  care  and  immunizations  up  to  age  8. 

Out-of-pocket  items  — Limits  are  set  at  $1,500 
per  individual  and  $3,000  per  family. 

Deductible  and  co-payment  amounts,  but 
not  premium  payments,  go  toward  meeting 
out-of  pocket  expenses. 

Lifetime  benefit  limit  per  person  is  $1  million. 

Other  — As  an  optional  benefit,  employers 
should  be  required  to  offer  coverage  for  unlim- 
ited physician  office  visits  and  hospital  days,  at 
an  added  cost  to  the  employee  selecting  this 
coverage. 

The  AMA  Health  Access  proposal  includes 
the  following  additional  recommendations 
regarding  employer-based  insurance: 

• Federal  tax  incentives  must  be  provided 
and  risk  pools  created  so  that  new  and 
small  businesses  can  afford  the  cost  of 
coverage 

• State-mandated  benefit  laws  must  be 
preempted  so  that  small  businesses  can  ob- 


tain an  affordable  minimum  benefits  pack- 
age of  health  insurance  for  their  employers. 

• The  Internal  Revenue  Code  or  ERISA  must 
be  amended  so  states  can  require  self-in- 
sured companies  to  participate  in  state- 
operated  risk  pools.  Small  businesses  and 
others  for  whom  coverage  is  not  available 
could  use  these  pools  to  purchase  mini- 
mum benefits  policies  at  group  rates. 

• COBRA  insurance  continuation  coverage 
must  be  expanded  to  require  that  em- 
ployers pay  the  same  share  of  an  em- 
ployee health  benefit  premium  as  was  paid 
prior  to  termination,  for  up  to  6 months. 

• Policy  provisions  excluding  pre-existing  con- 
ditions from  employee  health  insurance 
must  be  eliminated. 

• Innovation  in  insurance  underwriting  should 
be  pursued,  to  create  larger  risk  spread- 
ing groups  and  reinsurance  mechanisms. 

Your  Committee  on  Health  Planning  is  now 
consideringthe  proposals  as  presented,  both  by 
the  AMA  and  Senator  Kerrey.  In  addition  this 
Committee  on  Health  Planning  is  developing  a 
health  policy  agenda  for  the  State  of  Nebraska 
which  we  hope  to  be  able  to  communicate  to 
the  new  administration  of  Governor  Ben  Nel- 
son and  his  staff. 

It  is  my  opinion  that  1991  will  be  a pivotal 
year  in  which  the  Nebraska  Medical  Associa- 
tion and  its  members  can  be  proactive  in  estab- 
lishing a health  policy  for  the  State  of  Nebraska. 
Many  of  our  members  will  be  contacted  in  the 
future  by  not  only  Senator  Kerrey's  office  but  by 
the  members  of  the  Committee  on  Health  Plan- 
ning to  help  provide  input  and  comments  on 
these  proposals.  This  is  the  time  to  become  well 
informed  as  to  the  alternatives  that  are  being 
proposed  and  to  comment  in  a constructive, 
proactive  manner,  rather  than  reactive.  Physi- 
cians cannot  be  apathetic  regarding  these  is- 
sues and  must  actively  work  through  the  organ- 
ized House  of  Medicine  in  order  that  a health 
policy  can  be  developed,  which  will  be  fair  for 
all  Nebraskans.  I would  appreciate  any  thoughts 
and  comments  on  these  proposals  to  be  for- 
warded to  the  NMA  office  in  order  that  they 
may  be  shared  with  your  Committee  on  Health 
Planning. 


January  1991 


Nebraska  Medical  Journal  19 


THE  AUXILIARY 


Health  Projects 


JEANETTE  SCHLICHTEMEIER 
NMAA  President 


Debbie  Elson,  NMAA  Health  Projects  Chair- 
man, has  compiled  a booklet  designed  to  give 
the  latest  information  on  various  health  topics. 
Each  county  auxiliary  received  one  at  the  Fall 
Board  Meeting.  She  writes,"  Promoting  healthy 
lifestyles  within  the  medical  community,  work- 
ing in  coalitions  with  medical  societies  and 
other  community  organizations,  improving  com- 
munications between  the  AMA  Auxiliary  and 
state  auxiliaries,  increasing  the  use  of  the  Proj- 
ect Bank,  and  encouraging  the  development  of 
wellness  programs  targeted  at  elementary 
school-children  are  just  a few  of  the  objectives 
of  the  1990-91  Health  Projects  Committee." 

The  Health  Projects  Committee  has  informa- 
tion on  the  following  topics: 

HEALTHIER  LIFESTYLES  FOR  MEDICAL 
FAMILIES  — In  an  effort  to  improve  the  health 
and  quality  of  life  of  all  people,  the  committee 
encourages  medical  families  to  serve  as  a good 
example  by  exercising,  eating  sensibly,  and 
leading  generally  healthy  lifestyles. 

FITNESS  FOR  CHILDREN  - To  encourage 
good  health  and  fitness  for  children,  a "Shape 
Up  for  Life"  coloring  book  is  available.  Designed 
for  use  at  health  fairs  or  schools,  it  is  titled  "Be  a 
Winner,  Shape  Up  for  Life".  It  focuses  on  such 
issues  as  eating  right,  exercising,  and  saying  "no" 
to  cigarettes,  alcohol,  and  drugs.  Members  can 
purchase  the  coloring  books  for  $10  per  100 
until  December  1,  1990  by  calling  (312)  464- 
4470  or  wrigint  AMA  Auxiliary,  5 1 5-N.  State  St., 
Chicago,  III.  60610. 

AMA/ABA  SUBSTANCE  ABUSE  PREVEN- 
TION PROGRAM  — This  program  aims  to  send 
doctor/lawyer  teaching  teams  into  schools  to 
talk  with  students  about  the  medical  and  legal 
dangers  of  drug  use  and  abuse.  County  medical 
societies  have  received  information  and  auxilia- 
ries are  encouraged  to  assist  them  in  coordinat- 
ing teams  and  contacting  schools. 


HEALTHIER  YOUTH  FOR  THE  YEAR  200  - 
This  program  is  part  of  the  AMA  Adolescent 
Health  Initiative,  designed  to  combat  many  of 
the  problems  facing  adolescents.  The  focus  is 
on  such  issues  as  teen  sexuality,  tobacco  and 
alcohol  use,  exercise,  and  obesity.  Auxilians  are 
asked  to  address  the  problems  affecting  youth 
through  programs  and  projects  to  communi- 
cate and  educate.  Contact  the  AMA  Auxiliary 
for  the  "Brief  Resource  Guide  on  Adolescent 
Health"  which  provides  an  overview  on  adoles- 
cent health  concerns,  facts  about  adolescent 
health  problems,  project  ideas,  and  a list  of 
resources. 

AMA  YOUTH  HIV  EDUCATION  PROJECT- 
This  program  is  targeted  at  developing  medical 
community  support  for  school-based  AIDS 
education  programs.  Auxiliaries  are  encour- 
aged to  develop  HIV/AIDS  education  programs 
for  the  youth  in  their  communities.  For  more 
information,  write  the  AMA  Auxiliary  for  "Youth 
HIV/AIDS  Education  in  the  Schools:  Guidelines 
for  Auxiliary  Participation." 

ACOG/AAFP  TEEN  PREGNANCY  PREVEN- 
TION PUBLIC  SERVICE  CAMPAIGN  - The 
AMA  Auxiliary  is  participating  in  the  American 
College  of  Obstetricians  and  Gynecologists  and 
the  American  Academy  of  Family  Physician's 
public  awareness  campaign  to  prevent  teen 
pregnancies.  The  campaign  focuses  on  young 
men  and  women  age  1 4 to  22.  Brochures,  "The 
Facts"  and  "Straight  Facts  for  Men"  are  available 
for  distribution.  Auxiliaries  are  asked  to  encour- 
age local  television  stations  to  air  the  new  public 
service  announcement,  "Teen  Romance". 

PROJECT  BANK  — When  an  auxiliary  spon- 
sors a program  or  project,  it  can  deposit  the 
information  in  the  Project  Bank  to  help  other 
auxiliaries  repeat  its  success.  Whether  an  auxil- 
iary is  planning  a program  or  project  on  AIDS 
education,  teen  suicide,  or  smoking  prevention, 
it  can  use  the  Project  Bank  to  develop  plans  by 
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seeing  what  other  auxiliaries  have  done  and 
how  they've  done  it.  The  Project  Bank  Catalog 
is  free  to  auxiliary  members  by  calling  (312) 
464-4470. 

HEALTH  MATERIALS  AVAILABLE  - The  Re- 
source Library  at  the  NMA  Office  has  audio  and 
videotapes  and  publications  on  various  health 
topics  available  for  your  use  simply  by  calling 
the  NMA  Office  at  (402)  474-4472.  Your  re- 
quest will  be  mailed  to  you.  The  only  cost  to  you 
is  the  return  postage.  Publications,  tapes  and 
videos  are  also  available  from  the  AMA  Auxil- 
iary. Some  serve  as  program  guides  to  help 


leaders  implement  projects,  others  are  suitable 
for  distribution  at  educational  programs.  Call 
(312)  464-4470  to  request  the  "Publication  and 
Audiovisual  Brochures"  for  a complete  list  of 
these  materials  and  prices. 

The  Health  Projects  Committee,  chaired  by 
Debbie  Elson,  is  available  to  help  you  with 
information  and  project  ideas  for  your  commu- 
nity. She  states,"  The  NMA  Auxiliary  can  make 
an  IMPACT  on  good  Health  in  our  community 
. . . I encourage  you  to  get  involved!" 

Jeanette  Schlichtemeier 
NMAA  President 


NEBRASKA  MEDICAL  ASSOCIATION 
123rd  Annual  Session 

April  26-28, 1991 

CORNHUSKER  HOTEL 
Lincoln,  Nebraska 
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IN  MEMORIAM 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


LETTEER  G.  H.  LEWIS,  M.D. -(Born  July  4, 1 909 
— died  December  3,  1990).  Medical  Spe- 
cialty — Surgery.  Doctor  Lewis  was  a gradu- 
ate of  the  University  of  Kansas  School  of 
Medicine  in  Kansas  City  in  1937  and  prac- 
ticed in  Lincoln.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association. 


D.W.  KINGSLEY,  SR.,  M.D.  - (Born  March  1 6, 
1 889  — died  November  1 3,  1 990).  Medical 
Specialty  — General  Surgery.  Doctor  Kingsley 
was  a graduate  of  Harvard  Medical  College  in 
Boston,  MA  in  1926  and  practiced  in  Hastings. 
He  was  a member  of  the  Nebraska.  Medical 
Association  and  the  American  Medical  Asso- 
ciation. 
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COMING  MEETINGS 


LINCOLN'S  SPECIALTY  CARE 

(in  conjunction  with  the  Lancaster  County  Medical  Society  & the 
Lincoln  Medical  Education  Foundation) 

FIRST  ANNUAL  FOCUS  ON  FAMILY  PHYS- 
CIANS  SEMINAR  — February  8 & 9,  (Friday  all 
day  and  Saturday  morning).  To  be  held  at  the 
University  of  Nebraska  Center  for  Continuing 
Education,  33rd  & Holdrege  Sts.,  Lincoln,  NE. 
Credits:  AMA  Catagory  1 and  AAFP  - 10 
Hours.  Keynote  speakers  are  Lee  Salk,  Ph.D., 
Paul  Sanders,  M.D.,  Jim  Bob  Brame,  M.D.  and 
Luke  Burchard,  M.D.  A number  of  Lincoln 
area  physicians  will  also  be  speaking.  Several 
social  events  are  being  planned. 

For  further  information,  please  contact:  jerri  Murphy,  program 
coordinator,  Lincoln's  Specialty  Care,  1-800-633-5462  or  (402)  476- 
7511. 

PEDIATRIC/ADOLESCENT  MEDICINE 

MARCH  27,  1991  - Wednesday,  4:00-8:00 
p.m.,  Mary  Lanning  Memorial  Hospital, 
Hastings,  Nebraska.  Sponsors:  Nebraska 
Chapter,  American  Academy  of  Pediatrics; 
Mary  Lanning  Memorial  Hospital;  and  Uni- 
versity of  Nebraska  Medical  Center.  Course 
Director:  Bruce  Sheffield,  M.D.,  Chairman, 
Continuing  Medical  Education,  Mary  Lan- 
ning Memorial  Hospital.  Topics  and  Speak- 
ers: Infectious  Diseases,  Stephen  Chartrand, 
M.D.,  Creighton  University  School  of  Medi- 
cine; Pediatric  Diabetic  Management,  Kevin 
Corley,  M.D.,  Childrens  Hospital;  and  Dysmor- 
phology,  Bruce  Buehler,  M.D.,  University  of 
Nebraska  Medical  Center.  To  register  or  for 
further  information,  contact:  Judy  Reimer, 
Mary  Lanning  Memorial  Hospital,  71  5 N.  St. 
Joseph  Avenue,  Hastings,  Nebraska  68901 
(402)  463-4521. 

MAYO  FOUNDATION 

MARCH  1-3,  1991  — Neurology  in  Clinical 
Practice,  Telemark  Resort,  Cable,  Wisconsin. 
Contact:  Postgraduate  Courses,  Section  of 
Continuing  Education,  Mayo  Clinic/Mayo 
Foundation,  Rochester,  MN  55905.  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 


CREIGHTON  UNIVERSITY 
CME  PROGRAMS 

JAN.  24-29,  1991  — Esophageal  and  Foregut 
Disorders:  Pathophysiology  and  Treat- 

ment, Hyatt  Regency,  Waikola,  Hawaii 
25  hrs.  Category  I AMA 

JULY  9-13,  1991  (1991  Eclipse)  - Present 
and  Future  Clinical  Applications  of  Tumor 
Markers,  Ritz  Carlton  Hotel,  Kona, 
Hawaii/Category  1 AMA  credit  will  be 
available. 

OCTOBER  25-26,  1991  - Sixth  Annual  A 
Day  With  The  Perinatologists,  Omaha, 
Nebraska/Category  1 AMA  credit  will  be 
available. 

MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships  on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 

SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha;  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 

University  School  of  Medicine,  Continuing  Medical 

Education  Division,  Omaha,  Nebraska  68178-0072, 

1 -800-5 48-CMED  or  1-402-280-1830. 
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UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 
COURSE  SCHEDULE 

FEBRUARY  9-1 2,  1 991  - 9th  Annual  Park  City 
Multidisciplinary  Eye  and  Facial  Plastic  Sur- 
gery Conference,  Olympic  Hotel,  Park  City, 
Utah. 

MARCH  8,  1991  — Diabetes  Symposium,  Uni- 
versity of  Nebraska  Medical  Center  Campus. 

MARCH  1 0-1  5,  1 991  — 1 1 th  Annual  Keystone 
Ent  Ski  Conference,  Keystone  Conference 
Center,  Keystone  Colorado. 

MARCH  1 1 -22, 1 991  — Family  Practice  Review, 
University  of  Nebraska  Medical  Center  Cam- 
pus. 

MARCH  27,  1991  — Adolescent/Pediatric 
Medicine,  Mary  Fanning  Memorial  Hospital, 
Hastings,  Nebraska. 

APRIL  8-19,  1991  — Family  Practice  Review, 
University  of  Nebraska  Medical  Center  Cam- 
pus. 

APRIL  20,  1991  — Nebraska  Association  of 
Pathologists  Spring  Meeting,  University  of 
Nebraska  Medical  Center  Campus. 

MAY  18, 1991  — Hands-on  Workshop  on  Stero- 
taxis.  University  of  Nebraska  Medical  Center 
Campus. 

JUNE  6-7,  1991  — 40th  Annual  Program  on 
Obstetrics  and  Gynecology,  Red  Lion  Inn, 
Omaha,  Nebraska 

JUNE  21-23,  1 991  — Treatment  of  the  Allergic 
Patient,  Madden's  Resort,  Brainard,  Minne- 
sota 

June  22-23,  1991  — Lipids/CV  Disease  Pro- 
gram, Mahoney  State  Park. 

OCTOBER  24-27, 1 991  - Nebraska-Dartmouth 
Ethics  Conference,  Red  Lion  Inn,  Omaha,  Ne- 
braska. 

UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
FOR  CONTINUING  EDUCATION 

EMERGENCY  MEDICAL  SERVICES 
COURSE  SCHEDULE 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  (PALS) 
-March  25-26,  1991,  May  21-22,  1 991 . 


ADVANCED  TRAUMA  LIFE  SUPPORT  (ATLS) 
-April  4-5,  1991,  May  16-1  7,  1991. 

ADVANCED  CARDIAC  LIFE  SUPPORT  (ACLS) 
— January  1 4-1  5,  1 991 , (Provider).  February 
1 4-1 5, 1991  (Provider) . March  1 , 1991,  (Pro- 
vider). March  27,  1991,  (Recertification)  . 
April  22,  1991,  (Recertification).  April  23, 
1991,  (Instructor).  May  7-8, 1991,  (Provider). 
June  3,  1991  (Recertification).  June  4,  1991, 
(Instructor). 

UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
FOR  CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conven- 
ience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicians 
how  to  access  information  from  their  own 
PC's  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information  contact:  Center  for 
Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MED 
CONSULT  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 

CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE 

JUNE  15-22,  1991  — The  Tenth  Annual 
Conference  will  be  held  at  Wolverine 
Lodge,  Lynn  Lake,  Manitoba,  Canada.  Fee, 
150.00. 

Eor  more  information,  contact:  Sharlene  Knippel- 
meyer,  RN,  BS,  Education  & Staff  Development,  Lincoln 
General  Efospital,  2300  South  16th  Street,  Lincoln,  NE 
68502,  (402)  473-5638. 
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NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates, 
April  25-28,  1991,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 12-14,  1991,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 


FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 
Omaha. 

ANNUAL  SESSION  — House  of  Delegates, 
April  27-30,  1995,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 21-23,  1995,  Cornhusker  Hotel, 
Lincoln. 


\' 
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Health 

Access 

America 

The  AMA  proposal  to 
improve  access  to  affordable, 
quality  health  care. 

cant  afford 
to  go  to 

the  doctor.” 


We  hear  that  a lot  from  our  patients 
these  days.  For  the  33  million  people 
who  have  no  health  insurance,  it’s  a 
particularly  acute  problem. 

That’s  why  the  AMA  has  launched 
a proposal  to  improve  access  to  afford- 
able, quality  health  care.  It’s  called 
Health  Access  America.  The  message  is 
being  sent  to  Congress,  the  media,  labor 
and  management  organizations,  con- 
cerned groups  like  AARP,  and  your 
fellow  physicians. 

Simply , Health  Access  America 
proposes  health  insurance  coverage 


for  all  Americans,  regardless  of  income 
or  health  status.  It  calls  for  expanded  pub- 
licly-funded health  care  for  the  needy;  a 
stronger  Medicare  system;  employer-pro- 
vided coverage  for  all  workers  and  their 
families  with  tax  incentives  for  small 
businesses. 

America’s  physicians  are  leading 
the  way  to  reforming  the  health  care 
system  by  speaking  out  on  these  critical 
issues. 

Tb  get  a copy  of  the  Health  Access 
America  proposal,  please  call  our  Mem- 
ber Service  Center  at  1-800-AMA-3211. 


The  American  Medical  Association 

on  behalf  of  member  physicians  and  their  patients. 


essaijo  fr< 


The  Afnerican  Mi'dii  al  -A.'** 


for  the  Health  Access  America  Proposal 


BEAN 
AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF 

HEALTH  PROFESSIONS 
"STAT"  COLLECT 
402-551-0928 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Paul  E.  ColUcoU,  M.D.,  Lincoln  President 

Perry  T.  Williams,  M.D.,  Omaha President-Elect 

Chris  C.  Caudill,  M.O.,  Lincoln Secretary-Treasurer 

William  L.  Schclipeppcr,  Lincoln  Executive  Director 

James  K.  Ruigh,  I^lncoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Comelious,  Jr.,  M.D.,  Sidney:  — 
John  D.  Coe,  M.D.,  Omaha:  — Louis  J.  Gogela,  M.D. 
Lincoln:  — Blaine  Y.  Roffman,  M.D.,  Omaha 
BOARD  OF  DIRECTORS 

Paul  E.  Collicott,  M.D.,  Chairman Lincoln 

Perry  T.  Williams,  M.D.,  Vice-Chairman Omaha 

Chris  C.  Caudill,  M.D.,  Secretary-Treasurer Lincoln 

Richard  A.  Raymond,  M.D.,  Past  President Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

David  R.  Little,  M.D Hastings 

Stanley  F.  Nabity,  M.D Grand  Island 

SCIENTIFIC  SESSIONS  COMMITI'EE 

Sushil  S.  Lacy,  M.D.,  Chainnan Lincoln 

David  L.  Bacon,  M.D Kearney 

Lawrence  C.  Bausch,  M.D Lincoln 

Douglas  A.  Decker,  Jr.,  M.D Lincoln 

Robert  J.  Fitzgibbons,  Jr.,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Charles  D.  Gregorius,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

Richard  J.  Sitcher,  M.D Lincoln 

Wesley  G.  Willhelin,  M.D Omaha 

COMMISSION  OF  ASSOCIATION  AI’FAIRS 

Joseph  E.  Stitcher,  M.D.,  Chainnan Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

James  M.  Carraher,  M.D Lincoln 

Stuart  Embury,  M.D Holdrege 

Joel  T.  Johnson,  M.D Kearney 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  M.D Omaha 

John  C.  Wilcox,  M.D Aurora 

COMMITIEE  ON  HEALTH  PI^NNING 

Herbert  E.  Reese,  M.D.,  Chainnan  Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice  Chainnan  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Shiffenniller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbiuff 

AD-HOC  COMMUTES  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chainnan  Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  AuchMoedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

William  T.  Griffm,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Rctelsdorf,  M.D Omaha 

Scott  G.  Rose,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMHTEE  ON  LOW  LEVEL 
RADIO  ACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chainnan Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Dennis  D.  Hatch,  M.D Superior 

David  J.  Hoelting,  M.D Pender 

Ernest  O.  Jones,  P.h.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

AD-HOC  COMMITVEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chainnan Lincoln 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Stacey  D.  Goodrich,  M.D Tecumseh 

Roger  A.  Jacobs,  M.D Seward 

Kenneth  M.  Johnson,  M.D McCook 

R/jiiald  W.  Klutman,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shrinner,  Jr.,  M.D Lincoln 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 
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NMA  PHO  OVEHVIKW  COMMI'ITEIi; 


Gordon  J.  Hmicek,  M.D.,  Chainnan Grand  Island 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbiuff 

C.  T.  Frerichs,  M.D Beatrice 

Richard  E.  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

John  T.  McGreer,  III,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMHTEE 

M.  Jack  Mathews,  M.D.,  Chainnan Lincoln 

Timothy  J.  Biga,  M.D Norfolk 

Wendell  L.  F'airbanks,  M.D Alliance 

C.  T.  Frerichs,  M.D Beatrice 

John  C.  Sage,  M.D Omaha 

COMMISSION  ON  LEGISLATION 

AND  GOVERNMENTAL  AFFAIRS 

Ronald  W.  Klutman,  M.D.,  Chainnan Columbus 

Charles  D.  Gregorius,  M.D.,  Vice-Chainnan Lincoln 

Dennis  D.  Beavers,  M.D Omaha 

Judith  A.  Butler,  M.D Superior 

Melvin  A.  Churchill,  MD Lincoln 

Donald  A.  Dynek,  M.D Lincoln 

James  A.  Fosnaugh,  MD Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Michael  J.  Germer,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre.  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

D.  G.  O'l^ary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincolii 

C.  I^e  Itetelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

James  N.  Shreck,  M.D North  Platte 

John  W.  Smith,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

AD-HOC  COMMHTEE  ON  HEAL'ni  TOLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman  Omaha 

Joel  T.  Johnson,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

Willis  L.  Wiseman,  M.D Wayne 

AD-HOC  COMMirn^E  ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap,  M.D.,  Chairman Norfolk 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

Mr.  Edward  S.  Kris Omaha 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E,  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chainnan Omaha 

Ronald  L.  Asher,  M.D North  Platte 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Richard  A.  Ilranac,  M.D Kearney 

Steffan  R.  Lacey,  M.D Norfolk 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtcmcier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

AD-HOC  COMMHTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chainnan Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R.  Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R.  Jones,  M.D Lexington 

George  Sullivan,  R.P.T Lincoln 


AD-HOC  COMMirrEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chainnan Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Stephen  J.  Lanspa,  M.D Omaha 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Easier,  M.D.,  Chairman Lincoln 

I David  E.  Borg,  M.D Falls  City 

' H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler.  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D. Omaha 

Lawrence  D.  Helmick,  M.D Keari\ey 

Jon  J.  Hinrichs,  M.D Lincoln 

' John  J.  Hoesing,  M.D Omaha 

' Glen  F.  Lau,  M.D Lincoln 

Joseph  M.  Stavas,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kirk  B.  Muffly,  M.D.,  Chairman  Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

David  J.  Hilger,  M.D Lincoln 

I Jeffrey  B.  Itkin,  M.D Omaha 

I Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  M.  Langdon,  Jr.,  M.D Omaha 

j Michael  J.  McGahan,  M.D West  Point 

I Timothy  P.  O'Holleran,  M.D North  Platte 

I Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

I Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

I Richard  J.  Stitcher,  M.D Lincoln 

I Michael  J.  Sullivan,  M.D Aurora 

Jeffrey  L.  Susman,  M.D Omaha 

' Keith  W.  Vrbicky Norfolk 

I Mohammed  K.  Zahra,  M.D Norfolk 

I COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker,  M.D.,  Chairman  Kearney 

I John  B.  Bryd,  M.D Neligh 

I Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

I Joseph  G.  Rogers,  M.D Lincoln 

I Larry  D.  Ruth,  M.D Lincoln 

I Steven  A.  Schwid,  M.D Omaha 

' William  A.  Schiffenniller,  M.D Omaha 

].  H.  Neal  Sievers,  M.D Blair 

' Stephen  D.  Torpy,  M.D Omaha 

j AD-HOC  COMMITFEE  ON  HEALTH  GALLERY 

!l  Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

||  Warren  G.  Bosley,  M.D Grand  Island 

|l  Glen  F.  Lau,  M.D Lincoln 

j Richard  C.  Olney,  M.D Lincoln 

H John  L.  Reed,  M.D Lincoln 

I AD-HOC  COMMITTEE  RE:  MEDICARE 

!'  Robert  F.  Shapiro,  M.D.,  Chainnan  Lincoln 

|,  Alvin  A.  Armstrong,  M.D Scottsbiuff 

I Richard  A.  Blatny,  M.D Fairbury 

I Robert  D.  Harry,  M.D Lexington 

■ Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

I Thomas  O.  Martin,  M.D Ord 

I Donald  J,  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

I Eric  W.  Pierson,  M.D Lincoln 

Richard  B.  Svehla,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 


NMA  TASK  FORCE  ON  AIDS 


Scot  C.  Sorensen,  M.D.,  Chainnan  Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Jane  S.  Itoccaforte,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Philip  W.  Smith,  M.D Omaha 

NMAAJNCM  C00IU)INATING  commiitioe 

(NMA)  Rcprcsenlatlves) 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ptonald  W.  Klutman,  M.D Columbus 

David  R.  Little,  M.D Hastings 

Linda  S.  Mazour,  M.D lied  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairman  Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer Lincoln 

John  I.  Cherry,  M.D Lincoln 

Mrs.  Larry  L.  Fletcher Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbiuff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  Robert  G.  (3sbome Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Mrs.  William  R.  Schlichtemeier Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone  Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

NM/VCREIGIITON  COORDINATING  COMMITTEE 
NMA  Representatives 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Itonald  W.  Klutman,  M.D Columbus 

Anthony  P.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R Schenken,  M.D Omaha 

AD-HOC  COMMmiCE  ON  MATERNAL  & CHILD  lU^ALTH 

I..awrence  C.  Bausch,  M.D.,  Chairman  Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chainiian Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Craig  A.  Bassett,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbiuff 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

G.  William  Orr,  M.D Omaha 

Richard  P.  Perkins,  M.D Omaha 

Carl  V.  Smith,  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

Clarence  Davis,  Jr.,  M.D Osceola 

Jaime  L.  Frias,  M.D Omaha 

Kenneth  M.  Johnson,  M.D McCook 

Robert  M.  Nelson,  M.D Omaha 

James  M.  Plate,  M.D Kimball 

Gregg  F.  Wright,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


LINCOLN  y 

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 

SURGERY  OF  TRAUMA 

GENERAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 

PAUL  E.  COLLICOrr,  M.D.,  FACS  JOHN  I.  CHERRY,  M.D.,  FACS 

CHESTER  N.  PAUL,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.O.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  68510 

Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462 

11-90 


OMAHA 


Filkins  Eye  Consultants 


Diseases  And 
Surgery  of  the  Eye 


4.'^4  The  Doctors  Building 
4239  Farnam  Street 
Omaha,  NE  68131 
402/559-2020 

237  Eightv-One  Eleven 
Medical  Center 
8111  Dodge  Street 
Omaha,  NE  68114 
402/390-8100 


John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.Whitted,  M.D. 

John  D.  Grimths,  M.D. 

JefTery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D.  n.go 


NEBRASKA  HEART  INSTITUTE 

Supports  the 

ONCOLOGY  ASSOCIATES,  P.C. 

Nebraska  Medical  Association 

DODGE  PROFESSIONAL  CENTER 

Cardiology  Consultants,  P.C. 

Walt  F.  Weaver  Charles  S.  Wilson,  M.D. 

8601  West  Dodge  Road  — Suite  18 
Omaha,  Nebraska  681 14 

Dale  A.  Hansen  M.D.  Christopher  C.  Caudill,  M.D. 

Joseph  R.  Card,  M.D.  Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D.  Kamran  Ghalili,  M.D. 

HERBERT  A.  HARTMAN,  JR.,  M.D.,  FACP 

Medical  Oncology  & Hematology 

Office  Phone:  Home  Phone:  Dial  M.D. 

(402)489-6554  or  1-800-MED-LINC 

(402)  391  -1 922  (402)  551  -7364  (402)  390-6786 

11-90 

11-90 
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Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  othei*wise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln.  NE  68508. 

FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-ori- 
ented hospital  in  beautiful  North  Central  Wis- 
consin is  seeking  TWO  family  physicians  for  a 
new  clinic  facility  currently  being  constructed. 
The  administrative  burdens  of  medical  practice 
will  be  minimized  in  this  hospital-managed  clinic. 
The  hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes  base 
income,  incentive  bonus,  malpractice,  disability, 
signing  bonus  and  student  loan  reduction/for- 
giveness program.  All  relocation  costs  will  be 
borne  by  the  hospital.  Please  contact  Dan 
McCormick,  President,  Allen  McCormick,  France 
Place,  Suite  920,  3601  Minnesota  Drive,  Bloom- 
ington, Minnesota  55435,  612-835-5123. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  )ournal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

EAMILY  PRACTICE:  DENSION,  IOWA  - Seek- 
ing 2 family  practitioners  to  round  out  an  active 
medical  staff  of  5,  serving  town  of  6,500  and  county 
of  18,000.  Weekend  ER  coverage  provided  by 
hospital.  Excellent  school  system  and  72-bed  hospi- 
tal located  in  the  scenic  western  Iowa  community. 
Contact  Kip  Ewen,  Administrator  (712)  263-5021 
or  (712)  263-3830. 


EAMILY  PRACTICE  — The  Kearney  Clinic  would 
like  to  expand  our  Eamily  Practice  section.  If  inter- 
ested in  discussing  an  excellent  practice  location, 
call  collect  to  Harold  Ereese  (308)  237-2141.  Ad- 
dress, 21 1 West  33rd  Street,  Kearney,  NE  68847. 

CHIEF  OF  SURGICAL  SERVICE  - join  the  na- 
tion's largest  health  care  team.  VA  Medical  Center, 
Grand  Island,  Nebraska,  seeking  BC/BE  general 
surgeon  to  serve  as  Chief,  Surgical  Service  for  204- 
bed  medical  center.  Licensure  any  state.  Must  meet 
English  proficiency  requirement.  Comprehensive 
benefit  package.  Contact  or  send  CV  to:  Stephen 
W.  Maks,  M.D.,  VA  Medical  Center,  2201  N. 
Broadwell,  Grand  Island,  NE  68803,  (308)  382- 
3660,  Ext.  2106,  Equal  Opportunity  Employer. 

RADIOLOGY/ORTHOPEDICS/FAMILY  PRAC- 
TICE/PEDIATRICS/0[K]YN/INTERNAL  MEDICINE/ 
PERIPHERAL  VASCULAR  SURGERY:  Several  at- 
tractive opportunities  in  INDIANA,  NEBRASKA,  WIS- 
CONSIN, and  MICHIGAN.  A variety  of  practice  set- 
tings. Single,  mutlispecialty,  or  solo  opportunities. 
Contact  Bob  Strzeiczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1-800-243- 
4353.  STRELCHECK  & ASSOCIATES,  INC.;  10624 
N.  Port  Washington  Road,  Mequon,  Wl  53092. 

EOR  SALE  — Office  equipment,  waiting  room, 
examining  room,  Ritter  table.  Picker  x-ray  and  ac- 
cessories, Cell-Dyn  400  cell  counter,  spectro- 
photometer, Coleman  flame,  Immu-Count  gamma 
counter,  centrifuge,  A/O  microscope,  Burdick  EKC, 
Vitalograph,  spirometer,  cabinets,  file  cabinets. 
Sharp  7300  copier.  Any  or  all,  make  offer.  Eor 
details  call  488-4033  or  489-3873.  Office  of  j.  M. 
Stemper,  M.D.,  Internal  Medicine,  4740  A Street, 
Lincoln,  NE  68510. 
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Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 
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Drug/Alcohol/Emotiona I/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call; 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Imagine  A IWedkcA^enter 
M Ybur  Fingerrips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable 
support  for  your 
patient  practice. 

Infer  into  o partnership  - a partnership 
in  patient  management. 


Enter 


A service  of  your  University  of  Nebraska  Medical  Center. 


lUSTAINED- 


Address  medical  inquiries  to: 
G.D.  Searle&Co. 

Medical  & Scientific 
Information  Department 
4901  Searle  Parkway,' 
Skokie.  IL  60077  ■ 


GO  Searle&Co. 

Box  5110.  Chicago.  IL  60680 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF 

HEALTH  PROFESSIONS 
TOLL  FREE  "STAT" 
1-800-423-USAF 


Another 

Methodist 

Innovation: 

Computerized  Remote 
Afterioading  Brachytherapy 

Methodist  is  proud  to  be  the  first  hospital  in  the  Midlands  to  offer 
Remote  Afterloading  Brachytherapy  to  treat  cancer  patients. 

This  new,  innovative  outpatient  treatment  technique  allows  a 
higher  dose  of  short  range  radiation  (brachytherapy)  to  be  concentrated 
on  a cancerous  tumor  without  harming  healthy  cells  surrounding  it.  Its 
advantages  include: 

• shorter  treatment  times/outpatient  treatment 

• greater  patient  comfort 

• improved  accuracy  of  treatment 

• multicatheter  implant  possibilities  ( 18  separate  channels) 

• computerized  dose  optimization 

• endobronchial  treatments  possible 

Computerized  Remote  Afterloading  Brachytherapy  has  appli- 
cations to  palliative  and  curative  cases.  It  can  be  safely  combined  with 
chemotherapy  and  allows  for  "on-site”  radioactive  isotopes,  eliminating 
the  need  to  order  new  radioactive  sources  for  each  new  case. 

Computerized  Remote  Afterloading  Brachytherapy  — one  of  many 
reasons  why  people  turn  to  Methodist  Hospital  for  cancer  treatment. 

MEIHODSr 

HOSPI1AL 

84th  and  Dodge 


We  know 
over  175  specialists 
who  would 
join  your  practice 
in  a minute. 

Arranging  a consultation  is  now  as  painless  as  picking  up  the  phone.  Just  call  RSVT. 
You’ll  have  immediate  access  to  physicians  from  Creighton  University  School  of 
Medicine/Saint  Joseph  Hospital.  Within  30  minutes,  day  or  night,  the  specialist  you 
request  will  call  you  back  and  share  the  kind  of  expertise  you’ll  only  find  at  a teaching 
hospital.  Keep  the  RS\T  number  nearby.  It’s  like  having  175  specialists  on  your  staff. 

OUTSIDE  NEBRASKA  1-800-228-RSVP;  IN  NEBRASKA  1-800-642-RSVP 

RSVP*  REGIONAL  SYSTEM  FOR  VISITING  PHYSICIANS 


Saint  Joseph  Hospital 


.Creighton  UniversiW  Medical  Center. 

Teaching,  healing,  leading. 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D.,  2221  So.  17.  Suite  310,  Lincoln,  NE 
68502.  The  manuscript  should  be  typewTitten,  double-spaced,  on  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4.000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory'  research  should  be 
limited  to  2.000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summarv’  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  .Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors'  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8V^  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Lelters-to-the-Editon  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 
Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company. 
Inc..  P.O.  Box  278.  Norfolk.  Nebraska  68702-0278. 
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Are  a direct  presentation  of  research 
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to  any  doctor’s  library. 
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to  run  reprints  — 
write  us  for  prices 
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A BRIGHT  IDEA 
TO  START  WITH 


SUSTAINED-RELEASE  CAPLETS 


Address  medical  inquiries  to: 
C.  D.  Searte  & Co. 

Medical  & Scientific 
Information  Department 
4901  Searte  Parkway 
Skokie,  IL  60077 


G.  0 Searte  d Co  

Boy  5110.  Chtcago.  lL  60680 
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CLAIMS 


TM 


The  Affordable 

Electronic  Medical  Claims  Processing  Software 


Edits  health  insurance 

claims  on  your  personal  Less  work 

computer 

Sends  your  claims 

electronically  to  the  Faster  claims 

health  insurance  turnaround 

companies 

You  receive  your  payment  Improved  cash 

in  2 weeks  or  less  in  most  """"  flow 

cases 

To  Find  Out  How 
Call  1 -(800)-366-8835  Today 


Comprehensive 
Technologies 
International 


■[Kv  I’t'd 


2120  South  72nd  Street 
Suite  1010 

Omaha,  Nebraska  68124 


Imagine  A NIedkal  Cenler 
M Ybur  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 

Let  us  show  you  how  Synapse  can 
provide  valuable 

support  for  your  Enter 

patient  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


A service  of  your  University  of  Nebraska  Medical  Center. 


‘Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
Immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Rhys  1987;36:133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Bher  Spfflfflary. 

Cwstft  t)M  Iftaratsre  (or  prescrliBg  afonaatim. 
Indtcatiofl:  Lower  respiratory  infections,  including 
prwumonia,  caused  by  Streptococcus  pneumoniae, 
Ha&ncgttiilus  mflmaae,  and  Streptococcus  pyogenes 
(group  A p-bemolytic  streptococcil, 

CofltrakdicatxM:  Known  allergy  to  cepbalosporins 
Warnings;  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY,  POSSIBLE  REACTIONS 
INCLUOE  ANAPHYLAXIS, 

Administer  cautknisiy  to  allergic  patients. 
Pseudomembranous  colitis  has  been  repotted  with 
irirtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reacthms  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptiWe  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  Impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-^iectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointesbnal 
disease,  partlcularty  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patiems. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reacbons  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  In  100),  Pruritus,  urticaria,  and  posibve  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  serum-sickHess-Hke  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequaitly  asscKnatal  lymphadenopathy 
and  proteinuria,  no  circulating  immune  comptexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  White 
further  investigation  is  ongoing,  servm-sickiiess-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor,  Such  reactkms  have  been 
reporta)  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.0)3%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  thmapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  ho^italization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  repr^ed  rarely.  An^yiaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  afflibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins, transient  hepabtis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  repotted. 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vagntbs, 
less  than  1%  and,  rarely,  thrombocybxtenia  and  revwsible 
interstibal  nephritis. 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevabons  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  re(»^  of  increasal  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitanily. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creabnine. 

• Posibve  direct  Crwmbs'  test. 

• Fatsentositive  tests  for  urinary  glucose  with  Benedict's 
or  Fehling’s  solution  and  Ctirritest*  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  (021490LH1) 

APrlitional  information  amiable  to  the  profession 
on  request  from  Eli  Lilly  ami  Company,  Indianapolis, 
Indiana  46285. 

Eli  Lilly  iRdttstiiss,  Inc 
C^/7  Carolina,  Puerto  Rico  00630 

^ Subsidi^  of  Eli  Lilly  and  Company 
_J  Indianapolis.  Indiana  46285 
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NEBRASKA 
j MEDICAL 
ASSOCIATION 


PHONE;  (402)  474-4472 

1512  FIRSTIER  BANK  BUILDING  • LINCOLN,  NEBRASKA  68508  • FAX:  (402)  474-21  98 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Out 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 

The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining  dues  at  the  lowest  level  possible. 


BOARD  OF  DIRECTORS 

PAUL  E COLLICOTT,  M.D.,  President  / PERRY  T.  WILLIAMS,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
RICHARD  A RAYMOND,  M.D.  / DONALD  J.  PAVELKA  M.D. 

HERBERT  A HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D. 

Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  / JAMES  K RUIGH,  Assistant  Executive  Director 


Please  mail  to:  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101 


. ~C  ^ meda/  S^uMtadoyi  to 

\cd'<fs/ia  . f/cc/tcal  ^ (ssoaatwyi 


The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  added 
benefits  package  designed  specifically  to  meet  our  members'  needs. 


Our  benefits  package  includes: 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

• 18%  A.P.R. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  VISA  or 
Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit  line. 

• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/stolei 

PLUS,  a special  credit  card  protection  package. 


I I }^S,  I QCCCpt!  Complete  this  form  and  return. 


□ INDIVIDUAL 


□ JOINT 


THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 


Last  Name  iPlcasc  Pnntl 

First  Name 

Initial 

Social  Security  No 

Date  of  Birth 

Telephone  No 
( ) 

1 Streel  .Address  j 

Cil> 

Stale 

Zip 

Present  Emploser 

Yrs. 

Mo  Salars 

Income  from  alimony,  child  support,  or  separate  maintenance  pavments  need  not  be  revealed  if 

Source  of  Other  Income 

Amount 

you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment. 

Bank  ui(h  Checking 


Bank  with  Savings 


Cit) 


CO-APPLICANT  (IF  JOINT  ACCOUNT) 


Last  Name  iPIeasf  Pnnn 


Social  Securits  No 


Date  of  Btnh 


Prevent  Emploser 


Business  .Address.  Cii\.  State 


Business  Telephone 


PnsitKio 

Yrs  Mo 

Mo  Salary 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 

Source  of  Other  Income 

Amount 

/ 

if  you  do  not  choose  to  have  ii  considered  by  us  as  a basis  for  repayment 

TRANSFER  CURRENT  BALANCE 


Please  transfer  ms  current  bank  credit  card  balance  to  m>  FirsTier  VISA 
%'ISA  At-count  Number  - . -- 


MasterCard  Account  Number . 


Bank  . 
Bank  . 


Balance  _ 
Balance  - 


TO  FIRSTIER  BANK.  NATIONAL  ASSOCIATION 

Everything  that  I have  stated  in  this  application  is  correct  to  the  best  of  my  knowledge  I understand  that  you  will  retain  this  application  whether  or  not  it  is  approved.  You  are  authorized  to  check  my  credit  and  employmcn 
history  and  to  answer  questions  about  your  credit  experience  with  me 

I understand  that  if  my  application  is  approved.  1 will  be  bound  by  all  the  terms  and  conditions  of  the  VISA  .Agreement  that  will  be  sent  to  me  by  mail.  Any  use  of  my  VISA  will  be  an  acceptance  of  the  VISA  Agreement 
and  all  its  terms  and  conditions 


Applicant's  Signature 
507 


.CL. 


Co- Applicant  Signature 
CS 


CHARGES 


Annual  Percentage  Rale  For  Purchases:  18%  A PR 

Grace  Period  For  Repayment  of  the  Balance  For  Purchases;  You  have  25  days  from  the  billing  cycle 
closing  date  to  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases 

Method  of  Computing  the  Balance  For  Purchases:  Average  Daily  Balance  (including  new  purchases) 
Annual  Fees:  S20  per  year 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec.  1989. 
when  It  was  printed.  This  information  may  change  after  the  pnnting  dale. 

To  find  out  what  may  have  changed,  call  us  at  1-800-432-3209  Or.  write  to  us  at  FirsTier  Bank  Credit 
Card  Center.  PO.  Box  7.  Omaha.  NE  68101-9972. 


Health 

Access 

America 

The  AMA  proposal  to 
improve  access  to  affordable, 
quality  health  care. 

‘‘I  caift  affiM 
to  go  to 

the  doctor.” 

We  hear  that  a lot  from  our  patients 
these  days.  For  the  33  million  people 
who  have  no  health  insurance,  it’s  a 
particularly  acute  problem. 

That’s  why  the  AMA  has  launched 
a proposal  to  improve  access  to  afford- 
able, quality  health  care.  It’s  called 
Health  Access  America.  The  message  is 
being  sent  to  Congress,  the  media,  labor 
and  management  organizations,  con- 
cerned groups  like  AARP,  and  your 
fellow  physicians. 

Simply , Health  Access  America 
proposes  health  insurance  coverage 


for  all  Americans,  regardless  of  income 
or  health  status.  It  calls  for  expanded  pub- 
licly-funded health  care  for  the  needy;  a 
stronger  Medicare  system;  employer-pro- 
vided coverage  for  all  workers  and  their 
families  with  tax  incentives  for  small 
businesses. 

America’s  physicians  are  leading 
the  way  to  reforming  the  health  care 
system  by  speaking  out  on  these  critical 
issues. 

Tb  get  a copy  of  the  Health  Access 
America  proposal,  please  call  our  Mem- 
ber Service  Center  at  1-800-AMA-3211. 


The  American  Medical  Association 

on  behalf  of  member  physicians  and  their  patients. 


om  I'he  AnuTican 


essHj'o  fr« 


Medical  A.s< 


for  the  Health  Access  America  Proposal 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  Cily,  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927, 

Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94 120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph  D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
Independence  Mall  West,  6th  St.,  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 
Mr.  Dudley  Hafiner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 
American  Hospital  Association 

Carol  M.  McCarthy,  Ph  D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Exec.  Vice  President 
510  North  State  Street,  Chicago,  L 60610 
American  Society  of  Anesthesiologists 

Mr.  Glenn  W.  Johnson,  Executive  Director 
515  Busse  Hwy.,  Park  Ridge,  II  60068-3189 
American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  U 60612 
American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph  D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  D 60610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Secretary 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Richard  B 

Svehla,  Omaha.  Counties:  Douglas. 
■Sarpy 

Second  District:  Councilor  Sushil  S.  Lacy, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District  Councilor  Paul  M.  Scott, 
Auburn.  Counties:  Gage.  -Johnson  Nemaha. 
Pawnee,  Richardson 
Fourth  District:  Councilor  Gordon  Adams, 
Norfolk.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 
Fifth  District:  Councilor:  Kenneth  C. 
Bagby,  M.D..  Blair.  Counties:  Boone, 
Burt,  Colfax.  Dodge.  Meirick,  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  .\I. 
Pitsch.  M.D.,  Seward.  Counties:  Butler, 
Hamilton  Polk,  Saunders,  Seward,  York. 
Seventh  District:  Councilor:  R.  .A.  Blatny. 
M.D  . Fairbury.  Counties:  Clay,  Fillmore, 
•lefferson  Nuckolls,  Saline.  Tbayer. 
Eighth  District:  Councilor  Richard  D. 
Fitch.  M.D.,  O’Neill.  Counties:  Boyd. 
Brown,  Cherry.  Holt.  Keya  Paha,  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine,  Buffalo. 
Custer,  Dawson.  Garfield,  Grant,  Greeley, 
Hall.  Hooker.  Howard,  Loup,  Sherman, 
Thomas,  Valley.  Wheeler. 

Tenth  District  Councilor  Charles  F.  Damico, 
.M.D.,  Hastings.  Counties:  .Adams,  Chase. 
Dundv.  Franklin.  Frontier,  Furnas. 
Gosper.  Harlan.  Hayes,  Hitchcock. 
Kearney,  Phelps,  Red  Willow,  Webster. 
Eleventh  District:  Councilor:  Ronald  L. 
.Asher,  M.D,  No.  Platte.  Counties: 
Arthur.  Deuel.  Garden.  Keith.  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  Milton  R. 
Johnson,  Scottsbluff,  Counties;  Banner, 
Box,  Butte,  Cheyenne,  Dawes.  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  Countv  Medical  Societies 
COMPONENT  COUNTY  MEDICAL*  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY- TREASURER 


Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenn  e-Kimball- Deuel 

C'uming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest  ...... 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders  

Scottsbluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr. 

Washington-Burt 

York 


Jerry  Seiler.  Hastings John  Welch,  Hastings 

David  Johnson.  Osmond 


Wendell  Fairbanks,  Alliance 

. Frank  Lauro,  Kearney Cheri  Jensen.  Kearney 

V.J.  Thoendel  David  City Jack  Kaufmann.  David  City 

R.  R Andersen.  Nehawka 

James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

Gordon  Moshman,  West  Point Scott  Green.  West  Point 

Loren  Jacobsen.  Broken  Bow N.  Leon  Brooks.  Broken  Bow 

Rodney  Sitorius,  Cozad 

James  Bridges.  Fremont W’.  B.  Eaton.  Fremont 

Willis  L.  Wiseman.  Wayne Robert  Benthack,  Wayne 

Tom  Martin.  Ord Otis  Miller.  Ord 

Louis  J.  Gogela,  Jr..  Beatrice Donald  Weldon,  Beatrice 

B.  Wariyar.  Grand  Island Gordon  Hrnicek.  Grand  Island 

J.C.  Wilcox.  Aurora M.D.,  Jobman.  Aurora 

Melvin  Campbell.  Ainsworth 

Gordon  O.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

Berl  W.  Spencer,  Ogallala Clifford  Colglazier.  Grant 

D.  M.  Laflan.  Creighton D.  J.  Nagengast.  Bloomfield 

.Alan  D.  Forker.  Lincoln James  Fosnaugh,  Lincoln 

Janet  Bemard-Stevens,  North  Platte . . . Robert  K.  Dellinger.  North  Platte 

Steffan  Lacey,  Norfolk P.  K.  Mistry,  Norfolk 

Allen  D.  Dvorak.  Omaha Eugene  M.  Zweiback,  Omaha 
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EDITORIAL 

Extracorporeal  Lithotripsy  and 
Federal  Regulation  of  Devices 


HAL  K.  MARDIS,  M.D. 

Medical  Director  of  the  Stone  Center,  Methodist  Hospital 
Immediate  Past  President  of  the  Amencan  Lithotnpsy  Society 


JAMES  ADWERS,  M.D. 

National  Medical  Monitor  for  the  Technomed  Biliary  Lithotripsy  Clinical  Trials 
Secretary  of  The  American  Lithotripsy  Society. 


Prior  to  1976,  medical  devices  could  be 
marketed  without  review  by  the  United  States 
Food  & Drug  Administration  (FDA).  Spurred  by 
complexity  of  new  implantable  devices,  Con- 
gress enacted  the  comprehensive  Medical 
Device  Amendments  of  1976  to  the  Federal 
Food,  Drug  and  Cosmetic  Act.’ The  stated  pur- 
pose of  the  amendments  was  to  ensure  the 
"safety  and  efficacy"  of  new  devices  before  they 
were  marketed.  We  believe  that  this  legislation, 
in  concept,  was  appropriate.  However,  the 
statute's  innumerable  mandatory  regulatory  re- 
quirements defy  reason.^ 

REGULATION  OF  MEDICAL  DEVICES 
THROUGH  REIMBURSEMENT  DECISIONS 

Major  changes  have  developed  with  respect 
to  Medicare  reimbursement  by  the  Health  Care 
Financing  Administration  (HCFA).  Reimburse- 
ment decisions  made  by  the  HCFA  involve  two 
issues  — "coverage  and  payment".^  The  Social 
Security  Act,  which  establishes  Medicare  pro- 
gram rules,  prohibits  payments  for  services  that 
are  not  "reasonable  and  necessary.  . The 
HCFA  contends  that  Medicare  will  cover  a 
service  that  is  generally  accepted  by  the  medi- 
cal profession  as  effective  treatment  and  pay- 
ment will  be  made  only  if  safety  and  efficacy 
have  been  established,  even  if  the  service  is 
rarely  used,  novel  or  relatively  unknown.^  The 
statutory  standard  of  "reasonable  and  neces- 
sary" seems  to  have  been  translated  by  the 
HCFA  to  "safety  and  efficacy".  Is  it  possible  that 
two  Federal  reviews  are  redundant?  The  HCFA 
states  that  its  process  differs  because  the  FDA 
review  is  limited  to  the  manufacturers'  claims 
for  its  device  and  the  HCFA  should  review  the 
effectiveness  of  the  device  as  it  is  used  by  the 
medical  community.^  The  HCFA  has  been  re- 
luctant to  admit  that  costs  have  a role  in  its  de- 
cisions regarding  provision  of  coverage.'' 

EXTRACORPOREAL  LITHOTRIPSY 
OF  KIDNEY  STONES 

Extracorporeal  shockwave  lithotripsy  (ESL)  is 


the  process  of  stone  fragmentation  by  a me- 
chanical device  focusing  high  pressure  shock- 
waves  precisely  upon  the  stone.®  Developed 
after  1 2 years  of  research  at  the  Ludwig-Maxmil- 
lians  University,  Munich,  through  a unique 
consortium  of  academe,  Dornier  Aerospace 
and  the  West  German  Federal  Government,  the 
first  successful  kidney  stone  treatment  in  a 
human  was  accomplished  in  1 980.  The  extraor- 
dinary safety  and  efficacy  of  this  device  led  to 
worldwide  acceptance  and  the  Dornier  HM-3 
was  approved  by  the  FDA  in  1 984.  To  date,  ESL 
has  been  used  successfully  in  over  three  million 
kidney  stone  patients  worldwide. 

Nevertheless,  despite  prompt  FDA  approval 
for  this  and  subsequent  extracorporeal  litho- 
tripters  for  treatment  of  kidney  stones,  the 
HGFA  still  denies  Medicare  coverage  for  ESL 
kidney  stone  treatment  in  many  areas  of  the 
U.S.  Futhermore,  the  U.S.  Department  of  Health 
& Human  Services  has  surveyed  20  Medicare 
carriers  who  do  allow  physicians  to  charge  for 
kidney  ESL  and  suggests  that  the  reimburse- 
ment provided  by  two-thirds  of  these  carriers  is 
"unreasonably  high".^  We  are  not  aware  of  any 
instance  wherein  a Federal  agency  has  judged 
Medicare  reimbursement  limits  to  be  "unrea- 
sonably low". 

EXTRACORPOREAL  LITHOTRIPSY  OF 
BILIARY  STONES 

In  1986,  a successful  German  series  of  ESL 
treatments  for  patients  with  biliary  stones  was 
reported.’”  Several  FDA  approved  multicenter 
clinical  biliary  lithotripsy  trials  began  in  the  U.S. 
in  1988.  Two  research  groups  in  Nebraska 
participated  (a  joint  UNMC/Clarkson  Hospital 
project  using  a lithotripter  purchased  from 
Medstone  International  Inc.,  and  a Methodist 
Hospital  project  using  a lithotripter  purchased 
from  Technomed  International,  Inc.). 

Following  untold  man-hours  and  millions  of 
dollars  in  protocol  development,  training,  pa- 
tient screening,  follow-up  and  data  analysis,  two 
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multicenter  groups  submitted  pre-market  ap- 
proval applications  to  the  FDA  in  1989  and 
were  denied  because  of  "deficiencies"  that  were 
unclear.  In  August  of  1 990,  two  years  after  the 
start  of  the  multicenter  clinical  trials  and  10 
months  after  the  FDA  denial  of  the  first  two 
applicants,  the  agency  issued  "FDA  Guidance  to 
Firms  on  Biliary  Lithotripsy  Studies"  — a draft 
document.  Although  the  issues  raised  by  this 
document  are  too  complex  to  report  here,  in 
essence,  the  FDA  calls  for  a new  study  with  new 
rules  that  bring  up  significant  ethical  concerns 
as  well  as  the  probability  thatanothertwo  to  five 
years  of  clinical  trials  would  be  required." 

Since  then,  Medstone  International,  Inc., 
announced  its  withdrawal  from  any  further  at- 
tempts to  obtain  pre-market  approval  for  biliary 
ESL.  Technomed  International,  Inc.,  and  other 
manufacturers  although  successful  with  these 
devices  in  the  European  and  Asian  markets,  are 
seriously  reconsidering  any  further  participa- 
tion in  U.S.  clinical  trials  of  biliary  ESL. 

DISCUSSION 

Regulatory  agencies  and  physicians  in  the 
remainder  of  the  world  (equally  concerned 
with  safety,  efficacy  and  costs)  have  embraced 
biliary  ESL  for  selected  patients.  At  the  time  of 
the  FDA  call  for  new  studies  with  new  rules, 
identical  devices  had  successfully  treated  tens 
of  thousands  of  selected  gallstone  patients 
throughout  Europe  and  Asia. 

Currently,  a host  of  traditional,  investiga- 
tional and  experimental  therapies  are  available 
for  the  patient  with  symptomatic  gallstones 
including  the  traditional  open  and  the  newer 
laparoscopic  cholecystectomy,  oral  bile  acids, 
biliary  ESL,  contact  chemolytic  agents  and  a 
variety  of  percutaneous  techniques  that  access 
the  gallbladder  allowing  fragmentation  and  re- 
moval of  gallstones. 

It  is  the  contention  of  many  expert  physicians 
interested  in  the  treatment  of  patients  with 
symptomatic  gallstones,  that  these  patients 
would  be  best  served  by  having  multiple  treat- 
ment options  available  that  can  be  tailored  to 
their  specific  needs. 

Unfortunately,  biliary  ESL  may  never  be  an 
"option"  because  of  its  demise  in  a process  that 
allows  physicians  to  expand  the  legitimate  indi- 
cations of  one  device  (e.g.,  the  laparoscope) 
while  denying  the  same  benefit  to  others  (e.g., 
the  lithotripter).  Where  would  laparoscopic 
cholecystectomy  be  today  if  a prospective. 


randomized,  multi  arm  trial  of  drug(s)  versus 
device  had  been  required  by  the  FDA? 

This  byzantine  regulatory  process  has  not 
well  served  the  two  excellent  biliary  ESL  sites  in 
Nebraska.  We  believe  that  many  patients  in  this 
area  (with  selected  presentations  of  disease 
such  as  single,  radiolucent  gallstones  under  20 
mm  in  diameter)  could  have  been  safely  and 
effectively  treated  at  a fair  and  reasonable  cost 
by  these  two  lithotripters  which  now  sit;  unused 
for  their  primary  purpose  (although  they  are 
approved  for  kidney  lithotripsy,  they  are  hardly 
needed  because  of  the  two  other  established 
lithotripters  already  serving  the  kidney  stone 
patients  in  Nebraska  and  Western  Iowa). 

CONCLUSION 

It  is  time  for  the  FDA  to  reconsider  the 
process  it  seems  set  upon  for  biliary  ESL  ap- 
proval and  remind  itself  that  a lithotripter  is  a 
device  that  does  only  one  thing;  it  fragments 
stones  and  it  should  be  evaluated  on  its  own 
merits,  just  as  it  was  for  renal  lithotripsy.  Let's 
leave  the  role  of  how  to  use  this  tool,  or 
additional  drugs  and  ancillary  procedures,  to 
the  clinician  (where  it  legitimately  belongs). 
Studies  evaluating  the  safety  and  efficacy  of  a 
lithotriper  to  fragment  gallstones  (with  or  with- 
out additional  drugs  and  procedures)  have  al- 
ready been  done.  What  more  does  the  FDA 
want? 
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EDITORIAL 


Health  USA  Act  of  1991 


ROBERT  F.  SHAPIRO,  M.D. 
Lincoln,  NE 


Participating  in  one  of  Senator  Kerrey's 
"group  meetings",  and  hearing  a discussion 
of  the  Health  USA  Act  of  1991  at  a Lincoln 
Medical  Center  Association  meeting,  led  me 
to  obtain  a copy  of  the  Kerrey  proposal.  In 
summary,  it  is  "the  Emperor's  Gold  Coat". 
There's  less  there  than  meets  the  eye. 

I had  wrong  expectations.  I thought  a 
proposal  to  change  the  delivery  of  a nation's 
health  care  would  be  rich  in  principle, 
thought,  and  detail.  I didn't  expect  to  agree 
with  all  I would  see;  I hadn't  agreed  with 
much  of  what  I'd  heard  at  the  Kerrey  meet- 
ing, but  I hadn't  expected  that  I would  find 
a potiuck  supper  rather  than  a well  planned 
meal. 

There  are  some  features  of  the  proposal 
which  I thought  physicians  would  find  worth- 
while. Access  to  comprehensive  medical 
services  should  be  available  to  all  Ameri- 
cans. People  should  not  be  excluded  from 
coverage  because  of  pre-existing  health 
conditions,  and  shouldn't  lose  their  cover- 
age if  a condition  develops  after  they  have 
been  insured.  Having  the  flexibility  to  change 
jobs  by  severing  the  ties  between  employ- 
ment and  health  insurance  is  desirable. 
Having  people  unprotected  when  they  lose 
their  jobs  is  not  desirable.  These  items  are 
addressed. 

It  is  when  we  come  to  the  "nitty  gritty"  of 
the  operational  assumptions  that  major  flaws 
appear.  Using  Senator  Kerrey's  figure  of  9% 
annual  growth  in  health  care  costs  from 
$540  billion  in  1988  to  the  end  of  1991,  we 
would  expect  projected  costs  of  $700  bil- 
lion. The  World  Herald  suggested  the  Kerrey 
proposal  shows  initial  funding  of  $500  bil- 
lion, or  28%  underfunding.  He  assumes  that 
comprehensive  care  will  be  provided  to  a 
non-currently  served  population  variably 
estimated  at  31  to  37  million  people.  Based 
on  a population  of  240  million  this  will 


provide  new  services  to  30+  million  more 
people  than  the  210  million  people  cur- 
rently receiving  care  or  a 1 5%  increase  in 
system  output  with  28%  fewer  resources. 
Some  current  statistics  already  indicate  that 
most  hospital  providers  are  at  best  only 
meeting  25-50%  of  the  return  required  to 
remain  financially  viable  in  the  next  decade. 

Senator  Kerrey  proposes  a federal-state 
partnership  with  approximately  60%  federal 
funding  and  federally  determined  basic 
coverages  with  strong  emphasis  placed  on 
services  that  are  "medically  necessary  and 
clinically  effective".  It  is  not  clearly  specified 
who  makes  that  determination.  It  is  also  not 
clear  how  the  states  with  differing  numbers 
of  people  and  resources  will  raise  their  shares 
of  the  financial  requirements.  In  any  event, 
Senator  Kerrey  wants  to  have  the  same 
quality  and  level  of  care  for  the  pauper  or 
the  President. 

There  may  be  a theoretical  but  not  prac- 
tical place  for  health  insurance  other  than  to 
provide  supplemental  coverage,  which 
would  be  similar  to  the  Canadian  program. 
The  reason  is  that  there  does  not  appear  to 
be  any  money  included  for  the  costs  of 
running  an  insurance  business. 

In  Senator  Kerrey's  proposal  the  state 
"negotiates"  with  providers,  sets  the  pay- 
ment schedules,  and  pays  for  services  at 
those  rates.  The  state  plan  cannot  require  a 
co-insurance  payment  and  people  who  earn 
less  than  200%  of  poverty  aren't  required  to 
pay  coinsurance.  As  a result  I had  difficulty 
understanding  why  people  would  want  pri- 
vate health  insurance  which  did  allow  a 20% 
coinsurance  payment  up  to  a certain  out  of 
pocket  limit.  The  insurance  company  pay- 
ment schedules  could  be  no  less  and  no 
greater  than  the  state  plan.  Therefore,  where 
would  insurance  companies  find  the  re- 
sources to  market,  administer,  or  make  a 
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profit  from  their  policies?  Senator  Kerrey's 
assumption  that  the  providers  would  com- 
pete by  offering  additional  amenities  and 
convenience  to  attract  patients  doesn't  seem 
plausible. 

Senator  Kerrey  would  have  the  state 
medical  societies  negotiating  fees  for  physi- 
cian providers,  which  is  done  in  Canada,  but 
which  is  not  done  here.  That's  never  been 
their  role  and  I haven't  yet  talked  to  a doctor 
who  thought  it  could  be  done  well  or  would 
be  comfortable  having  it  done.  The  bill  goes 
on  to  say  that  the  fees  would  be  based  on 
the  resource  based  relative  value  schedule 
so  that  leaves  little  left  to  negotiate  except 
the  conversion  factor. 

Unfortunately,  Senator  Kerrey  has  incor- 
porated the  AARP  demand  for  mandatory 
assignment  with  no  balance  billing.  This  is 
conceptually  wrong  and  this  kind  of  power 
should  not  belong  to  a government  in  a free 
society.  The  providers  are  working  for  the 
patients,  the  government's  role  should  be 
that  of  an  indemnity  payor.  The  government 
payment  for  services  would  still  be  the  same 
dollar  amount;  however,  providers  would 
maintain  the  freedom  to  set  their  own  fees. 
Pressures  in  the  system,  public  knowledge 
of  fee  schedule  amounts,  and  competition 
would  tend  to  drive  the  market  towards 
assignment,  but  would  leave  providers  able 
to  sell  a premium  service  if  such  a market  did 
exist. 

For  hospital  providers  the  bill  is  extremely 
confusing.  The  hospitals  would  be  paid  on  a 
global  budget,  or  on  a DRG  or  on  partial  or 
total  costs.  In  other  words  almost  any  pay- 
ment scheme  which  has  ever  existed  ap- 
pears to  be  included.  A hospital  administra- 
tion would  prefer  "total  costs"  if  the  defini- 
tion was  sufficiently  inclusive. 

The  proposal  is  poor  in  regard  to  capital 
costs.  Today  in  Nebraska,  if  a facility  has  the 
money  or  wherewithal  to  make  a capital 
expenditure,  permission  to  spend  the  money 
must  be  obtained  if  that  expenditure  ex- 
ceeds the  threshold.  Under  the  Kerrey  pro- 
posal, the  capital  money  is  sliced  off  upfront 
and  is  distributed  by  the  state.  This  cripples 
an  institution's  ability  to  generate  its  own 


capital  and  thus  must  go  hat  in  hand  for  both 
the  money  and  permission.  This  will  lead  to 
awful  political  manipulations. 

Somehow  Senator  Kerrey  has  convinced 
himself  that  having  a program  administered 
by  a state  bureaucracy  is  the  functional 
equivalent  of  being  in  private  business  for 
yourself.  I doubt  it  he  would  have  wanted  to 
run  his  own  businesses  under  such  assump- 
tions. 

If  today's  medical  care  is  the  best  avail- 
able now  and  for  all  time  the  Kerrey  plan 
might  be  one  mechanism  of  distributing  that 
care.  However,  since  we  know  that  today's 
medical  knowledge  will  be  obsolete  in  just 
a few  years,  there  is  really  some  reason  to 
worry  because  there  seems  to  be  little  or  no 
incentive  for  innovation,  or  developing  a 
new  procedure,  technique,  or  medication.  It 
could  be  the  beginning  of  the  "dark  ages"  for 
medical  progress. 

How  is  the  Kerrey  plan  financed?  The 
current  Medicare  tax  of  1.45%,  double  that 
for  the  self  employed,  will  be  levied  on  all 
earned  income  and  then  apparently  applied 
at  the  higher  rate  for  all  investment  divi- 
dends or  interest.  It  is  a heavy  tax  on  savings. 
The  basic  Medicare  tax  of  1.45%  will  also  be 
paid  by  employers  on  all  wage  income  and 
the  corporate  tax  rate  is  expected  to  in- 
crease as  well. 

Years  ago  if  a doctor  charged  a rich  man 
more  for  a gallbladder  than  a poor  man  it 
was  said  to  be  wrong  because  the  service 
was  worth  the  same.  Now  we  are  being  told 
that  each  person  will  pay  a different  rate  for 
the  same  services  and  that's  okay.  I guess  it 
just  depends  who's  doing  the  "charging". 

In  conclusion,  demands  for  "free  services" 
should  explode;  whereas,  the  incentives  to 
supply  these  demands  will  dwindle.  The  net 
result  could  be  shortages  of  services.  Any 
proposed  system  which  starts  with  the  as- 
sumption that  more  services  can  be  pro- 
vided with  "so  called"  savings  which  they 
have  imputed  may  be  disappointed.  If  such 
savings  are  truly  there  then  let  them  be  a 
bonus  benefit.  In  any  event.  Senator  Ker- 
rey's proposal  should  provoke  some  inter- 
esting commentary. 
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A Report  of  Maternal  Deaths  in  Nebraska 
for  the  years  1987,  1988  and  1989 

WILLIAM  L.  RUMBOLZ,  M.D. 

Senior  Consultant  Obstetrics  and  Gynecology 
University  of  Nebraska  College  of  Medicine 


ABSTRACT 

The  article  briefly  presents  the  back- 
ground and  findings  of  Maternal 
Mortality  reviews  in  Nebraska. 
Twenty-five  years  of  these  reviews,  1963  through 
1987,  are  summarized  in  two  tables.  The  maternal 
mortality  rates  and  a list  of  the  leading  causes  of  ma- 
ternal deaths  are  presented.  Brief  summar  ies  of  the 
fourteen  maternal  deaths  which  occurred  in  the  past 
three  years  1987,  1988  and  1989  are  presented.  The 
importance  of  continuing  this  review  process  is  stressed 
and  the  State  Health  Department  is  encouraged  to  in- 
clude maternal  mortality  reports  in  their  annual  Vital 
Statistic  Report. 

One  function  of  The  Maternal  Child  Health 
(MCH)  Committee  of  the  Nebraska  Medical 
Association  (NMA)  is  to  review  and  report  on 
deaths  associated  with  or  related  to  preg- 
nancy. Each  year  these  reports  have  been 
submitted  to  the  MCH  Committee  and  have 
constituted  a part  of  the  Nebraska  Obstetric 
and  Gynecologic  Society  program.  Periodic 
reports  have  been  published  in  the  Nebraska 
Medical  Journal.  The  last  such  report  was 
published  in  1986’  and  it  is  time  once  again 
to  update  this  information.  For  many  years 
the  maternal  deaths  in  Nebraska  were  in- 
cluded in  the  annual  Vital  Statistic  Report 
published  by  the  Nebraska  Department  of 
Health;  however,  these  were  not  included  in 
either  the  1987  or  1988  report.  It  would  be 
nice  if  this  were  because  there  were  no 
maternal  deaths  but  unfortunately  such  is  not 
the  case. 

From  1980  to  1986  Nebraska  participated 
as  one  of  seventeen  maternal  mortality 
committees  in  a collaborative  study  of  these 
deaths  sponsored  by  the  American  College 
of  Obstetrics  and  Gynecology  and  the  Cen- 
ter for  Disease  Control  (CDC).  In  1987,  the 
CDC  initiated  a nationwide  surveillance  of 
maternal  deaths.  All  state  health  departments 
are  required  to  report  the  deaths  of  the 


women  who  were  pregnant  at  the  time  of 
death  or  who  had  delivered  during  the  pre- 
ceding year.  These  deaths  are  classified  as 
deaths  related  to  pregnancy  and  deaths  asso- 
ciated with  pregnancy.  The  first  group,  deaths 
related  to  pregnancy,  are  patients  who  died 
as  a result  of  a complication  of  pregnancy,  or 
from  events  which  aggravate  unrelated  con- 
ditions by  physiologic  or  pharmacologic  ef- 
fects of  the  pregnancy.  The  second  group, 
deaths  associated  with  pregnancy,  are  pa- 
tients who  died  of  any  cause  while  she  is 
pregnant  or  within  one  year  of  the  termina- 
tion of  the  pregnancy.  This  classification  re- 
places the  previous  listing  of  direct  obstetric 
deaths,  indirect  obstetric  death  and  non- 
obstetric  death.  The  direct  obstetric  deaths 
were  those  patients  who  died  as  a result  of 
complications  of  pregnancy,  labor,  delivery 
or  post  partum  complications.  The  indirect 
obstetric  deaths  were  those  patients  who 
died  of  non-pregnant  conditions  which  were 
aggravated  by  the  pregnancy.  The  non-ob- 
stetric  deaths  were  the  patients  who  died 
from  unrelated  causes  such  as  accidents, 
suicide,  homicide,  etc.  For  the  most  part  the 
deaths  related  to  pregnancy  will  replace  the 
direct  and  indirect  obstetric  deaths  and  the 
deaths  associated  with  pregnancy  will  be  the 
non-obstetric  deaths.  The  CDC  has  under- 
taken a major  surveillance  project  by  the  in- 
clusion of  all  deaths  for  one  year  following 
the  termination  of  pregnancy.  In  previous 
years  Nebraska's  review  of  maternal  deaths 
only  included  patients  who  died  during  preg- 
nancy and  within  the  first  three  months  fol- 
lowing delivery.  Future  reports  from  the  CDC 
should  be  most  interesting  as  they  are  pub- 
lished and  become  available  for  review. 

The  review  of  Maternal  Deaths  by  the 
NMA,  through  their  MCH  Committee,  has 
been  on  going  for  twenty-seven  years  with 
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been  on  going  for  twenty-seven  years  with 
excellent  voluntary  participation  by  the  ma- 
jority of  Nebraska  physicians.  Our  legislature 
was  supportive  in  their  1962  passage  of  leg- 
islation permitting  such  reviews  without  the 
information  being  usable  in  litigation.  Our 
committee  obtains  their  initial  information 
through  notification  of  a maternal  death  by 
the  Division  of  Vital  Statistics  of  the  State 
Health  Department.  We  have  a question  on 
our  death  certificate  asking  if  the  patient  is 
female,  was  she  pregnant  or  had  she  been 
pregnant  in  the  preceding  ninety  days.  From 
this  information  we  feel  there  is  virtually 
100%  discovery  of  maternal  deaths  by  the 
Health  Department  and  this  information 
passed  on  to  our  committee.  From  this  point 
the  physician  signing  the  death  certificate  is 
contacted  and  asked  to  supply  a summary  of 
the  pertinent  information  related  to  the  death 
along  with  an  autopsy  report  if  such  was 
performed.  As  stated  earlier  the  participation 
by  our  physicians  has  been  excellent. 

Over  the  three  years  covered  in  this  report 
there  has  been  a total  of  fourteen  patients 
identifying  as  dying  during  or  following  preg- 
nancy, five  each  of  the  first  two  years,  1987 
and  1988,  and  four  in  1989.  A brief  descrip- 


tion of  these  deaths  is  included  in  this  report 
year  by  year.  Since  our  1987  report  repre- 
sented the  completion  of  twenty-five  years  of 
maternal  mortality  studies  for  our  state  two 
tables  summarizing  the  twenty-five  year  ex- 
perience is  presented  in  five  year  segments. 
The  1987  information  is  included  in  the  last 
five  year  tabulation.  Table  I demonstrates  the 
total  number  of  maternal  deaths  dividing  them 
into  direct,  indirect,  and  non-obstetric  deaths 
as  described  earlier.  Maternal  mortality  rates, 
maternal  deaths  per  100,000  births,  have 
been  calculated  for  each  time  period.  Table 
II  presents  the  leading  causes  of  death  in  the 
various  tinfe  periods. 

Following  these  tables  is  attached  a list  of 
the  deaths  in  1987.  Finally  a list  of  the  deaths 
for  the  years  1988  and  1989  is  included  for 
review.  The  new  classification  of  maternal 
deaths  being  used  by  the  C.D.C.  has  been 
assigned  to  each  of  the  deaths.  There  were 
23,813  births  reported  in  1987  and  24,904 
births  in  1988.  Presumably  there  will  be  a like 
number  for  1989.  This  would  give  a calcu- 
lated maternal  mortality  rate  of  12.6  deaths 
per  100,000  births  for  1987,  and  20.9  total 
deaths  per  100,000  birth  or  if  only  the  direct 
obstetric  deaths  were  considered  it  would 


TABLE  I 

A REVIEW  OF  MATERNAL  MORTALITY  IN  NEBRASKA 
1963  through  1987 


1963-67 

1968-72 

1973-77 

1978-82 

1983-87 

TOTAL 

TOTAL  BIRTHS 

141,057 

123,894 

119,049 

132,755 

126,411 

643,166 

MATERNAL  DEATHS 

51 

44 

41 

27 

30 

193 

DIRECT  OBSTETRIC 

29 

25 

16 

11 

11 

92 

INDIRECT  OBSTETRIC 

10 

9 

1 1 

5 

3 

38 

NON  OBSTETRIC 

12 

10 

14 

11 

15 

62 

MAT.  MORT.  RATE 

36.15 

35.51 

34.43 

12.05 

11.07 

20.21 

TABLE  II 

LEADING  CAUSES  OF  OBSTETRIC 

1963-67  1968-72  1973-77 

DEATHS 

1978-82 

1983-87 

TOTAL 

HEMORRHAGE 

12 

13 

8 

4 

2 

39 

SEPSIS 

10 

5 

3 

1 

2 

21 

TOXEMIA 

3 

2 

1 

2 

3 

22 

ANESTHESIA 

2 

2 

3 

2 

3 

11 

EMBOLISM 

2 

1 

1 

3 

7 

OTHER  (INDIR.OB) 

2 

2 

2 

6 

P.E.,  CHORIO,  HEART,  RESP. 
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also  be  12.6  per  100,000.  The  year  1989 
would  be  less  than  12  per  100,000  depend- 
ing on  the  exact  number  of  births.  A review 
of  this  information  points  out  that  maternal 
mortality  is  not  behind  us  and  still  a problem 
worthy  of  review  and  reporting.  The  present 
interest  of  the  C.D.C.  in  surveillance  of  mater- 
nal deaths  further  support  this  fact. 

It  is  our  feeling  that  the  MCH  Committee 
of  the  NMA  and  the  State  Health  Department 
should  continue  their  review  and  reporting  of 
maternal  deaths.  These  reports  should  be  an 
integral  part  of  the  Health  Departments'  annual 
Vital  Statistic  Report.  When  the  information 
from  the  CDC  becomes  available  it  should  be 
reproduced  in  our  Nebraska  Medical  Journal 
for  an  opportunity  for  all  of  us  to  review  and 
help  us  to  determine  just  where  we  stand  in 
such  stu-dies.  Only  through  such  reviews  and 
discussions  of  cases  will  we  see  significant 
changes  in  our  overall  statistics.  The  coopera- 
tion of  our  physicians  is  vital  to  the  success  of 
this  endeavor  and  cannot  be  accomplished 
without  the  identification  of  those  patients 
who  die  during  or  following  a pregnancy.  The 
retention  of  the  question  identifying  a mater- 
nal death  will  hopefully  be  retained  on  our 
death  certificate.  This  should  be  changed  to 
cover  a one  year  period  following  termina- 
tion of  the  pregnancy  rather  than  the  present 
ninety  day  period  to  more  easily  identify  all 
cases  being  reviewed  by  the  CDC. 

REFERENCE 

1.  Rumbolz,  W.L.,  Maternal  Mortality  Review, 
Nebraska  Medical  Journal  Vol  72,  No  2:  38-39,  Feb. 
1987. 

MATERNAL  MORTALITY  REPORT  1987 

87-1 

A 28  yr.  old,  P2  C2,  who  died  of  a cerebral 
hemorrhage  following  a cesarean  section 
delivery  for  premature  labor  with  a breech 
presentation  and  history  of  a prior  cesarean 
section. 

Autopsy  indicated  toxemia  with  HELLP 
syndrome. 

Pregnancy-related  (direct)  Death 

87-2 

A 21  yr.  old  who  died  following  a 2 car 
highway  accident  with  the  death  certificate 
indicating  pregnancy  and  autopsy  showing 
multiple  head  and  internal  injuries. 

Pregnancy-associated  (Non  Obstetric)  Death 


87-3 

A 1 6 yr.  old  PI  G1,  who  died  of  a ruptured 
mycotic  aneurism  with  a subdural  hematoma 
at  31  1/2  weeks.  She  had  a history  of  severe 
mitral  valve  insufficiency  with  a congenital 
cleft  mitral  valve.  She  also  had  associated 
bacterial  endocarditis  secondary  to  strep 
viridans  pneumonia. 

Pregnancy-related  (IncJirect  Obstetric)  Death 

87- 4 

A 21  yr.  old  who  died  of  massive  head 
trauma  following  a head  on  collision.  The 
death  certificate  indicating  pregnancy  with 
no  autopsy. 

Pregnancy-associated  (Non  Obstetric)  Death 
8 7-5 

A 30  yr.  old,  P?  G?,  who  died  of  a cardiac 
arrest,  tension  pneumothorax  and  adult  respi- 
ratory distress  due  to  acute,  severe  preeclamp- 
sia. No  autopsy. 

Pregnancy-related  (Direct  Obstetric)  Death 

MATERNAL  MORTALITY  REPORT  1988 

88- 1 

This  was  a 25  yr.  old  single  PO  G3,  who 
was  admitted  with  SROM  and  premature 
labor.  She  was  treated  off  and  on  with  IV  and 
oral  tocolytics  and  received  betamethasone 
day  2 of  hospitalization.  On  day  4 she  devel- 
oped acute  pulmonary  edema,  the  tocolytics 
were  stopped  and  labor  recurred.  Fetal  heart 
tones  showed  mild  late  decelerations.  A 
cesarean  section  was  done  under  general 
anesthesia  with  trouble  intubating  the  patient 
and  a question  of  aspiration.  Following  sur- 
gery she  could  not  be  extubated  and  was 
eventually  transferred  to  the  pulmonary  serv- 
ices. She  developed  adult  respiratory  distress 
syndrome  and  died  some  two  weeks  after  ter- 
mination of  the  pregnancy.  Autopsy  con- 
firmed ARD  syndrome. 

Pregnancy-related  (direct)  Ol)sletric  Death 

88-2 

This  was  a 30  yr.  old  PO  G1  admitted  at*35 
wks.  pregnancy,  with  no  apparent  prenatal 
problems,  who  had  an  episode  of  syncope 
and  marked  difficulty  breathing.  On  admis- 
sion a lung  scan  showed  massive  pulmonary 
embolus  with  complete  obstruction  of  the 
left  lung  and  partial  obstruction  of  the  right. 
She  progressed  downhill  over  the  next  10  to 
1 1 hours  and  died  undelivered.  A post  mortem 
cesarean  yielded  a stillborn  infant.  Autopsy 
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confirmed  massive  pulmonary  embolus  proba- 
bly from  pelvic  veins. 

Pregnancy-related  (indirect?)  Obstetric  Death 

88-3 

This  was  a 25  yr.  old  P2  G3  Abl,  severe 
diabetic  not  in  good  control  who  delivered  at 
32  wks.  with  continued  difficulty  regulating 
her  diabetes.  Approximately  2 months  after 
delivery  she  was  brought  to  her  local  ER 
having  a respiratory  arrest.  No  response  to 
glucogen  and  failure  to  respond  to  cardio- 
pulmonary resuscitation.  Autopsy  indicated 
ketoacidosis  with  cerebral  resuscitation. 

Pregnancy-related  (indirect?)  Obstetric  Death 

88-4 

This  was  a 27  yr.  old  P3  G6  Ab  2 who  was 
brought  to  the  ER  at  term  after  a sudden 
collapse  at  home  associated  with  some  bleed- 
ing. On  admission  she  was  comatose  and  in 
extremis  with  a lUFD.  Diagnosis  was  small 
placental  abrution  with  amniotic  fluid  embo- 
lus confirmed  by  autopsy. 

Pregnancy-related  (direct)  Obstetric  Death 

88-5 

This  was  a 24  yr.  old  PO  G1  who  became 
acutely  ill  at  37  1/2  wks.  with  nausea,  vomit- 
ing and  diarrhea  which  did  not  respond  to  Rx. 
In  hospital  she  was  markedly  dehydrated  and 
fetal  heart  showed  decelerations  with  sponta- 
neous onset  of  labor.  Amniotomy  showed  3+ 
meconium.  Eventual  vaginal  delivery  of  a 5# 
14  02  live  infant  occurred.  The  day  following 
she  became  jaundiced  and  hypertensive.  In 
spite  of  all  appropriate  supportive  measures 
she  progressed  down-hill  over  the  next  7 days 
with  clinical  and  laboratory  evidence  of  fail- 
ure of  liver,  kidneys  and  cardiorespiratory 
systems.  Death  occurred  suddenly  of  PP  day 
7 with  clinical  diagnosis  and  autopsy  confir- 
mation of  "Acute  Fatty  Liver  of  Pregnancy" 
and  multiple  fat  emboli. 

Pregnancy-related  (direct)  Obstetric  Death 


MATERNAL  MORTALITY  REPORT  1989 

MM89-1 

This  was  a 33  y/o,  PI  G2,  who  died  at  24 
weeks  pregnancy  of  a cardio  respiratory  death 
with  acute  cardiac  failure  from  rheumatic 
valvular  stenosis  and  adult  respiratory  dis- 
tress with  acute  pulmonary  edema  from 
pneumonitis  and  pneumonia. 

Pregnancy-related  (indirect)  Obstetric  Death 

MM89-2 

This  was  a 20  y/o,  who  died  undelivered  at 
term  following  a two  car  accident  with  exten- 
sive blunt  trauma  and  intra-abdominal  bleed- 
ing. 

Pregnancy-associated  (Non-Obstetric)  Death 
MM89-3 

This  was  a 23  y/o,  PO  G5  Ab  5,  who  died 
10  weeks  post  abortion.  She  was  undergoing 
diagnostic  laparoscopy,  hysteroscopy  and 
laser  lysis  of  intrauterine  adhesions  and  had 
a massive  C02,  gas  embolism.  Autopsy 
confirmed  an  air  (gas)  embolism. 

Pregnancy-associated  (Non-Obstelric)  Death 

MM89-4 

This  was  a 27  y/o,  PO  Gl,  who  died  some 
six  hours  after  a vaginal  delivery  at  38  weeks 
gestation.  Her  labor  was  rapidly  progressive 
with  a single  grand  mal  seisure  followed  by  a 
forceps  delivery.  She  then  had  massive  post 
partum  hemorrhage  with  an  apparent  DIG 
and  probable  amniotic  fluid  embolism.  She 
failed  to  response  to  all  supportive  measures 
including  40  units  packed  RBC's,  16  frozen 
platlets,  57  units  cryoprecipitate  and  1250  cc 
albumin.  Autopsy  confirmed  a diagnosis  of 
disseminated  intravascular  coagulation  result- 
ing in  a coagulation  coagulopathy  due  to  am- 
niotic fluid  embolism. 

Pregnancy-related  (Direct  Obstetric)  Death 

Addendum 

The  Department  of  Health  indicates  that 
maternal  deaths  are  listed  on  pages  57  and 
58  of  the  Vital  Statistics  report  as  caused 
during  Puerperal  State 
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INTRODUCTION 

Acute  appendicitis  is  a common 
surgical  condition  which 
when  treated  promptly  re- 
sults in  a good  patient  outcome.  However, 
acute  appendicitis  occurs  less  than  10%  of 
the  time  in  patients  over  50  years  of  age.’  In 
these  more  elderly  patients  it  is  associated 
more  often  with  an  atypical  presentation 
which  delays  prompt  diagnosis  and  perhaps 
a more  aggressive  pathophysiologic  process 
which  results  in  high  morbidity  and  mortal- 
ity rates.^ 

The  veteran  population  is  an  older  group 
of  patients  in  whom  the  diagnosis  of  appen- 
dicitis is  frequently  not  included  in  the  differ- 
ential diagnosis  of  an  acute  abdomen.  Thus, 
the  outcome  of  surgical  therapy  for  appen- 
dicitis may  be  different  than  in  other  patient 
populations.  Furthermore,  the  frequency  with 
which  clinical  conditions  are  encountered  in 
a given  hospital  may  influence  outcome.  An 
inverse  relationship  between  hospital  vol- 
ume and  mortality  rate  has  been  shown  for 
a variety  of  procedures,  including  appen- 
dectomy.^''*  The  same  finding  has  been 
reported  for  wound  infections.^  The  pur- 
pose of  this  study  was  to  compare  the 
management  and  outcome  of  patients  un- 
dergoing appendectomy  at  the  Omaha  Vet- 
erans Administration  Medical  Center  and  its 
affiliated  University  of  Nebraska  Medical 
Center. 

MATERIAL  AND  METHODS 

The  records  of  190  patients  at  the  Univer- 
sity of  Nebraska  Medical  Center  (UNMC) 
and  41  patients  at  the  Omaha  Veterans  Ad- 
ministration Medical  Center  (OVAMC)  who 
underwent  appendectomy  from  1980  to 
1989  were  reviewed  to  determine  the  clini- 
cal presentation,  patient's  physical  status, 
preoperative  diagnosis,  operative  manage- 


ment, occurrence  of  postoperative  compli- 
cations, and  overall  outcome.  All  OVAMC 
patients  were  males.  Therefore,  the  87  female 
patients  from  the  UNMC  patient  population 
were  eliminated  from  further  comparisons. 
The  operations  were  performed  by  surgical 
residents  under  direct  supervision  of  surgi- 
cal staff  at  both  hospitals. 

Acute  appendicitis  was  defined  as  an  in- 
flamed appendix  by  histologic  findings  re- 
gardless of  the  surgeon's  intraoperative 
findings.  A diagnosis  of  perforated  appendi- 
citis was  accepted  when  either  the  surgeon 
or  the  pathologist  made  notice  of  such. 

The  standard  American  Society  of  Anes- 
thesia (ASA)  classification  was  used  to  de- 
scribe the  preoperative  physical  status  of 
the  patient:  "1"  denoting  patients  who  are 
otherwise  healthy  except  for  the  condition 
being  operated  upon,  "2"  denoting  patients 
with  mild  systemic  disease,  "3"  denoting  pa- 
tients with  severe  systemic  disease  that  limits 
activity  but  is  not  incapacitating,  and  "4" 
denoting  patients  with  an  incapacitating  sys- 
temic disease  that  is  a constant  threat  to  life 
and  "5"  denoting  patients  who  are  mori- 
bund and  not  expected  to  survive  24  hours 
with  or  without  the  operation. 

RESULTS 

Over  a 10  year  period,  103  appendecto- 
mies were  performed  on  male  patients  at 
UNMC  compared  to  only  41  such  proce- 
dures at  OVAMC.  The  mean  age  of  OVAMC 
population  was  significantly  higher  (44+17 


'Address  correspondence  and  reprint  requests  to:  Jon  S. 
Thompson,  M.D.,  Department  of  Surgery,  University  of 
Nebraska  Medical  Center,  600  S.  42nd  St.,  Omaha,  Nebraska 
68198-3280. 
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%OF  PATIENT  POPULATION 


VS  31+14  years,  p < 0.001  and  significantly 
more  OVAMC  patients  were  older  than  40 

years  of  age  (Figure  1).  Significantly  more 
patients  at  OVAMC  had  an  ASA  physical 
status  classification  of  2 or  higher  (Figure  2). 
All  patients  classified  ASA  4 were  in  the 
OVAMC  population. 


The  duration  of  symptoms  prior  to  admis- 
sion and  time  from  admission  to  operation 
were  comparable  between  the  two  popula- 
tions (4+10  days  vs  2+3  days  and  19+50 
hours  vs  16+48  hours  at  OVAMC  and  UNMC 
respectively).  Likewise,  there  was  no  signifi- 
cant difference  between  the  two  popula- 
tions with  respect  to  the  percentage  of 


FIGURE  1 

Comparison  of  age  of  male  patients  undergoing  appendectomy  at  the  Omaha 
Veterans  Administration  Medical  Center  (OVAMC)  and  the  University  of 
Nebraska  Medical  Center  (UNMC). 


AGE  DISTRIBUTION 

AGE>40  OVAMC  VS  UNMC 
45%  VS  19%, 
P<0.001 


■ UNMC  (n=103) 
I I OVAMC  (n  --41) 


10-20  20-30  30-40  40-50  50-60  60-70  70-80  80-90 
AGE  OF  PATIENTS 


FIGURE  2 

Comparison  of  ASA  status  of  male  patients  undergcv 
ing  appendectomy  at  the  Omaha  Veterans  Admini- 
stration Hospital  (OVAMC)  and  the  University  of 
Nebraska  Medical  Center  (UNMC). 


ASA>I  OVAMC  VS  UNMC 
63%  VS  34%. 


50  - 


P<0.005 


■ UNMC(n  = 84) 
□ OVAMC(n  = 35) 


ASA  CLASSIFICATION 


patients  who  presented  after  more  than  3 
days  of  symptoms  (24%  at  OVAMC  vs  1 5% 
at  UNMC).  Despite  this  similarity,  signifi- 
cantly more  OVAMC  patients  with  appendi- 
citis were  found  to  have  perforation  at  the 
time  of  operation  (Table  1).  However,  this 
difference  in  perforation  rate  disappeared 
when  younger  patient  (<  50  years  of  age) 
were  excluded  from  the  comparison  (63% 
at  OVAMC  vs  62%  at  UNMC).  Misdiag- 
noses, defined  as  discrepant  preoperative 
and  postoperative  diagnoses,  occurred  sig- 
nificantly more  often  at  OVAMC  (46%  vs 
17%  p < 0.0001).  However,  this  difference 
again  did  not  exist  when  only  the  subgroups 
of  patients  older  than  50  years  of  age  were 

TABLE  1 

Pathologic  Findings  of  the  Appendix 
After  Appendectomy 


OVAMC  UNMC 

(n=41)  (n=103) 

Normal  appendices  8 (20%)  12  (12%) 

Acute  appendicitis  1 5 (36%)  60  (58%) 

Perforated  appendicitis  18  (44%)  31  (30%) 


36  Nebraska  Medical  Journal  February  1991 


compared  between  the  two  hospitals  (42% 
at  OVAMC  vs  33%  at  UNMC).  Approxi- 
mately 42%  of  these  misdiagnoses  in  the 
OVAMC  population  were  incidences  where 
appendicitis  was  encountered  at  operation 
although  not  suspected  preoperatively.  This 
accounted  for  33%  of  misdiagnoses  in  the 
UNMC  population.  The  most  common 
preoperative  diagnosis  when  appendicitis 
was  not  suspected  was  acute  abdomen  of 
unknown  etiology  followed  by  small  bowel 
obstruction  and  perforated  viscus.  Normal 
appendices  were  encountered  at  the  time  of 
operation  in  similar  percentage  of  opera- 
tions in  both  populations  (20%  at  OVAMC 
vs  12%  at  UNMC). 

Overall,  patients  at  OVAMC  had  signifi- 
cantly longer  hospitalization  period  (11+11 
days  vs  6+6  days,  p < 0.005);  specifically  pa- 
tients with  acute  appendicitis  in  the  OVAMC 
population  remained  in  the  hospital  for  sig- 
nificantly longer  period  (8+8  days  vs  4+2 
days,  p < 0.001).  There  was  no  significant  dif- 
ference between  the  two  populations  with 
respect  to  the  duration  of  hospitalization  in 
patients  with  normal  or  perforated  appendi- 
ces (11+13)  days  vs  5+4  days  and  15+10 
days  vs  11+8  days  at  OVAMC  and  UNMC 
respectively). 

There  was  no  significant  difference  in  the 
overall  complication  rates  between  the  two 
populations  (25%  at  OVAMC  vs  20%  at 
UNMC).  At  UNMC,  the  majority  of  compli- 
cations were  wound  infections,  while  at 
OVAMC,  complications  included  20%  each 
of  wound  infection,  small  bowel  obstruc- 
tion, abscess,  sepsis  and  others. 

There  were  no  deaths  in  the  UNMC  popu- 
lation compared  to  2 deaths  in  the  OVAMC 
population  (0%  vs  4.8%,  p < 0.05).  These  2 
patients,  83  and  62  years  of  age  had  ASA 
classification  4,  and  perforated  appendicitis 
with  ischemic  cecum,  peritonitis  and  shock 
at  the  time  of  operation. 

DISCUSSION 

The  outcome  of  patients  undergoing  ap- 
pendectomy depends  on  the  prompt  and  ac- 
curate diagnosis  of  appendicitis  and  the  pa- 
tient's overall  resistance  to  the  inflammatory 
insult  and  its  surgical  treatment.  In  this  study, 
OVAMC  patients  undergoing  appendectomy 
had  higher  perforation  and  mortality  rates 
and  required  longer  hospitalization  than 


UNMC  patients.  This  relates  for  the  most 
part  to  the  older  and  sicker  patient  popula- 
tion at  OVAMC  but  may  also  be  related,  as 
suggested  in  other  studies, to  the  poorer 
patient  outcome  associated  with  lower  hos- 
pital volume  of  patients  undergoing  medical 
or  surgical  treatment  for  a particular  disease. 
Appendectomy  was  performed  five  times  as 
frequently  at  UNMC  over  the  same  period 
of  time. 

The  diagnosis  of  appendicitis  starts  with 
the  recognition  by  the  patient  that  certain 
symptoms  are  abnormal  and  require  medi- 
cal attention.  It  has  been  noted  that  older 
patients  with  appendicitis  tend  to  delay 
seeking  treatment  and  that  this  may  account 
for  the  higher  rate  of  perforation  and  mor- 
bidity following  appendectomy.^'^  Overall, 
patients  at  OVAMC  were  more  elderly  than 
UNMC  patients.  However,  there  was  no  dif- 
ference in  the  duration  of  symptoms  prior  to 
admission  between  the  two  populations  in 
the  present  study. 

Despite  similar  delay  in  presentation  in 
the  two  groups,  significantly  more  OVAMC 
patients  with  appendicitis  were  found  to 
have  perforation  at  the  time  of  surgery.  This 
high  perforation  rate  was  also  present  in  the 
UNMC  patients  older  than  50  years  of  age. 
This  observation  supports  the  hypothesis 
that  with  increasing  age,  appendicitis  is 
associated  with  a more  virulent  pathophysi- 
ologic process  with  earlier  perforation  of  the 
appendix.^ 

The  negative  appendectomy  rate  in  both 
groups  in  the  present  study  was  within 
acceptable  range. However,  the  misdiag- 
nosis rate  was  high  in  the  more  elderly 
OVAMC  population.  This  was  not  unex- 
pected since  older  patients  with  appendici- 
tis often  have  atypical  presentation.^  The 
higher  misdiagnosis  rate  was  also  present  in 
the  UNMC  patients  older  than  50  years  of 
age,  although  the  difference  was  not  statis- 
tically significant.  Delay  in  diagnosis  and 
operative  intervention  of  this  clinical  entity 
is  associated  with  a less  favorable  outcome 
after  surgical  treatment.^'^-^ 

The  mortality  rate  following  appendec- 
tomy at  both  hospitals  in  this  study  fall  within 
the  range  reported  by  others. The  higher 
rate  at  OVAMC  may  be  related  to  the  older 
age  of  the  population  and  more  importantly 
the  poorer  physical  condition  of  patients  at 
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OVAMC.  Acute  appendicitis,  which  has  its 
peak  incidence  in  the  second  and  third 
decade  of  life,  usually  afflicts  patients  who 
are  otherwise  in  good  physical  condition. 
Patients  at  OVAMC  had  significantly  more 
concurrent  illnesses  as  evidenced  by  a sig- 
nificantly higher  proportion  of  patients  with 
more  advanced  ASA  classification.  This  was 
also  true  in  the  subgroup  of  UNMC  patients 
who  were  older  than  50  years  of  age. 

The  length  of  hospitalization  was  signifi- 
cantly longer  for  patients  at  OVAMC.  More 
severe  postoperative  complications  may 
account  in  part  for  this  difference  in  hospital 
stay.  Even  when  younger  UNMC  patients  (< 
50  years  of  age)  were  excluded  from  this 
comparison,  the  difference  in  length  of  stay 
still  existed.  A similar  observation  of  longer 
length  of  stay  at  VA  hospitals  when  com- 
pared to  private  hospitals  has  been  reported 
for  patients  undergoing  treatment  for  other 
medical  conditions. 

In  general,  the  course  and  outcome  of 
appendicitis  was  relatively  good  at  both 
facilities.  Higher  perforation  and  mortality 
rates  in  the  OVAMC  population  were  re- 
lated to  the  older  age  and  higher  operative 
risk  of  patients  at  that  hospital.  The  observa- 
tion of  earlier  risk  of  perforation  and  less 
favorable  outcome  following  appendectomy 
in  more  elderly  patients  emphasizes  the  im- 


portance of  continued  awareness  of  the 
possible  occurence  of  appendicitis  in  the 
elderly  veteran  population. 
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Acquired  flatfoot,  or  pes  planus, 
can  resultin  significantdisability 
in  the  adult  population.  The  most 
common  etiologies  of  acquired  progressive 
flatfoot  in  the  adult  are:  (1 ) Arthritis,  either  de- 
generative or  inflammatory;  (2)  Posterior  tibial 
tendon  dysfunction;  (3)  Neuropathic  foot,  most 
commonly  due  to  Diabetes  Mellitus.’ 

Arthritic  processes  may  alter  the  normal  con- 
gruity  of  the  ankle  joint.  As  articular  destruction 
occurs,  the  talus  may  assume  a tilted  position 
within  the  mortise,  and  a clinically  apparent  flat- 
foot  deformity  is  seen.  However,  with  reduction 
of  the  talus  into  normal  alignment,  the  flatfoot 
deformity  can  be  temporarily  corrected.  Con- 
servative management  of  the  deformity  is  ac- 
complished with  anti-inflammatory  medication 
and  occasionally  the  use  of  a double  upright 
brace.  Surgical  management  consists  of  ankle 
arthrodesis. 

Neuropathic  (Charcot)  foot  is  characterized 
by  a rapidly  progressive  minimally  painful  joint 
destruction.  According  to  Dr.  Kenneth  A. 
Johnson,  this  condition  results  from  a hyper- 
emic  inflammatory  process  secondary  to  frac- 
tures, sprains,  or  effusions.^  Management  is 
prolonged  immobilization  and  protection  until 
the  hyperemic  phase  and  trophic  changes  have 
subsided. 

Posterior  tibial  tendon  dysfunction  is  a com- 
mon cause  of  acquired  unilateral  flatfoot  in  the 
adult  population.  The  deformity  is  usually  pro- 
gressive and  becomes  increasingly  painful.  A 
clinical  appearance  of  hindfoot  valgus  and  fore- 
foot abduction  is  characteristic. 

The  tibialis  posterior  muscle  originates  from 
the  posterioraspectof  the  proximal  tibia,  fibula, 
and  intermuscular  septum.  The  musculotendi- 
nous junction  is  located  in  the  distal  third  of  the 
calf.  The  tendon  continues  distally  immediately 
posterior  to  the  medial  malleolus  and  then  fans 


out  to  insert  on  bones  of  the  medial  midfoot  and 
hindfoot.  (Fig.  1)  Due  to  its  anatomic  location, 
posterior  to  the  axis  of  the  subtalar  joint  and 
medial  to  the  axis  of  the  subtalar  joint,  the  tibialis 
posterior  muscle  functions  to  plantar  flex  and 
invert  the  foot.  The  tendon  provides  stability  to 
the  hindfoot  and  prevents  excessive  hindfoot 
valgus.  The  principal  antagonist,  the  peroneus 
brevis  (located  posterolaterally)  functions  to 
plantar  flex  as  well  as  evert  the  foot. 


FIGURE  I: 

Posterior  tibial  insertion  of  midfoot  and  ankle. 


With  posterior  tibial  tendon  dysfunction,  the 
foot  is  affected  not  only  by  the  tibialis  posterior 
loss,  but  also  by  the  unopposed  action  of  the 
peroneus  brevis.  There  is  progressive  collapse 
of  the  longitudinal  arch,  progressive  valgus 
deformity  of  the  hindfoot,  and  abduction  of  the 
forefoot. 

The  typical  patient  with  posterior  tibial  ten- 
don dysfunction  is  female  and  in  the  5th  and  6th 
decades  of  life  who  presents  with  medial  foot 
pain.^The  pain  is  usually  present  initially  in  the 
medial  malleolar  or  medial  arch  areas.  How- 
ever, as  the  deformity  progresses,  the  patient 
may  complain  of  pain  in  the  lateral  tarsal  sinus 
area  as  well. 

Clinical  examination  of  the  foot  reveals  the 
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flatfoot  deformity  (Fig.  2A).  There  may  be  swel- 
ling and  tenderness  along  the  course  of  the 
tendon  from  the  medial  malleolus  to  the  navicu- 
lar insertion  indicating  tenosynovitis,  or  the 
entire  medial  arch  area  may  appear  swollen. 
Muscle  testing  of  posterior  tibial  function  can 
be  done  by  having  the  patient  place  the  foot  in 
flexion  and  maximal  eversion  and  attempt  to 
invert  against  resistance.  The  tendon  can  be 
palpated  and  strength  compared  with  the 
opposite  side.^ 


FIGURE  2A: 

Flatfoot  deformity  of  left  foot. 


FIGURE  2B: 

"Too  many  toes"  sign  visible  on  left  foot  from  posterior 
aspect. 

Because  of  the  forefoot  abduction,  observa- 
tion of  the  standing  patient  from  the  posterior 
aspect  reveals  the  characteristic  "too  many 
toes"  sign  described  by  Johnson.  (Fig.  2B)  Fur- 
ther observation  from  the  posterior  aspect 


reveals  that  when  the  patient  attempts  to  stand 
on  tiptoes  (the  so-called  single  heel  rise  test),  the 
hindfoot  does  not  assume  a stable  varus  posi- 
tion and  in  fact  the  patient  has  difficulty  in  rais- 
ing the  heel  off  the  floor.^ 

Radiographs  may  or  may  not  be  helpful  de- 
pending on  the  degree  of  dysfunction.  With 
progressive  dysfunction  and  deformity,  an  in- 
crease in  the  talocalcaneal  angle  may  be  noted 
on  both  the  AP  and  lateral  radiographs  when 
compared  to  the  normal  foot.  Furthermore,  a 
sag  in  the  talonavicular  or  naviculocuneiforms 
may  be  noted  on  the  weight  bearing  lateral. 
Magnetic  resonance  imaging  has  proved  help- 
ful in  detecting  subtle  intratendinous  lesions  as 
well  as  complete  ruptures. 

Initial  management  may  be  nonsurgical  or 
surgical  depending  on  the  degree  of  involve- 
ment at  the  time  of  presentation.^  Funk,  et.  al. 
described  the  four  types  of  lesions  as  shown  in 
Table  1 . 

TABLE  I 

Types  of  Tendinous  Lesions 
Type  I Avulsion  of  the  tendon  at  the  insertion. 

Type  II  Midsubstance  rupture  of  the  tendon. 

Type  III  In-continuity  tear  of  the  tendon. 

Type  IV  Tenosynovitis  only  with  no  tendon  tear. 

Nonsurgical  management  has  been  proposed 
for  those  patients  presenting  early‘s  with  symp- 
toms due  to  tenosynovitis  or  an  intrasubstance 
tear,  but  with  good  strength  still  present  and  no 
secondary  deformity.  Conservative  measures 
include  rest,  shoe  modifications,  anti-inflamma- 
tory medication,  immobilization,  and/or  per- 
itendinous steroid  injection. 

Johnson  recommends  that  persistent  symp- 
toms despite  conservative  treatment  may  war- 
rant surgical  intervention.  If  the  persistent  symp- 
toms are  due  to  tenosynovitis  without  rupture, 
the  tendon  sheath  should  be  opened  from  the 
musculotendinous  junction  to  insertion.  A 1 or 
2 CM  band  of  sheath  is  left  intact  posterior  to 
the  medial  malleolus  to  prevent  tendinous 
subluxation.  This  decompression  and  excision 
of  exuberant  tenosynovium  may  prevent  ten- 
don damage  or  rupture.^ 

If  surgical  exploration  reveals  avulsion  of  the 
insertion  from  the  navicular,  then  reinsertion 
through  a (navicular)  drill  hole  should  be  per- 
formed. This  reattachment  should  be  supple- 
mented with  transfer  of  the  flexor  digitorum 
longus  as  reattachmentalone  is  not  consistently 
successful.^ 
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Attenuation  or  rupture  are  most  frequently 
noted  distal  to  the  medial  malleolus.  Again, 
repair  can  be  accomplished  with  the  flexor  dig- 
itorum  longus  transfer  to  the  navicular  and  ten- 
odesis to  the  remaining  proximal  posterior  tibial 
tendon. 

Transfers  and  tenodesis  are  done  with  the 
foot  held  in  a plantar  flexed  and  inverted  posi- 
tion. Postoperatively  a nonweight  bearing  cast 
is  applied  in  this  position  for  4 weeks.  The  cast 
is  subsequently  removed,  the  foot  placed  into 
neutral  position,  and  a short-leg  walking  cast  is 
reapplied  for  an  additional  4 weeks.  The  flatfoot 
deformity  is  rarely  corrected.  However,  restora- 
tion of  muscle  balance  and  midfoot  articular 
support  alleviates  pain  and  prevents  progres- 
sive deformity. 

With  severe  secondary  deformity  and  joint 
arthrosis,  soft  tissue  procedures  alone  may  fail 
to  alleviate  the  symptoms  and  limited  arthrodesis 
is  the  procedure  of  choice.  Johnson  recom- 
mends isolated  subtalar  arthrodesis^,  while  Mann 


has  stated  that  he  prefers  arthrodesis  of  the  ta- 
lonavicular and  calcaneocuboid  joints.  Results 
from  either  arthrodesis  have  been  effective  in 
restoring  bony  alignment  and  alleviating  symp- 
toms in  those  patients  with  degenerative  joint 
changes. 
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A seizure  is  the  most  frequent  sign 
of  neurologic  disfunction  in  a 
^ neonate.  Although  it  is  a sign 
of  abnormal  brain  activity,  neonatal  seizures 
may  occur  secondary  to  other  systemic  or 
generalized  conditions  in  addition  to  pri- 
mary central  nervous  system  problems.  One 
to  14  per  1000  newborns  experience  a 
seizure  in  the  neonatal  period  with  the 
incidence  for  infants  less  than  2500  grams 
being  nearly  20%.’'^  Because  of  the  frequency 
and  broad  diagnostic  implications,  it  is 
important  for  the  clinician  caring  for  the 
newborn  infants  to  be  familiar  with  the 
evaluation  and  management  of  neonatal 
seizures.  In  this  brief  overview,  the  clinical 
features,  evaluation  and  therapy  of  neonatal 
seizures  will  be  discussed. 

Clinical  Features’"’ 

The  appearance  of  a seizure  in  a neonate 
is  different  than  in  an  older  child  or  adult. The 
body  involvements  of  a neonate  during  a 
seizure  are  less  organized  than  an  older 
child.  The  electrical  epileptiform  activity 
tends  to  be  more  confined  within  the  brain 
rather  than  spread  throughout  all  regions  of 
the  cortex.  This  leads  to  neonatal  seizures 
presenting  more  often  as  focal  rather  than 
generalized  seizures.  This  is  true  even  for 
systemic  or  metabolic  disturbances  such  as 
hypoglycemia  or  hyponatremia.  Focal  clonic, 
multifocal  clonic,  posturing,  and  myoclonic 
jerks  are  the  usual  motor  movements  asso- 
ciated with  neonatal  seizures. 

A variety  of  eye  involvement  activities 
may  be  seen  in  association  with  neonatal 
seizures.  Eye  deviation,  staring,  blinking  and 
nystagmus  have  all  been  seen  during  a sei- 
zure in  a newborn.  Changes  in  pupillary  size 
and  reactivity  can  also  be  seen.  Sucking 
movements  and  tongue  protrusion  may  also 
be  seen  in  a neonate  having  a seizure. 

Changes  in  heart  rate,  blood  pressure  and 


cutaneous  perfusion  are  associated  with 
neonatal  seizures.  In  the  absence  of  other 
signs,  these  autonomic  changes  may  be 
indicators  of  other  disease  processes.  Dur- 
ing a seizure  a neonate  will  frequently 
demonstrate  apnea.  By  itself  however,  apnea 
is  usually  not  caused  by  a seizure,  but  is 
probably  a sign  of  other  diagnoses  such  as 
apnea  of  prematurity,  sepsis,  or  thermal 
stress. 

There  are  some  patterns  of  motor  behav- 
ior that  although  neurologically  abnormal 
are  not  associated  with  epileptic  activity  as 
demonstrated  on  electroencephalography 
(EEC).  These  patterns  include  posturing,  lip 
sucking  and  repetitive  extremity  motions 
(not  tonic-clonic).  The  origin  of  these  move- 
ments is  unclear.  They  may  represent  re- 
lease of  forebrain  inhibition.  These  move- 
ments can  be  distinguished  from  true  sei- 
zures by  EEC  monitoring.  Clinically  they 
differ  from  seizures  in  that  they  begin  after 
tactile  stimulation  and  will  stop  with  gentle 
restraint.  These  motor  movements  have  been 
referred  to  a "subtle"  seizure.  Their  distinc- 
tion from  true  epileptic  seizures  is  important 
because  they  do  not  respond  well  to  anti- 
convulsant therapy  and  are  associated  with 
a less  favorable  prognosis  than  true  seizures. 

The  differential  diagnosis  of  neonatal 
seizures  is  extensive  and  can  be  rationally 
approached  if  the  time  of  onset  of  the  sei- 
zure is  considered.  Causes  of  seizures  pre- 
senting from  birth  to  3 days  include,  hypoxic 
ischemic  encephalopathy  (HIE),  meningitis, 
intracranial  hemorrhage,  intoxication, 
electrolyte  disorders,  hypoglycemia,  hypocal- 
cemia, and  hypomagnesemia.  After  3 days 
the  causes  include  drug  withdrawal,  primary 

*For  all  correspondence  regarding  this  article:  Matthew 
Knight,  M.D.,  Assistant  Professor,  Pediatrics  & Pharmacol- 
ogy, University  of  Nebraska  Medical  Center,  600  S.  42nd 
St.,  Omaha,  NE  68105-2105. 
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neurologic  disease,  and  familial  epilepsy. 
There  is  overlap  between  the  2 groups  with 
meningitis,  electrolyte  disorders,  hypoglyce- 
mia, hypocalcemia,  and  hypomagnesemia 
presenting  also  after  3 days. 

The  appearance  of  the  seizure  can  be 
somewhat  helpful  in  determining  the  cause. 
Focal  tonic,  and  clonic  seizures  are  often 
caused  by  a focal  structural  lesion,  intracra- 
nial hemorrhage,  infarct,  meningitis,  electro- 
lyte disorder  or  other  metabolic  problem. 
Generalized  tonic  and  "subtle"  seizures  are 
often  caused  by  HIE  and  meningitis.  The 
clinician  should  recognize  that  none  of  these 
distinctions  are  absolute  and  a thorough 
evaluation  should  be  conducted  guided  by 
the  particular  clinical  circumstances. 

Evaluation’"’ 

As  with  any  clinical  problem  the  approach 
begins  with  the  history.  Important  areas  to 
focus  on  include  prenatal  events  such  as 
ongoing  health  problems,  acute  infections, 
and  any  concerns  regarding  fetal  well-being. 
Medication  history  and  use  of  recreational 
drugs  are  also  very  important.  Perinatal  in- 
formation to  be  considered  includes,  mode 
and  nature  of  delivery,  type  of  anesthesia 
and  analgesia,  and  measures  necessary  for 
resuscitation.  Family  history  of  neurologic 
and  metabolic  disease  should  also  be  ex- 
plored. 

The  physical  exam  should  include  a gen- 
eral evaluation  to  look  for  non-neurologic 
signs  of  potential  neurologic  disease  (skin 
markings,  dysmorphic  features)  as  well  as  a 
careful  neurologic  exam.  The  baby's  level  of 
activity,  tone,  reflexes,  nature  of  movement, 
position,  eye  movements  and  pupils  should 
be  evaluated.  These  areas  will  help  clarify 
the  extent  of  neurologic  dysfunction. 

Laboratory  studies  should  be  obtained  in 
accordance  with  the  specific  clinical  circum- 
stances. Tests  to  consider  include  serum 
electrolytes,  glucose,  calcium,  and  magne- 
sium, a lumbar  puncture  to  evaluate  for 
signs  of  infection,  an  EEC,  and  either  an 
ultrasound  or  CT  scan  to  check  for  hemor- 
rhage, infarct  or  brain  malformation.  The 
ultrasound  can  usually  be  done  at  the  pa- 
tient's bedside  but  is  more  limited  in  the 
information  obtainable  than  a CT  scan.  Other 
studies  (drug  levels,  serum,  amino  and  or- 
ganic acid  profile)  should  be  obtained 


depending  on  the  balance  of  clinical  infor- 
mation. 

Therapy^ 

The  risk-benefit  balance  must  be  assessed 
when  deciding  to  treat  neonatal  seizures. 
Reasons  to  treat  include  injury  to  the  brain 
due  to  cardiorespiratory  compromise  dur- 
ing the  seizure  and  repeated  abnormal  elec- 
trical activity  in  the  brain.  The  risks  of  treat- 
ment include  unknown  long  term  side  ef- 
fects, experimental  evidence  showing  al- 
teration in  brain  growth  and  metabolism, 
and  acute  side  effects  of  the  drugs.  Under- 
lying causes  if  present  should  be  identified 
and  corrected.  This  alone  may  constitute  all 
that  is  necessary  for  therapy.  If  no  underly- 
ing cause  is  known  and/or  there  are  other 
reasons  to  suspect  a need  for  long-term 
treatment,  anticonvulsant  therapy  should  be 
instituted. 

Phenobarbital  is  the  drug  with  the  most 
documented  experience  in  neonates.  It 
remains  the  first  drug  of  choice  for  the 
therapy  of  seizures  in  neonates.  It  may  be 
given  orally  (PO)  or  parenterally  (IV).  It  is 
well  absorbed  orally  and  metabolized  in  the 
liver.  The  loading  dose  is  1 5-30  mg/kg  IV  or 
PO  and  the  maintenance  dose  is  3-5  mg/kg 
once  daily.  The  desired  serum  concentra- 
tion is  15-40  pg/ml.  The  side  effects  include 
CNS  depression,  apnea,  and  hypersensitiv- 
ity reactions. 

Phenytoin  is  the  second  most  commonly 
used  anticonvulsant  in  neonates.  It  is  used  in 
cases  where  phenobarbital  has  not  been 
successful.  Phenytoin  is  a difficult  drug  to 
use  in  neonates  due  to  its  poor  and  erratic 
oral  absorption,  high  protein  binding  that  is 
displaced  by  unconjugated  bilirubin,  and 
saturation  or  "zero-order"  metabolism  at 
therapeutic  doses.  The  high  protein  binding 
of  phenytoin  means  that  certain  substances 
(some  other  drugs  and  endogenous  sub- 
stances such  as  bilirubin)  will  compete  with 
protein  binding  of  phenytoin  causing  a higher 
level  of  unbound  to  be  present.  The  un- 
bound protion  of  phenytoin  is  the  pharma- 
cologically active  portion  and  can  increase 
from  normally  10%  to  20-30%  of  the  total 
serum  phenytoin  concentration.  Although 
the  total  level  may  be  unchanged  the  por- 
tion unbound  may  be  increased  and  lead  to 
increased  pharmacologic  effect  or  toxicity. 
The  metabolism  of  phenytoin  also  staturates 


February  1991  Nebraska  Medical  Journal  43 


within  the  therapeutic  dose  range  of 
phenytoin.  This  means  that  there  will  be  a 
disproportionate  increase  in  serum  concen- 
tration with  an  increase  in  dose.  The  loading 
dose  of  phenytoin  is  20  mg/kg  IV  and  the 
usual  maintenance  dose  is  4-8mg/kg/d  di- 
vided 1 to  2 times  per  day.  The  desired 
serum  concentration  in  the  neonate  is  6-15 
ug/ml.  Because  it  is  not  possible  to  predict 
practically  at  what  dose  the  saturation  of 
phenytoin  metabolism  will  occur,  changes 
of  only  about  1 5%  of  the  dose  should  be 
made  at  one  time  to  prevent  toxicity.  The 
toxicities  of  phenytoin  include  hypertension 
and  bradycardia  with  rapid  IV  administra- 
tion, folate  deficiency,  hypersensitivity,  and 
CNS  depression.  Findings  indicating  CNS 
toxicity  trend  to  progress  from  nystagnus  to 
lethargy  to  seizures.  Phenytoin  is  also  very 
irritating  if  it  extravasates  from  a vein. 

Diazepam  and  lorazepam  are  2 members 
of  the  benzodiazepine  class  of  drugs  which 
have  been  used  as  anticonvulsants.  Both 
drugs  are  useful  in  the  acute  treatment  of 
status  epilepticus  but  their  duration  of  effect 
as  anticonvulsants  is  short  lived,  about  30 
minutes  for  diazepam  and  up  to  4 hours  for 
lorazepam.  These  drugs  may  be  given  IV  or 
rectally  (PR).  They  are  both  metabolized  in 
the  liver.  The  dose  is  0.1 -0.2  mg/kg  IV  and 
0.7  mg/kg  PR  for  either  drug.  The  PR  route 
may  be  utilized  if  IV  access  is  a problem.  The 
toxicity  of  these  drugs  is  mainly  CNS  depres- 
sion especially  if  other  CNS  depressant  drugs 
are  given.  Diazepam  is  also  very  irritating  to 
tissues  if  it  extravasates. 

Pyridozine  (Vitamin  B^)  is  a cofactor  for 
the  synthesis  of  gamma  aminobutyric  acid 
(GABA)  the  major  inhibitory  neurotransmit- 
ter in  the  brain.  Some  infants  are  born  with 
a relative  deficiency  of  pyridoxine  leading  to 
a deficiency  of  GABA.  This  may  lead  to 
seizures  and  pyridoxine  in  these  circum- 
stances an  effective  therapy.  The  dose  is  50- 
100  mg  given  IV  or  1 M preferable  with  EEG 
monitoring.  In  true  cases  of  pyridoxine 
deficiency  the  clinical  and  EEG  findings 
should  improve  rapidly  with  pyridoxine 
administration.  There  are  no  significant 
toxicities  known  for  pyridoxine. 


A remaining  unclear  area  is  the  duration 
of  treatment  of  seizures  presenting  in  the 
neonatal  period.  If  an  acute  underlying  cause 
is  found  and  corrected  the  therapy  may 
consist  of  only  1 or  2 doses  to  stop  the 
seizure  while  the  problem  is  being  corrected. 
In  other  circumstances  duration  of  treat- 
ment issues  from  3 months  to  greater  than 
1 year  depending  on  the  course  of  the 
patient.  If  the  child  has  an  uncomplicated 
seizure  history  with  only  a few  episodes, 
many  clinicians  will  treat  for  3 "seizure  free" 
months.  Some  will  extend  this  period  to  6 
months.  If  the  patients  history  and  course 
are  more  complex,  therapy  may  have  to  be 
continued  longer.  In  more  complex  cases, 
consultation  with  a Pediartic  Neurologist 
may  be  necessary. 

Summary 

The  clinician  caring  for  newborn  infants 
must  be  aware  of  the  clinical  implications  of 
a seizure  in  a neonate.  The  diagnostic  pos- 
sibilities are  many  including  generalized, 
systemic  conditions  in  addition  to  central 
nervous  system  problems.  It  is  important  for 
the  clinicians  to  be  able  to  distinguish  non- 
epileptic abnormal  neurologic  findings  from 
seizures  requiring  anticonvulsant  therapy. 
The  decision  to  treat  with  anticonvulsants 
must  be  based  on  a comprehensive  evalu- 
ation of  the  infant  excluding  secondary,  self- 
limiting  courses  of  seizures.  Anti-convulsant 
therapy  is  a significant  commitment  so  the 
clinician  must  be  familiar  with  the  drugs  to 
be  used. 
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COVER  PHOTO 


Fantasy  inspires  student  to  draw  winning  portraits 

PATTY  BEUTLER  - The  Lincoln  Star 


The  cover  picture  this  month  features  a drawing  by 
Lincoln  artist  Jennifer  Yeakley.  This  drawing  was  a 
winning  picture  in  the  1990  Nebraska  State  Fair  Fine 
Arts  Competion,  Senior  Youth  Division.  Jennifer  is  the 
daughter  of  Dr.  and  Mrs.  John  C.  Yeakley,  and  has 
received  numerous  awards  for  her  art  work.  She  was 
featured  in  the  following  article  by  Patty  Beutler,  which 
appeared  in  the  Lincoln  Star  on  September  8,  1990. 


Give  Jenny  Yeakley  a few  pencils  and 
she'll  turn  out  prize-winning  art. 

She  might  enlist  a gum  eraser  and  a blend- 
ing stub,  but  most  of  what  she  puts  into  her 
drawings  doesn't  come  from  any  art  supply 
store. 

The  Lincoln  Southeast  High  School  junior 
won  a blue  ribbon  at  the  State  Fair  for  a 
pencil  portrait  of  her  sister.  That  award 
continues  a string  of  first-place  wins  she's 
brought  home  from  the  fair  since  age  8 
when  she  began  entering  her  art. 

Most  of  jenny's  ribbons  come  from  pencil 
work,  but  a few  are  for  watercolor  pieces. 
This  year  she  also  took  honorable  mention 
for  two  other  pencil  entries  — one  of  blue 
herons  and  the  other  of  hummingbirds,  a 
picture  which  also  won  a Gold  Key  award  at 
last  spring's  statewide  Scholastic  Art  Awards. 

"I'VE  ALWAYS  LOVED  art  since  I was  this 
little,"  she  said,  holding  her  hand  just  a few 
feet  above  the  living  room  carpet.  "I  would 
make  up  magical  people  stories  and  draw 
pictures  of  them." 

In  grade  school  she  took  lessons  at  the 
Haymarket  Gallery  and  from  a private  in- 
structor. Now  she's  concentrating  on  draw- 
ing classes  at  school. 

Pencil  remains  her  favorite  medium. 

"It's  amazing  what  you  can  do  with  differ- 
ent shades  of  grays,  black  and  white.  You 
don't  even  need  color,"  she  said. 

The  daughter  of  Carolyn  and  John  Yeakley, 
jenny  resorts  to  art  both  to  please  herself 
and  to  give  finished  pieces  to  friends  and 
relatives. 


She  has  no  lack  of  ideas.  The  fantasies  she 
reads  — j.R.R.  Tolkien's  "The  Hobbit"  tops 
her  favorites  — inspire  her  to  draw  castles  in 
the  clouds  or  romping  elves  close  to  the 
ground. 

"If  ever  I go  into  art  for  a living,  I want  to 
illustrate  fantasy  books,"  she  said. 

OFTEN  HER  IMAGES  give  way  to  words 
and  she'll  write  stories  to  accompany  her 
illustrations. 

"I  just  do  whatever  I feel  like;  sometimes 
it's  writing,  sometimes  it's  drawing  and 
sometimes  it's  both,"  she  said. 

Last  year  she  had  two  pictures  and  a short 
story  printed  in  the  school's  creative  writing 
magazine. 

jenny  16,  shares  her  writing  with  peers  at 
the  Round  Table,  a creative  writing  group  at 
school.  "It's  a chance  to  read  your  poems 
and  short  stories  and  to  get  opinions  and 
ideas  on  what  to  change,"  she  said. 

Her  creative  outlets  also  include  Lincoln 
Community  Playhouse  performances  and 
backstage  work,  dancing  lessons  and  a stint 
in  the  johnson-Baack  show  choir. 

AN  HONOR  ROLL  STUDENT,  jenny 
decribed  herself  as  laid  back.  "I  just  do  stuff 
when  the  mood  strikes  me.  Either  I'm  lucky 
or  I'm  doing  things  right  because  everything 
works  out  for  me  in  the  end." 

This  year  she's  added  debate  to  her  inter- 
ests because,  she  said,  she's  good  at  arguing. 
"I  usually  win,"  she  added  with  a grin. 

An  interest  in  the  life  sciences  balances 
her  creative  side.  This  summer  she  worked 
as  a lab  assistant  in  the  Food  Sciences  build- 
ing at  the  University  of  Nebraska-Lincoln. 

The  career  pull  of  the  sciences,  especially 
genetics,  is  strong,  she  said.  "I  feel  that  I 
might  make  some  contribution  to  the  world 
that  might  help  more  than  just  painting  and 
writing.  Science  can  do  things  more  directly." 

"Above  article  by  Patty  Beutler  reprinted  by  permis- 
sion of  the  Journal-Star  Printing  Company." 
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PRESIDENT'S  PAGE 


Crisis  Intervention 


PAUL  E.  COLLICOTT,  M.D. 
President.  Nebraska  Medical  Association 


This  President's  Page  is  being  written  on 
the  eve  (January  15,  1991)  of  a significant 
day  in  the  leadership  role  of  our  federal 
government.  Through  the  "wisdom"  of  our 
President  and  Congress,  a decision  has  been 
made  to  take  a divided  nation  into  an  arena 
of  armed  conflict  in  that  part  of  the  world  in 
which  no  one  ultimately  "wins".  We  as  phy- 
sicians have  always  supported  the  armed 
services  in  times,  not  only  of  war,  but  in 
peace.  Operation  Desert  Shield  has  touched 
all  the  citizens  of  Nebraska  in  one  way  or 
another.  Your  Medical  Association  is  also 
supportive  of  the  more  than  12  Nebraska 
physicians  who  have  been  called  to  active 
duty  in  support  of  Operation  Desert  Shield, 
as  well  as  all  of  the  medical  support  groups 
which  have  also  been  activated.  It  is  my 
sincere  hope  that  their  services  will  not  be 
required  for  "an  indefinite"  period  of  time 
and  that  they  will  return  safely  to  their  fami- 
lies, friends  and  coworkers. 

Thus  far,  access  to  health  care  has  not 
been  altered.  Those  physicians  and  health 
care  workers  remaining  within  the  state  have 
dutifully  taken  up  the  slack  caused  by  the 
absence  of  these  individuals  and  have  been 
more  than  willing  to  increase  their  work- 
loads. The  Nebraska  Medical  Association's 
Board  of  Directors  has  also  supported  these 
individuals  by  forgiving  their  dues  while  on 
active  duty,  if  so  requested.  Additionally,  the 
malpractice  carriers  in  our  state  have  also 
considered  the  issue  of  premium  payments 
and  I have  been  assured  that  all  carriers  will 
consider  adjustment  in  malpractice  premi- 
ums while  an  individual  physician  is  on  ac- 
tive duty. 

It  is  certainly  hoped  that  the  federal  gov- 
ernment's leadership  role  in  the  manage- 
ment of  the  medical  crisis  intervention  as 
exhibited  recently  will  not  be  reflected  in 
their  management  of  the  crisis  in  the  Middle 


Paul  E.  Collicott,  M.D. 


East.  We,  as  a medical  profession,  who  have 
sworn  to  relieve  suffering  and  prolong  lives, 
certainly  cannot  condone  the  hideous  and 
irrational  behavior  of  a person  such  as  Sad- 
dam Hussein.  We  wholeheartedly  endorse 
the  efforts  of  our  membership  in  support  of 
Operation  Desert  Shield  and  sincerely  hope 
that  the  U.S.  Government  resolves  this  situ- 
ation in  the  Middle  East  better  than  they 
have  the  Medicare  problem. 

Speaking  of  Medicare,  another  crisis  has 
evolved  and  that  is  in  the  contractor  funding 
for  fiscal  year  1991.  As  you  may  or  may  not 
know.  Congress  appropriated  $1,419  mil- 
lion for  the  operating  budget  for  the  Medi- 
care contractors  to  administer  the  program, 
plus  a contingency  fund  of  $133.1  million. 
Our  Medicare  contractors,  i.e..  Blue  Cross- 
Blue  Shield  of  Nebraska  and  Blue  Cross-Blue 
Shield  of  Kansas,  have  been  notified  by  the 
Health  Care  Financing  Administration  that 
the  operating  budget  will  represent  a short- 
fall of  $101.3  million  in  1991.  These  funding 
levels  are  not  sufficient  to  process  all  of  the 
claims  expected  to  be  received  by  our  car- 
riers this  year.  Because  of  the  magnitude  of 
this  shortfall,  HCFA  has  revised  the  budgets 
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of  the  Medicare  carriers  and  authorized 
certain  workloads  for  this  fiscal  year  1991. 
HCFA  has  requested  release  of  the  contin- 
gency funds  from  the  Office  of  Management 
and  Budget,  but  this  office  has  failed  to  make 
a decision  as  opposed  to  what  we  have  been 
able  to  accomplish  in  the  crisis  in  the  Middle 
East.  HCFA,  therefore  has  instructed  all 
Medicare  contractors  to  take  immediate  ac- 
tion to  adjust  to  a lower  level  of  operations. 

As  of  this  date,  each  Medicare  contractor 
has  received  its  lowered  workload  authori- 
zation. HCFA  has  basically  instructed  the 
contractors  to  increase  their  backlogs  of 
claims  by  a factor  of  seven.  For  example,  in 
Nebraska,  in  which  Blue  Cross-Blue  Shield 
serves  as  the  fiscal  intermediary  for  approxi- 
mately 100  hospitals  in  the  state,  this  back- 
log of  claims  would  increase  from  a current 
inventory  of  around  6,000  to  41,386  by 
September  30,  1991.  One  does  not  have  to 
be  a rocket  scientist  to  see  that  the  impact 
of  such  a dramatic  slowdown  will  spell  sig- 
nificant financial  hardships  for  many  of  the 
rural  hospitals  in  the  state  of  Nebraska. 

Additionally,  Blue  Cross-Blue  Shield  of 
Kansas,  which  is  a prime  contractor  for  Part 
B for  the  state  of  Nebraska,  has  also  been 
instructed  to  build  their  Part  B backlog  from 
a current  inventory  of  approximately  84,000 
claims  to  563,006  by  the  end  of  September, 
1991.  Needless  to  say,  this  is  going  to  cause 
significant  financial  hardships,  not  only  for 
the  beneficiaries  in  the  state  of  Nebraska, 
but  also  for  the  physicians.  The  physicians 
have  already  been  assailed  for  "over-priced 
procedures,  down  coding  and  increased  ad- 
ministrative workloads"  by  having  to  file  all 
Medicare  claims  whether  they  are  partici- 
pating or  non-participating  physicians. 


I believe  it  is  imperative  that  our  member- 
ship react  to  this  proposed  slowdown  by 
writing  our  Congressional  delegation  and 
urging  them  to  direct  the  Office  of  Manage- 
ment and  Budget  to  release  the  contingency 
funds  in  order  to  halt  the  proposed  slow- 
down process.  The  addresses  of  the  Con- 
gressional delegation  are  listed  as  follows; 

Senator  j.  James  Exon 

528  Hart  Senate  Office  Building 

Washington  D.C.  25010  (202)  224-4224 

Senator  J.  Robert  Kerrey 

317  Hart  Senate  Office  Building 

Washington  D.C.  20510  (202)  224-6551 

Rep.  Douglas  Bereuter 

2348  Rayburn  House  Office  Building 

Washington  D.C.  20515  (202)  225-4806 

Rep.  Peter  Hoagland 

1710  Longworth  House  Office  Building 

Washington  D.C.  20515  (202)  225-4155 

Rep.  William  Barrett 

1607  Longworth  House  Office  Building 

Washington  D.C.  20515  (202)  225-6435 

Once  again,  your  Nebraska  Medical  Asso- 
ciation is  striving  to  be  pro-active  rather  than 
reactive  in  issues  that  will  affect  our  patients 
as  well  as  our  hospitals.  We  must  be  in- 
volved with  the  issues  and  let  our  opinions 
be  known  to  our  elected  representatives  in 
order  to  ensure  adequate  access  to  health 
care  for  all  Nebraskans.  I believe  this  issue 
is  also  a matter  which  should  be  discussed 
openly  and  freely  with  our  patients. 

FOOTNOTE:  Just  prior  to  publication  of 
this  article  the  OMB  released  the  funds,  due 
In  part  to  the  efforts  of  organized  medicine 
and  other  groups. 
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THE  AUXILIARY 


Building  Bridges:  A Media  Campaign 


COLLEEN  ADAM  (GEORGE) 
AMAA  North  Central  Director 


/ am  pleased  that  Colleen  Adam  (Mrs.  George)  of 
Hastings  has  agreed  to  share  these  thoughts  with  you. 
Colleen  has  served  as  National  Membership  Chairman 
for  the  AM  A Auxiliary  and  is  currently  serving  as  North- 
Central  Regional  Director. 

Jeanette  Schlichtemeier, 
NMAA  President 

Robert  Fulghum,  in  his  popular  All  I Really 
Need  To  Know  I Learned  in  Kindergarten, 

said  "When  you  go  out  into  the  world,  watch 
out  for  traffic,  hold  hands  and  stick  together." 

Holds  hands  and  stick  together. 

How  simple  that  sounds;  and  how  per- 
fectly it  describes  the  camaraderie  experi- 
enced in  our  organization  of  physicians' 
spouses.  . . an  organization,  much  like  the 
medical  association,  that  sits  on  a 'wave  of 
public  opinion,'  sometimes  thrust  high  with 
adulation,  and  other  times  dashed  to  the 
ground  with  a vengence. 

The  past  decade  was  an  interesting  one 
for  physicians  and  their  families.  Malprac- 
tice suits  were  front  page  news,  government 
regulation  was  an  ever-present  threat,  and 
physicians  found  that  they  were  just  as 
susceptible  to  drug  and  alcohol  problems  as 
the  person  next  door.  And,  as  the  'wave  of 
public  opinion'  rose  up  and  down,  physi- 
cians and  their  families  struggled  to  hold 
their  heads  up,  worked  together  to  insure  a 
greater  quality  of  life,  and  continued  to 
function  as  contributing  members  of  their 
communities. 

AMA  Auxiliary  president,  Norma 
Skoglund,  launched  a new  campaign  this 
year  to  assist  the  medical  families  in  their 
quest  for  positive  recognition.  Her  "Building 
Bridges  Media  Campaign"  established  as  its 
goal  "to  increase  public  awareness  of  volun- 
teer efforts  of  physicians  in  the  community. 


thus  improving  the  image  of  physician  and 
physicians'  .relationships  with  the  public." 

Since  August,  the  eight  directors  of  the 
AMAA  have  been  working  closely  with  state 
publicity/communications  chairmen  to  make 
them  aware  of  the  importance  of  getting 
media  coverage  for  programs  and  commu- 
nity events  that  involve  volunteer  efforts  of 
physicians  and  the  medical  community.  State 
chairmen  have  shared  the  information  with 
county  leaders  in  an  effort  to  form  a united 
goal  in  presenting  a positive  image  of  the 
physician  in  their  communities. 

The  volunteer  efforts  of  physicians  are 
many  with  a wide  range  of  programs  and 
people  touched.  Health  fairs.  Little  League 
coaching,  chairman  of  United  Way  fund 
drives,  providing  physicians  at  Boy  Scout 
Camps,  painting  the  local  church.  . . activities 
which  took  more  time  away  from  families.  . . 
for  no  renumeration.  . . adding  yet  another 
facet  to  the  "quality  of  life"  in  their  commu- 
nities. 

To  assist  the  auxiliary  leaders  with  the 
promotion  of  this  campaign.  National  Head- 
quarters developed  a new  handbook.  Work- 
ing With  The  Media,  that  includes  such 
basic  information  as  how  to 

• write  a press  release 

• make  media  contacts 

• recognize  "news" 

• work  with  media  representatives  to 
arrange  for  coverage,  and 

• prepare  leaders  for  interviews 

In  addition  to  this  important  handbook. 
National  Headquarters  is  preparing  periodic 
news  releases  on  national  priorities  (e.g., 
adolescent  health,  school  health  education) 
and  sending  them  to  county  publicity  chair- 
men with  instructions  on  how  to  add  their 
own  programs  to  the  releases  and  send 
them  to  the  local  media. 
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The  AMA  has  lent  strong  support  to  the 
AMA  Auxiliary  Building  Bridges  Media 
Campaign.  Members  of  the  AMA  Board  of 
Trustees  and  other  AMA  representatives  will 
be  encouraged  to  contact  medial  society/ 
association  presidents  and  executive  direc- 
tors and  ask  for  their  support  of  this  worth- 
while auxiliary  program.  Physicians  have 


recognized  the  far  reaching  effects  for  their 
families,  their  communities,  and  for  organ- 
ized medicine. 

As  a member  of  a physician  family,  riding 
the  'wave  of  public  opinion'  is  a part  of  our 
lives.  Holding  hands.  . . sticking  together. . . 
that  is  what  makes  is  easier. 


WELCOME  NEW  MEMBERS 


Thomas  J.  Roussell,  M.D. 

329  W.  40th  St. 

Scottsbiuff,  NE  69361 

Henry  C.  Gorman,  M.D. 

Box  Butte  General  Hospital 
P.O.  Box  810 
Alliance,  NE  69301 

Leroy  A.  Travers,  M.D. 

715  N.  St.  Joseph 
Hastings,  NE  68901 

Harold  W.  Thaut,  M.D.  (reinstated) 
805  West  Court  St. 

Beatrice,  NE  68310 


Daniel  R.  Olson,  M.D.  (reinstated) 
8303  Dodge  St. 

Omaha,  NE  68114 

Michael  L.  McCarty,  M.D. 

908  N.  Howard 
Grand  Island,  NE  68803 

Armondo  j.  Magana,  M.D. 

Two  West  42nd  St.,  #3100 
Scottsbiuff,  NE  69361 

Steven  j.  Feldhaus,  M.D. 

7710  Mercy  Rd.,  #207 
Omaha,  NE  68124 

George  T.  Surber,  M.D.  (reinstated) 
no  N.  16th  St.,  #12 
Norfolk,  NE  68701 
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COMING  MEETINGS 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates, 
April  26-28,  1991  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  - House  of  Delegates,  Sep- 
tember 12-14,  1991,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  - House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 

Lincoln. 

ANNUAL  SESSION  - House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-1  1,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 

Omaha. 

ANNUAL  SESSION  — House  of  Delegates, 
April  27-30,  1995,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 21-23,  1995,  Cornhusker  Hotel, 

Lincoln. 


PEDIATRIC/ADOLESCENT  MEDICINE 

MARCH  27,  1991  - Wednesday,  4:00-8:00 
p.m.,  Mary  Lanning  Memorial  Hospital, 
Hastings,  Nebraska.  Sponsors:  Nebraska 
Chapter,  American  Academy  of  Pediatrics; 
Mary  Lanning  Memorial  Hospital;  and  Uni- 
versity of  Nebraska  Medical  Center.  Course 


Director:  Bruce  Sheffield,  M.D.,  Chairman, 
Continuing  Medical  Education,  Mary  Lan- 
ning Memorial  Hospital.  Topics  and  Speak- 
ers: Infectious  Diseases,  Stephen  Chartrand, 
M.D.,  Creighton  University  School  of  Medi- 
cine; Pediatric  Diabetic  Management,  Kevin 
Corley,  M.D.,  Childrens  Hospital;  and  Dysmor- 
phology,  Bruce  Buehler,  M.D.,  University  of 
Nebraska  Medical  Center.  To  register  or  for 
further  information,  contact:  Judy  Reimer, 
Mary  Lanning  Memorial  Hospital,  71  5 N.  St. 
Joseph  Avenue,  Hastings,  Nebraska  68901 
(402)  463-4521. 


MAYO  FOUNDATION 

MARCH  1-3,  1991  — Neurology  in  Clinical 
Practice,  Telemark  Resort,  Cable,  Wisconsin. 
Contact:  Postgraduate  Courses,  Section  of 
Continuing  Education,  Mayo  Clinic/Mayo 
Foundation,  Rochester,  MN  55905.  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 

MAY  10-11,  1991  — Ophthalmic  Reviews, 
Rochester,  Minnesota,  Contact:  Postgradu- 
ate Courses,  Section  of  Continuing  Educa- 
tion, Mayo  Foundation,  Rochester,  MN 
55905.  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 


CREIGHTON  UNIVERSITY 
CME  PROGRAMS 

JULY  9-13,  1991  (1991  Eclipse)  - Present 
and  Future  Clinical  Applications  of  Tumor 
Markers,  Ritz  Carlton  Hotel,  Kona, 
Hawaii/Category  1 AMA  credit  will  be 
available. 

OCTOBER  25-26,  1991  - Sixth  Annual  A 
Day  With  The  Perinatologists,  Omaha, 
Nebraska/Category  1 AMA  credit  will  be 
available. 


50  Nebraska  Medical  Journal  February  1991 


MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships  on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 

SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha;  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 

University  School  of  Medicine,  Continuing  Medical 

Education  Division,  Omaha,  Nebraska  68178-0072, 

1-800-548-CMED  or  1-402-280-1830. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 
COURSE  SCHEDULE 

MARCH  8,  1991  — Diabetes  Symposium,  Uni- 
versity of  Nebraska  Medical  Center  Campus. 

MARCH  1 0-1  5,  1 991  — 1 1 th  Annual  Keystone 
Ent  Ski  Conference,  Keystone  Conference 
Center,  Keystone  Colorado. 

MARCH  1 1-22, 1991  — Family  Practice  Review, 
University  of  Nebraska  Medical  Center  Cam- 
pus. 

MARCH  27,  1991  — Adolescent/Pediatric 
Medicine,  Mary  Fanning  Memorial  Hospital, 
Hastings,  Nebraska. 

APRIL  8-19,  1991  — Family  Practice  Review, 
University  of  Nebraska  Medical  Center  Cam- 
pus. 

APRIL  20,  1991  — Nebraska  Association  of 


Pathologists  Spring  Meeting,  University  of 
Nebraska  Medical  Center  Campus. 

MAY  1 8, 1 991  — Hands-on  Workshop  on  Stero- 
taxis.  University  of  Nebraska  Medical  Center 
Campus. 

JUNE  6-7,  1991  — 40th  Annual  Program  on 
Obstetrics  and  Gynecology,  Red  Lion  Inn, 
Omaha,  Nebraska 

JUNE  21-23,  1 991  — Treatment  of  the  Allergic 
Patient,  Madden's  Resort,  Brainard,  Minne- 
sota 

June  22-23,  1991  — Lipids/CV  Disease  Pro- 
gram, Mahoney  State  Park. 

OCTOBER  24-27, 1 991  — Nebraska-Dartmouth 
Ethics  Conference,  Red  Lion  Inn,  Omaha,  Ne- 
braska. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
FOR  CONTINUING  EDUCATION 

EMERGENCY  MEDICAL  SERVICES 
COURSE  SCHEDULE 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  (PALS) 
- March  25-26,  1991,  May  21-22,  1 991 . 

ADVANCED  TRAUMA  LIFE  SUPPORT  (ATLS) 
-April  4-5,  1991,  May  16-1  7,  1991. 

ADVANCED  CARDIAC  LIFE  SUPPORT  (ACLS) 
— January  1 4-1 5,  1991,  (Provider).  February 
1 4-1 5,  1991  (Provider) . March  1 , 1991,  (Pro- 
vider). March  27,  1991,  (Recertification) 
April  22,  1991,  (Recertification).  April  23, 
1991,  (Instructor).  May  7-8, 1991,  (Provider). 
June  3,  1991  (Recertification).  June  4,  1991, 
(Instructor). 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
FOR  CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 
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FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conven- 
ience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicians 
how  to  access  information  from  their  own 
PC's  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information  contact:  Center  for 
Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MED 
CONSULT  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE 

JUNE  15-22,  1991  - The  Tenth  Annual 
Conference  will  be  held  at  Wolverine 
Lodge,  Lynn  Lake,  Manitoba,  Canada.  Fee, 
150.00. 

For  more  information,  contact:  Sharlene  Knippel- 
meyer,  RN,  BS,  Education  & Staff  Development,  Lincoln 
General  hlospital,  2300  South  16th  Street,  Lincoln,  NE 
68502,  (402)  473-5638. 


IN  MEMORIAM 

By  medicit^e  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 


DON  E.  MURRAY,  M.D.  — (Born  June  20, 
1907  — died  January  2,  1991)  Medical 
Specialty  — Urology.  Doctor  Murray  was  a 
graduate  of  the  Northwestern  University 
College  of  Medicine  in  Chicago,  gradu- 


ated in  1937,  and  practiced  in  Hastings.  He 
was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical 
Association.  Dr.  Murray  is  survived  by  his 
wife,  Anne. 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W,  McClure,  Exec  Vice  President 

8502  West  Center  Rd.,  P.O.  Box  241255,  Omaha.  NE  68124-5255 
American  Diabetes  Association  - Nebraska  AfTiIiate,  Inc. 

Mary  Jones,  Executive  Director 
2730  South  114lh  St..  Omaha.  NE  68144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P Halleen,  Executive  Director 
3624  Farnam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
401  E.  Gold  Coast,  Rd.  #331 
Omaha,  NE  68128 
American  Red  Cross 
1701  "E"  Street 

P.O.  Box  83267,  Lincoln.  NE  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha,  NE  68134 
Blue  Cross/Blue  Shield  of  Nebraska 
William  H Heavey,  President 
P O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

303  N.  52nd  St..  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103 
Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph  D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 
Julie  A.  Sutcliffe,  President 
3015  North  90th  St.,  #6,  Omaha,  NE  68134 
March  of  Dimes  — Birth  Defects  Foundation 
1618  L Street 
Lincoln,  NE  68508 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
\lissouri  V'alley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D. 

2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 
1912  No.  90th  St.,  Lower  Level 
Omaha,  NE  68114 

National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha,  NE  68134 
National  Society  of  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St.,  Suite  203 
Omaha.  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Peter  J.  Whilted,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
Frederic  Ogren,  M.D. 

Dept  Of  Otolaryngology,  University  Hospital 
42nd  & Dewey  Ave.,  Omaha,  NE  68132 

Nebraska  Allergy  Society 

Melvin  Hoffman,  M.D.,  President 
600  N.  Cotner,  #208,  Lincoln,  NE  68505 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
George  Gammel,  M D.,  President 

1919  South  40th  St.,  #333,  P O.  Box  6960,  Lincoln,  NE  68506 

Nebraska  Cardiovascular  Society 
James  Karnegis,  M D. 

VA  Hospital  — 4101  Woolworth,  Omaha,  NE  68105 

Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Kathleen  Bliese,  M.D.,  Secretary-Treasurer 
Jodi  L Filipi,  Executive  Director 

River  City  Office  Park,  #202,  401  No.  117th,  Omaha,  NE  68154 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges,  M.D.,  Chairman 
2115  N.  Kansas,  Hastings,  NE  68901 
Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Harris  B.  Graves,  M.D.,  Secretary-Treasurer 
820  Branding  Iron  Dr.,  Elkhorn,  NE  68022 
Nebraska  Chapter  — American  College  of  Physicians 
Robert  R.  Recker,  M.D.,  Governor 

Creighton  University  School  of  Medicine,  Omaha,  NE  68178 
Nebraska  Chapter  - American  College  of  Surgeons 
F.  William  Karrer,  M.D.,  President 
8111  Dodge  St.,  #253,  Omaha,  NE  68114 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So,  49th  St..  Omaha.  NE  68132 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.,  Sle.  7,  Lincoln,  NE  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Pat  Hoidal,  President 
8303  Dodge  Street,  Omaha,  NE  68114 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L Schellpeper,  Secretary 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
Suite  711,  941  O Street,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bengsirom,  M.D.,  Secretary 
215  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Bruce  Taylor,  M D. 

3145  O Street,  Lincoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R P.,  Executive  Director 
5440  South  St.,  Ste.  1200,  Lincoln,  NE  68506 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Jehangir  B.  Bastam,  M.D.,  President 
2730  Kaiy  Circle,  Lincoln,  NE  68506 
Nebraska  Radiological  Society 

Susan  Williams,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha.  NE  68198 
Nebraska  Rheumatism  Association 
Arthur  L Weaver,  M.D.,  President 
2121  So.  56th  St.,  Lincoln,  NE  68506 
Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
William  Heidrick,  M.D 
P.O.,  Box  5363,  Lincoln,  NE  68505 
Nebraska  Society  of  Anesthesiologists 
Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
Todd  Sorensen,  M D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Donna  Slama,  President 
6900  L Street,  Lincoln,  NE  68510 
Nebraska  Society  for  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Lincoln  General  Hospital 
2200  South  16th  St.,  Lincoln,  NE  68502 
Nebraska  State  Depariment  of  Health 
Gregg  Wright,  M.D.,  Director  of  Health 

301  Centennial  Mall  South,  P O.  Box  95007,  Lincoln,  NE  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
nils.  90th  St.,  Omaha,  NE  68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings.  NE  68902 
Omaha  Mid-West  Clinical  Society 

Ms  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205-B,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health 
Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  So.,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D,,  Chancellor 
UNMC  - 600  S 42nd  St..  Omaha,  NE  68198 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

I^aul  E.  CoUicott,  M.D.,  Lincoln President 

Perry  T.  Williams,  M.D.,  Omaha  President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln  Secretary-Treasurer 

William  L.  Schellp>eper,  Lincoln  Executive  Director 

James  K.  Ruigh,  Lincoln  Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney:  — 

John  D.  Coe,  M.D.,  Omaha:  — Louis  J.  Gogela,  M.D. 

Lincoln:  — Blaine  Y.  Roffman,  M.D.,  Omaha 
BOARD  OF  DIRECTORS 

Paul  E.  Collicott,  M.D.,  Chairman  Lincoln 

Perry  T.  Williams,  M.D.,  Vice-Chairman Omaha 

Chris  C.  Caudill,  M.D.,  Secretary-Treasurer  Lincoln 

Richard  A.  Raymond,  M.D.,  Past  President  Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

David  R.  Little,  M.D Hastings 

Stanley  F.  Nabity,  M.D.,  Grand  Island 

SCIENTIFIC  SESSIONS  COMMITIEE 

Sushil  S.  Lacy,  M.D.,  Chairman  Lincoln 

David  L.  Bacon,  M.D Kearney 

Lawrence  C.  Bausch,  M.D Lincoln 

Douglass  A.  Decker,  Jr.,  M.D Lincoln 

Robert  J.  Fitzgibbons,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Charles  D.  Gregorius,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Wesley  G.  W'ilhelm,  M.D Omaha 

COMMISSION  OF  ASSOCIATION  AFFAIRS 

Joseph  E.  Stitcher,  M.D.,  Chairman Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

James  M.  Carraher,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Joel  T.  Johnson,  M.D Kearney 

liemard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O’Donohue,  M.D Omaha 

John  C.  Wilcox,  M.D Aurora 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice  Chairman  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Thomas  F.  Eastman,  M.D Scottsbiuff 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Sliiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Mylan  fi.  VanNewkirk,  M.D Scottsbiuff 

Gregg  F.  Wright,  M.D Lincoln 

Ar>HOC  COMMITlEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  AuchMoedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Scott  G.  Rose,  M.D Omaha 

Ftobert  C.  Rosenlof,  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 

AI>HOC  COMMITTEE  ON  IX)W  LEVEL 
RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman  Omaha 

IVentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Dennis  D.  Hatch,  M.D Superior 

David  J.  HoelLing,  M.D Pender 

Ernest  O.  Jones,  Ph.D Omaha 

Martin  R.  lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

AIMIOC  COMMLITEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman  Lincoln 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Fibers,  M.D Lincoln 

Stacey  D.  Goodrich,  M.D Tecumseh 

Roger  A.  Jacobs,  M.D Seward 

Kenneth  M.  Johnson,  M.D McCook 

Ronald  W.  Klutman,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Per^,  II,  M.D Nortii  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 


NMA  PRO  OVERVIEW  COMMITI'EE 


Gordon  J.  Hmicek,  M.D.,  Chairman  Grand  Island 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbiuff 

C.  T.  Frerichs,  M.D Beatrice 

Richard  E.  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

John  T.  McGreer,  ill,  M.D Lincoln 

Frederick  F,  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMIITEE 

M.  Jack  Mathews,  M.D.,  Chairman  Lincoln 

Timothy  J.  Biga,  M.D Norfolk 

C.  T.  Frerichs,  M.D Beatrice 

John  C.  Sage.  M.D Omaha 

COMMISSION  ON  LEGISLATION 

AND  GOVERNMENTAL  AFFAIRS 

Ronald  W.  Klutman,  M.D.,  Chairman  Columbus 

Charles  D.  Gregorius,  M.D.,  Vice-Chairman Lincoln 

Dennis  D.  Beavers,  M.D Omaha 

Judith  A.  Butler,  M.D Superior 

Melvin  A.  Churchill,  M.D Lincoln 

Donald  A.  Dynek,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Michael  J.  Germer,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

Tamara  R Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

D.  G.  O'Leary,  M.D Omaha 

George  W,  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

James  N.  Shreck,  M.D North  Platte 

John  W.  Smith,  M.D Omaha 

Steven  R Thomas,  M.D York 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl.  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman  Omaha 

Joel  T.  .Johnson,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  R Palmer,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

Willis  L.  Wiseman,  M.D Wayne 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap,  M.D.,  Chairman  Norfolk 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitach,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 


COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman  Omaha 

Ronald  L.  Asher,  M.D North  Platte 

Itobert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

Steffan  R Lacey,  M.D Norfolk 

Richard  L.  O'Brien.  M.D Omaha 

William  R Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  ATHLl-mC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman  Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R Michael  Gross,  M.D Omaha 

Richeird  E.  Jackson,  M.D Pawnee  City 

Mark  R Jones,  M.D Lexington 

George  Sullivan,  RP.T Lincoln 


AD-IIOC  COMMITTKK  ON  HKAi;HI  F:DLICATI0N 

Warren  G.  Bosley,  M.D.,  Chairman  Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Stephen  J.  Lanspa,  M.D Omaha 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIUS 

Rodney  S.W.  Basler,  M.D.,  Chainnan  Lincoln 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Jon  J.  Hinrichs,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  I.^u,  M.D Lincoln 

Joseph  M.  Stavas,  M.D Lincoln 

AI>HOC  COMMIITFE  ON  YOUNG  PHYSICIANS 

Kirk  B.  Muffly,  M.D.,  Chairman Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

David  J.  Hilger,  M.D Lincoln 

Jeffrey  B.  Itkin,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  IL  Johnson,  M.D Cambridge 

Itobert  M.  Langdon,  Jr.,  M.D Omaha 

Michael  J.  McGahan,  M.D West  Point 

Marjorie  Mellor,  M.D Central  City 

Kevin  D.  Nohner,  M.D Omaha 

Timothy  P.  O'Holleran,  M.D North  Platte 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Sliilling,  M.D Omaha 

Michael  J.  Sullivan,  M.D Aurora 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky Norfolk 

Mohammed  K.  Zahra,  M.D Norfolk 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  IL  Walker,  M.D.,  Chairman Kearney 

John  B.  Bryd,  M.D Neligh 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

William  A.  Scliiffermiller,  M.D Omaha 

11.  Neal  Sievers,  M.D Blair 

Stephen  D.  Torpy,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman  Lincoln 

Warren  G.  Eiosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 


AD-HOC  COMMITTEE  RE:  MEDICARE 


Robert  F.  Shapiro,  M.D.,  Chairman  Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Robert  D.  Harry,  M.D Lexington 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  O.  Martin,  M.D Ord 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Richard  B.  Svehia,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

Milton  C.  Zadina,  M.D Columbus 


NMA  TASK  FORCE  ON  AIDS 


Scot  C.  Sorensen,  M.D.,  Chairman Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Jane  S.  Roccaforte,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

F*lulip  W.  Smith,  M.D Omaha 

NMAA^NCM  COORDINATING  COMMI'ITEE 
(NMA)  RepresentatlvoH) 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  W.  Klutman,  M.D Columbus 

David  R.  Little,  M.D Hastings 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairman Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer  Lincoln 

John  I.  Cherry,  M.D Lincoln 

Mrs.  Larry  L.  Fletcher  Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  Robert  G.  Osborne  Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R Schenken,  M.D Omaha 

Mrs.  William  R Schlichtemeier  Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone Lincoln 

Peter  J.  Wliitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

NMA/CREIGHTON  COORDINATING  COMMIITEE 
NMA  Ropresenlalivcs 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Anthony  P.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R Schenken,  M.D Omaha 

AI>HOC  COMMIITEE  ON  MATERNAL  & CHILD  HICALTH 

Lawrence  C.  Bausch,  M.D.,  Chainnan Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice*Chainnan  Kearney 


Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Craig  A.  Bassett,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

G.  William  Orr,  M.D Otnaha 

Richard  P.  Perkins,  M.D Omaha 

Carl  V.  Smith,  M.D Omaha 


Section  on  Perinatal  Mortality  Review 

Clarence  Davis,  Jr.,  M.D Osceola 

Jaime  L.  Frias,  M.D Omaha 

Kenneth  M.  Johnson,  M.D McCook 

Robert  M.  Nelson,  M.D Omaha 

James  M.  Plate,  M.D Kimball 

Gregg  F.  Wright,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1 51 2 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 
308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D 
INTERNAL  MEDICINE 
William  J Landis.  M.D. 


LINCOLN,  cont 


NEBRASKA  HEART  INSTITUTE 

Supports  The 

Nebraska  Medical  Association 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  George  Papanicolaou,  M.D. 

R.  Kent  Jex,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-90 


PEDIATRICS 

Agnes  Gomes,  M.D 

OBSTETRICS  • GYNECOLOGY  Karen  M.  Higgins,  M .D. 
William  Gomes,  M D Larry  J.  Marshall,  M.D. 

John  P.  Reilly.  M.D.  SURGERY 

James  V.  Reiss,  M.D. 

11-90 


LINCOLN  

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
SURGERY  OF  TRAUMA 
GENERAL  SURGERY 
All  Board  Certified  by  American  Board  of  Surgery 

PAUL  E.  COLLICOTT,  M.D.,  FACS  JOHN  I.  CHERRY,  M.D.,  FACS 
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Physicians’  Ciassified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25<?  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  may  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln.  NE  68508. 


OCCUPATIONAL  MEDICINE  OPPORTUNITY 
— Opportunities  available  for  permanent  and 
permanent  part-time  positions  in  Occupational 
Medicine  in  the  Kansas  City  metropolitan  area. 
Responsibilities  include  pre-employment  screen- 
ings, periodic  evaluations  and  evaluation  and 
treatment  of  work  related  injuries.  Previous  ex- 
perience in  occupational  medicine  is  desirable, 
however,  training  in  general  surgery,  orthopedic 
surgery,  internal  medicine  or  family  practice 
may  be  acceptable.  Excellent  compensation  and 
flexible  hours.  If  you  are  interested  in  these 
positions,  please  contact  Ms.  Judi  Iggens,  Profes- 
sional Relations,  3101  Broadway,  Ste.  1000, 
Kansas  City,  Missouri  64111,  or  call  (816)  561- 
2105. 

FAMILY  PRACTICE-HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY  — Dynamic  growth-ori- 
ented hospital  in  beautiful  North  Central  Wis- 
consin is  seeking  Family  Physicians  to  join  a 
growing  practice  in  a new  facility.  The  adminis- 
trative burdens  of  medical  practice  will  be  mini- 
mized in  this  hospital-managed  clinic.  The  hospi- 
tal has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than  similar 
opportunities.  Package  includes  base  income, 
incentive  bonus,  malpractice,  disability,  signing 
bonus  and  student  loan  reduction/forgiveness 
program.  All  relocation  costs  will  be  borne  by 
the  hospital.  Please  contact  Kari  Wangsness, 
Associate,  The  Chancellor  Group,  Inc.,  France 
Place,  Suite  920,  3601  Minnesota  Drive,  Bloom- 
ington, Minnesota,  55435.  (612)  835-5123. 


FAMILY  PRACTICE  — The  Kearney  Clinic  would 
like  to  expand  our  Family  Practice  section.  If  inter- 
ested in  discussing  an  excellent  practice  location, 
call  collect  to  Harold  Freese  (308)  237-2141.  Ad- 
dress, 21 1 West  33rd  Street,  Kearney,  NE  68847. 

KANSAS/MISSOURI  — Excellent  full-time  and 
part-time  opportunities  in  Emergency  Medicine 
for  primary  care  and  ABEM  Certified  and  pre- 
pared physicians.  Facilities  range  from  3,000- 
20,000  patient  visits  per  year.  Big  city  amenities 
with  good  quality  of  life.  Contact  Emergency 
Medical  Services,  3101  Broadway,  Suite  1000, 
Kansas  City,  Missouri  64111,  (800)  821-5147. 


RADIOLOCY/ORTHOPEDICS/FAMILY  PRAC- 
TICE/PEDIATRICS/O&GYN/INTERNAL  MEDICINE/ 
PERIPHERAL  VASCULAR  SURGERY:  Several  at- 
tractive opportunities  in  INDIANA,  NEBRASKA,  WIS- 
CONSIN, and  MIChllCAN.  A variety  of  practice  set- 
tings. Single,  mutlispecialty,  or  solo  opportunities. 
Contact  Bob  Strzeiczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1-800-243- 
4353.  STRELCHECK  & ASSOCIATES,  INC;  10624 
N.  Port  Washington  Road,  Mequon,  Wl  53092. 


FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

FAMILY  PRACTICE:  DENSION,  IOWA  - Seek- 
ing 2 family  practitioners  to  round  out  an  active 
medical  staff  of  5,  serving  town  of  6,500  and  county 
of  1 8,000.  Weekend  ER  coverage  provided  by 
hospital.  Excellent  school  system  and  72-bed  hospi- 
tal located  in  the  scenic  western  Iowa  community. 
Contact  Kip  Ewen,  Administrator  (712)  263-5021 
or  (71  2)  263-3830. 
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Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 
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Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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''Earning  my  professional 
reputation  takes  hard 
work.  Protecting  it 
takes  a multi-billion 


dollar  company.” 

I purchased  the  best  medical  liability  insurance 
available  for  physicians  anywhere.  My 
reputation  is  protected  by  a financially 
stable  company  with  more  than 
$11  billion  in  assets. 

I depend  on  my  insurer  to  spare  no 
expense  in  protecting  and  defending 
my  reputation.  The  lawyers  most 
experienced  in  medical  liability  are 
ready  to  defend  me  And  a claim 
representative  who  understands 
my  profession  is  available 
at  all  times. 

I work  hard  to  earn  my  professional 
reputation.  I depend  on  The  St.  Paul  to 
protect  it.  So  can  you. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul 


Or  call  The  St.  Pauls  Omaha  Service  Office  at 
(402)  330-5400  or  1-800-642-8430  and  ask 
for  Robert  Slaughter,  Vice  President  and 
General  Manager. 


the  new  YlIRK  academy  of  MED. 
l-ibrary  per roDi cals  dept. 

2 EAST  iUORD  ST. 

■MEW  YORK  nY  10029 


For  some  malpractice  carriers,  easy  come  meant  easy 
go.  But  not  The  Medical  Protective  Company.  Our  finan- 
cial stability  is  a legend  in  our  industry.  And  has  been 
since  we  invented  professional  liability  coverage  at  the 


turn  of  the  century.  Ninety  years  in  business  and  a 
continual  A-t-  (Superior)  rating  from  A.M.  Best  prove  it. 
Don’t  gamble  your  premium  dollars.  Put  your  money 
on  a sure  thing  and  call  our  general  agent  today. 
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Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154 
(402)  334-9689 


Another 

Methodist 

hmovation: 

Computerized  Remote 
Afterioading  Brachytherapy 

Methodist  is  proud  to  be  the  first  hospital  in  the  Midlands  to  offer 
Remote  Afterloading  Brachytherapy  to  treat  cancer  patients. 

This  new,  innovative  outpatient  treatment  technique  allows  a 
higher  dose  of  short  range  radiation  (brachytherapy)  to  be  concentrated 
on  a cancerous  tumor  without  harming  healthy  cells  surrounding  it.  Its 
advantages  include: 

• shorter  treatment  times/outpatient  treatment 

• greater  patient  comfort 

• improved  accuracy  of  treatment 

• multicatheter  implant  possibilities  (18  separate  channels) 

• computerized  dose  optimization 

• endobronchial  treatments  possible 

Computerized  Remote  Afterloading  Brachytherapy  has  appli- 
cations to  palliative  and  curative  cases.  It  can  be  safely  combined  with 
chemotherapy  and  allows  for  “on-site”  radioactive  isotopes,  eliminating 
the  need  to  order  new  radioactive  sources  for  each  new  case. 

Computerized  Remote  Afterloading  Brachytherapy  — one  of  many 
reasons  why  people  turn  to  Methodist  Hospital  for  cancer  treatment. 

METHODST 

HOSPI1AL 

84th  and  Dodge 


We  know 
over  175  specialists 

who  would 
join  your  practice 
in  a minute. 


Arranging  a consultation  is  now  as  painless  as  picking  up  the  phone.  Just  call  RSVP. 
You’ll  have  immediate  access  to  physicians  from  Creighton  University  School  of 
Medicine/Saint  Joseph  Hospital.  Within  30  minutes,  day  or  night,  the  specialist  you 
request  will  call  you  back  and  share  the  kind  of  expertise  you’ll  only  find  at  a teaching 
hospital.  Keep  the  RSVP  number  nearby.  It’s  like  having  175  specialists  on  your  staff. 

OUTSIDE  NEBRASKA  1-800-228-RSVP;  IN  NEBRASKA  1-800-642-RSVP 

RSVP*  REGIONAL  SYSTEM  FOR  VISITING  PHYSICIANS 


Saint  Joseph  Hospital 


.Creighton  University  Medical  Center. 

Teaching,  healing,  leading. 
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jJoiVLEY  MEDICAL 

SUPPLY  CD\1PA\Y 

P.O.  Box  83108.  Lincoln,  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  - Office  Forms 

QUALITY  PRINTING  AT  THE  RIGHT  PRICE 
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Imagine  A Atedical  Center 
M Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable  . 

support  for  your  | ^ Enter 

patient  practice.  I, 

Enter  into  a partnership  - a partnership 
in  patient  management. 


A service  of  your  University  of  Nebraska  Medical  Center 


COMMITTED  TO  EXCELLENCE 


Roche 

Laboratories 
presents  the 
winners  of 
the  1990 


( fROCHE^ 


ROCHE 

A W > 
i.  PRESDENT'S 
\ ACHIEVEMENT 
AWARD 


Please  join  us  in  honoring  these  out- 
standing Roche  sales  representatives 
who  have  distinguished  themselves  by 
a truly  exceptional  level  of  professional- 
ism, performance  and  dedication  to 
quality  health  care. 

Throughout  the  year,  each  of 
these  award-winning  individuals  has 
consistently  exemplified  the  Roche 
Commitment  to  Excellence,  and  we're 
proud  to  invite  you  to  share  in  congrat- 
ulating them  on  their  achievement. 


Kurt  K.  Koch 


Anthony  Murante 


Turn  the  page  to  see  one  of  the  many  ways  your  award-winning  Roche  representative  can  assist  you  and  your  patients. 


COMMITTED  TO  TOTAL  HEALTH  CARE 


Roche 

Laboratories 
presents  the 
resource  library 
for  patient 
information 


You.  ywu  Medirad  p»robi«« 
luid  yiMir  treutinefit  »iUi 


ME 


You,  your  medical  problem 
and  vour  treatment  with 

EFUDEX 

I f)ur<n>urani.  K<  •rhr  • 


ME 


ROCHE 


MEDICATION 

EDUCATION 


Your  Roche  representative  offers  you 
access  - withouf  expense  or  obligation  - 
to  a comprehensive  library  of  patient 
information  booklets  designed  to  sup- 
plement rather  than  supplant  your  rap- 
port with  your  patients. 

Each  booklet  helps  vou  provide... 

• Reinforcement  of  your  instructions 

• Enhancement  of  compliance 

• Satisfaction  with  office  visits 

Your  Roche  representative  will  be  hap- 
py to  provide  a complete  catalog  of 
available  booklets  and  complimentary 
supplies  of  those  that  are  applicable  to 
your  practice. 


You.  medkal  prohlom 
ud  your  troutaeol  with 


You.  your  medical  problem 
and  yoor  treatment  with 
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ME 


The 

most  important  thing 

we  can  tell  you  about  our 

Rehab  Center, 
you  probably  already 

know. 


You  know  that  when  you  refer  patients  to 
the  Immanuel  Rehabilitation  Center,  they 
will  receive  the  quality  care  you  expect  — 
no  matter  what  their  injury  or  illness. 

That’s  because  they  will  be  supported  by 
a unique  team  of  physiatrists  and 
other  rehab  professionals.  They  will  be 
treated  as  individuals.  And,  given  the 
comprehensive  care  they  need.  As  their 


primary  care  physician,  you  will  be 
updated  on  patient  progress.  And,  your 
patients  will  be  referred  back  to  you 
after  treatment. 

At  the  Immanuel  Rehabilitation  Center, 
you  know  your  patients  will  be  given  the 
best  chance  at  returning  to  a more 
meaningful  and  self-reliant  lifestyle.  There 
is  nothing  more  important. 


Immanuel 

REHABILRATION  CENTER 

6901  North  72nd  Street  • Omaha,  Nebraska  6S122 

1-402-572-2295 

Achieving  Independence  Through  Rehabilitation  Since  1968. 


JCAHO  and  CARF  Accredited 


I 


...there  may  be  bronchitis 


“Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36;133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Brwf  Sanmary. 

Cwsidt  ttie  package  literatsre  for  prescrliBig  iaformatioe. 
Indication:  Lower  respifatory  inteclions,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
HaemopMius  influenzae,  and  Streptococcus  pyogenes 
(group  A p-tiemolytic  streptococci), 

Contraiodicatiofl:  Known  allergy  to  cephalosporins. 
Warnings;  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibioBc-associateti 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

PrecauBons: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  Bie 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  latKiratory  studies  should  be  made. 

• Broad-spectrum  antibioBcs  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  coliBs. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother’s  milk.  Exercise  cauBon 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reacBons  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pmritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  serum-sickness-like  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  mulBforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  anti 
no  evidence  to  date  of  sequelae  oi  the  reaction.  White 
further  investigation  is  ongoing,  serum-sickness-tike 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  tnal  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a lew  days  after  initiation  of  therapy  and  subside 
wiBiin  a few  days  after  cessation  of  therapy:  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
sBidies).  In  those  requiring  hospitalizaBon,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
senous  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  neaolysis, 


and  anaphylaxis  have  been  reported  rarely.  An^ylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy, 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  BeaBnem. 

• As  wiBi  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other;  eosinophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocyttwenia  and  reversibie 
interstitial  nephritis. 

Abnonnalities  in  laboratory  results  of  uncertain  etiolrwy. 

• Slight  elevations  In  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and.  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
ars)  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test. 

• Falseoositive  tests  for  urinary  glucose  with  Benedict's 
or  Fehling’s  solution  anti  Clinitest’  tablets  but  not  with 
Tes-Tape’'  (giucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  (021490  LRf] 

APPitionai  information  available  to  the  profession 
on  request  from  Eli  Lilly  anP  Company,  Indianapolis, 
Indiana  46285. 

Eli  Lilly  Industiles,  Inc 
0^/7  Carolina,  Puerto  Rico  00630 

^ Subsidi^  of  Ell  Lilly  and  Company 
Indianapolis,  Indiana  46285 

CR-0525-B-049333  ? 1990,  EU  UaV  AND  COMPANY 
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NEBRASKA 
[ MEDICAL 
ASSOCIATION 


PHONE:  (402)  474-4472 


151  2 FIRSTIER  BANK  BUILDING  • LINCOLN,  NEBRASKA  68508  • FAX:  (402)  474-21 98 


TO:  MEMBERS,  NEBRASKA  MEDICAL  ASSOCIATION 

Dear  Colleague; 

Following  one  year  of  activity,  the  Board  of  Directors  has  reviewed  the  services  by 
Bartling  & Hinkle,  P.C.  to  determine  their  effectiveness  as  the  NMA’s  exclusively  endorsed 
provider  of  medical  account  collections.  The  response  from  members  utilizing  the  service 
has  been  extremely  favorable. 

During  1990,  an  increasing  number  of  groups  have  begun  utilizing  the  Bartling  & Hinkle 
service.  They  report  a substantial  increase  in  collections  on  delinquent  accounts  with 
lower  fees  assessed  on  these  collections  than  were  paid  to  their  previous  service.  Based 
on  this  information,  the  Board  of  Directors  strongly  recommends  the  services  of  Bartling 
and  Hinkle,  P.C.,  to  the  membership. 

Several  groups  have  indicated  a willingness  to  discuss  their  experience  in  utilizing  Bartling 
& Hinkle,  P.C.  with  members  of  the  Association  or  their  staff.  The  Board  of  Directors 
urges  you  to  contact  one  of  the  groups  listed  below  if  you  have  questions  about  the 
results  of  Bartling  & Hinkle,  P.C. 

* Filkins  Eye  Consultants  - Pat  Roth,  (402)  552-2806 

* Lincoln  Surgical  Group,  P.C.  - Cheryl  Rasgorshek,  (402)  483-7825 

* North  Platte  Anesthesia  Services  - Kay  McDonald,  (308)  534-031 8 

* Pediatric  Ophthalmology  Associates  - Patty  Olinger,  (402)  399-9400 

* Scottsbiuff  Neurology  Associates  - Helyne  Beehler,  (308)  635-3936 

My  office  has  utilized  Bartling  and  Hinkle  for  some  time  and  been  well  pleased  with  the 
results.  On  behalf  of  the  Board,  I strongly  encourage  you  to  investigate  and  make  use 
of  this  outstanding  service. 

For  more  information,  contact  the  Nebraska  Medical  Association  office  or  Bartling  & 
Hinkle,  P.C.,  5801  South  58th  Street,  Lincoln,  Nebraska  68516,  (402)421-1600. 


PAUL  E.  COLLICOTT,  M.D.,  President  / PERRY  T.  WILLIAMS,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
RICHARD  A.  RAYMOND,  M.D.  / DONALD  J.  PAVELKA,  M D. 

HERBERT  A.  HARTMAN,  JR.,  M.D.  ,/  DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D 
Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE.  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 


Sincerely, 


Paul  E.  Collicott,  M.D. 
President 


BOARD  OF  DIRECTORS 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwotfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  It,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ 1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  '•h.  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  . 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 


53159-001-10. 
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PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 
(201) 569-8502 
1-800-237-9083 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927, 

Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA 94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec,  Vice  President 
Independence  Mall  West,  6th  St.,  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J,  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 
American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Exec.  Vice  President 
510  North  State  Street,  Chicago,  U 60610 
American  Society  of  Anesthesiologists 

Mr.  Glenn  W.  Johnson,  Executive  Director 
515  Busse  Hwy,,  Park  Ridge,  II  60068-3189 
American  Society  of  Clinical  Pathologists 
Robert  A Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  U 60612 
American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D C.  20005 
American  Urological  Association,  Inc. 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph  D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  D 60610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Secretary 
P.O.  Box  21373,  Wichita,  KS  67208 
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Health 

Access 

America 

The  AMA  proposal  to 
improve  access  to  affordable, 
quality  health  care. 

‘‘I  caift 
to  go  to 

the  doctor.” 


We  hear  that  a lot  from  our  patients 
these  days.  For  the  33  million  people 
who  have  no  health  insurance,  it’s  a 
particularly  acute  problem. 

That’s  why  the  AMA  has  launched 
a proposal  to  improve  access  to  afford- 
able, quality  health  care.  It’s  called 
Health  Access  America.  The  message  is 
being  sent  to  Congress,  the  media,  labor 
and  management  organizations,  con- 
cerned groups  like  AARP,  and  your 
fellow  physicians. 

Simply , Health  Access  America 
proposes  health  insurance  coverage 


for  all  Americans,  regardless  of  income 
or  health  status.  It  calls  for  expanded  pub- 
licly-funded health  care  for  the  needy;  a 
stronger  Medicare  system;  employer-pro- 
vided coverage  for  all  workers  and  their 
families  with  tax  incentives  for  small 
businesses. 

America’s  physicians  are  leading 
the  way  to  reforming  the  health  care 
system  by  speaking  out  on  these  critical 
issues. 

Td  get  a copy  of  the  Health  Access 
America  proposal,  please  call  our  Mem- 
ber Service  Center  at  1-800-AMA-3211. 


The  American  Medical  Association 

on  behalf  of  member  physicians  and  their  patients. 


A mos.saKc  fr< 


The  American  Medical  Association  for  the  Health  Access  America  Proposal 


PUT  YOUR 
MEDICAL 
CAREER  IN 
FUGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF 

HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


EDITORIAL 


"Timely  Publication" 

BENJAMIN  R.  GELBER,  M.D. 


Time  magazine,  February  4,  1991,  dis- 
cussed the  problem  of  timely  publication  of 
medical  research,  and  reviewed  problems  that 
can  arise  from  premature  publication  in  the 
popular  press  and  from  delays  in  publication 
in  peer-reviewed  medical  journals.  I recently 
discussed  this  problem  at  some  length  (Ne- 
braska Medical  journal),  Vol.  75  No.  5,  May 
1990). 

I have  a new  suggestion  to  solve  this  prob- 
lem. We  could  start  a new  journal,  titled 
journal  of  Astounding  Medical  Break- 
throughs. Anyone  may  submit  their  research 
to  this  journal.  The  papers  would  be  published 
within  two  weeks.  There  would  be  no  peer 
review  of  any  kind,  and  papers  would  be 
published  on  a first  come-first  served  basis. 
The  journal  could  come  out  twice  monthly 


and  it  would  be  printed  in  a tabloid  format  like 
the  National  Enquirer.  The  journal  could  be 
sent  to  all  physicians  and  other  health  care 
professionals.  Normally,  researchers  cannot 
submit  their  work  for  publication  more  than 
once,  but  publication  in  the  journal  of  As- 
tounding Medical  Breakthroughs  would  not 
count.  Finally,  publication  in  this  journal  would 
not  give  the  research  the  stature  of  "standard 
of  care".  Therefore,  physicians  would  not  be 
held  liable  for  medical  malpractice  if  they 
utilized  or  ignored  these  research  findings. 

This  might  help  the  problem  of  delay  of 
dissemination  of  up-to-date  medical  know- 
ledge. However,  it  will  do  nothing  to  shorten 
the  delays  imposed  by  regulatory  agencies 
such  as  the  Food  and  Drug  Administration,  or 
state  certificate  of  need  committees. 
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EDITORIAL 


Now  Is  The  Time 

RICHARD  A.  MORTIN,  M.D. 


In  this  issue  of  the  Nebraska  Medical  jour- 
nal, Young  et  al  ’ presented  the  results  of  a 
survey  of  Nebraska  dental  professionals  re- 
lated to  infection  control  practices  and  poli- 
cies incorporated  in  their  professional  activi- 
ties. The  results  are  very  encouraging  and  are 
reflective  of  the  significant  efforts  of  the  dental 
professional  organizations  to  encourage  their 
members  to  adopt  policies  and  practices  to 
minimize  the  possibility  of  infection  transmis- 
sion to  patients,  staff  and  themselves. 

The  recognition  of  blood-borne  viral  ill- 
nesses such  as  AIDS  and  Hepatitis  B has 
placed  infection  control  and  prevention  in  the 
forefront.  In  my  discussion  with  physicians,  I 
have  concluded  that  there  are  considerable 
inconsistencies,  and  at  times,  confusion  re- 
garding infection  control  policies  and  prac- 
tices that  should  be  part  of  physician  office 
practice. 

Now  is  the  time  for  each  physician  to  review 
the  following  checklist  of  infection  control 
principles  applicable  to  office  practice: 

— All  physicians  and  staff  members  should 
be  familiar  with  the  blood  and  body  fluid 
precautions  as  recommended  by  the 
Center  for  Disease  Control  (CDC). 


— These  blood  and  body  fluid  precautions 
should  be  incorporated  in  the  everyday 
practice  with  all  patients  regardless  of  pa- 
tient age,  sex,  lifestyle  or  place  of  resi- 
dence. 

— There  should  be  clear  policies  and  prac- 
tices regarding  the  proper  disposal  of 
blood,  body  fluid  or  tissues,  contaminated 
disposable  items  and  sharps  such  as 
needles  or  scalpels. 

— There  should  be  clear  policies  and  prac- 
tices regarding  the  cleaning,  disinfecting 
and  storing  of  nondisposable  equipment. 

— There  should  be  policies  and  practices  re- 
garding the  recognition  and  isolation  of 
patients  with  potentially  airborne  infec- 
tions such  as  measles. 

— The  physicians  and  the  staff  should  have 
current  immunizations  against  measles, 
rubella,  and  hepatitis  B. 

These  recommendations  would  do  much  to 
make  the  physician  office  a safer  place  for  the 
patient,  staff  and  the  physician. 

REFERENCE 
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For  over  five  years  dental  health 
care  professionals  have  sur- 
veyed themselves  to  deter- 
mine the  profession's  attitudes  and  behaviors 
as  they  relate  to  Hepatitis  B and  AIDS.  Initially 
the  focus  of  the  surveys  was  to  determine  how 
dental  health  professionals  felt  about  treating 
patients  with  infectious  disease.’’^  More  re- 
cently, surveys  have  focused  on  how  dental 
health  professionals  go  about  determining  if  pa- 
tients are  at  risk  to  contract  infectious  diseases, 
and  how  they  go  about  protecting  themselves, 
their  families,  and  other  patients  from  potential 
exposure  to  infectious  diseases. 

In  an  effort  to  establish  a statewide  baseline 
upon  which  to  develop  continuing  education 
courses,  establish  a resource  center,  and  pro- 
vide information  for  policy  makers  the  Ne- 
braska Department  of  Health,  Division  of  Dental 
Health,  and  the  University  of  Nebraska  Medical 
Center  College  of  Dentistry  developed  a survey 
on  opinions  and  procedures  related  to  infec- 
tious diseases.  The  intent  of  the  survey  was  to 
obtain  self-reported  attitudes  and  practices  of 
the  state's  practicing  dentists,  hygienists,  and 
dental  assistants. 

METHODS 
Survey  Development 

Based  on  previous  research  and  consultation 
with  the  state  Division  of  Dental  Health,  the  re- 
searchers developed  one  initial  survey  "Proce- 
dures and  Opinions  Related  to  Infectious  Dis- 
eases," for  each  group  — dental  assistants,  den- 
tal hygienists,  and  dentists.  These  surveys  were 
then  pilot-tested  with  the  help  of  dental  profes- 
sionals known  by  the  researchers.  Changes  in 


the  wording  of  several  questions  were  made 
based  on  these  pilot  tests. 

Population  and  Rate  of  Return 

In  this  study,  the  entire  populations  of  li- 
censed, practicing  dentists  and  hygienists  in  the 
state  of  Nebraska  were  surveyed.  Further,  the 
primary  assistant  of  each  practicing  dentist  was 
surveyed.  Consequently,  958  dentists,  958  as- 
sistants, and  431  hygienists  were  sent  surveys 
during  the  third  week  of  March,  1 990.  Because 
a mailing  list  for  dental  assistants  was  not  avail- 
able, the  surveys  for  assistants  were  mailed  with 
the  dentists'  surveys  with  instructions  for  the 
dentists  to  have  their  primary  assistants  com- 
plete and  return  the  surveys.  Individual  mailings 
were  sent  to  each  hygienist. 

Importantly,  the  cover  letter  stressed  the 
confidentiality  of  responses.  Each  dentist,  assis- 
tant and  hygienist  received  a business  reply  en- 
velope individually  number  coded  for  the  sole 
purpose  of  monitoring  returns.  As  indicated  in 
the  cover  letters,  the  return  envelopes  were 
discarded  as  surveys  were  received,  thereby 
protecting  anonymity. 

Reminder  cards  were  sent  to  all  nonre- 
sponding dentists  and  hygienists  during  the  first 
week  of  April,  with  a message  highlighted  to  en- 
courage all  the  dentists,  assistants  and  hygien- 
ists in  the  practice  to  return  their  surveys  and 
thanking  those  who  had  done  so. 

Four  hundred  and  seventy-six  useable  dentist 
surveys  were  returned,  with  24  additional  being 
undeliverable  or  returned  from  retirees.  This 
yielded  a return  rate  of  51%  (476  of  934 
possible).  Three  hundred  and  sixty  one  useable 
dental  assistant  surveys  were  returned.  Twenty- 
four  additional  surveys  were  undeliverable  or 

’Address  reprint  request  and  correspondence  to:  K.L. 
Young,  D.D.S.,  M.S.P.H.,  Nebraska  Department  of  Health, 
Division  of  Dental  Health,  301  Centennial  Mall  - South,  Lin- 
coln, NE  68509. 
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returned  from  retired  dentists.  In  addition  29 
responding  dentists  indicated  that  they  did  not 
employ  a dental  assistant.  This  yielded  a return 
rate  of  40%  (361  of  905  possible).  Two  hundred 
and  forty-six  useable  hygienist  surveys  were  re- 
turned, with  1 4 being  undeliverable  or  returned 
from  those  not  practicing,  making  a return  rate 
of  59%  (246  of  41  7)  possible). 

The  overall  return  rate  of  48.7%  (1,098  of 
2256  possible)  compares  favorably  with  Dill- 
man's  (1982)  observation  that  single  mailing 
surveys  followed  by  reminders  typically  yield  a 
return  rate  of  from  34  to  52%.  Given  that  this 
study  surveyed  populations  instead  of  samples, 
the  rate  of  return  for  each  group  is  sufficient  for 
generalization  in  the  state  of  Nebraska. 

RESULTS 

Some  of  the  respondents  did  not  answer  all 
of  the  questions.  Consequently,  the  tables  in- 
clude the  number  of  respondents  who  an- 
swered each  question  along  with  the  percent- 
age of  respondents. 

Table  1 summarizes  the  demographics  of  the 
respondents.  Ninety-nine  percent  of  the  assis- 
tants and  98%  of  the  hygienists  where  women, 
whereas  94%  of  the  dentists  were  men.  Ninety- 
one  percent  of  the  assistants  and  90%  of  the  hy- 
gienists entered  practice  since  1 970,  compared 
to  64%  of  the  dentists.  Over  92%  of  the  respon- 
dents in  each  group  reported  practicing  in 
group  or  solo  dental  organizations.  The  vast 
majority  of  the  respondents  (ranging  from  84% 
to  91%)  indicated  that  they  practice  in  general 
dentistry,  with  only  a few  in  specialties  or  other 
types  of  practice. 

Table  2 reviews  the  sterilization  procedures 
of  the  respondents.  Ninety-eight  percent  of  as- 
sistants, 99%  of  hygienists,  and  99%  of  dentists 
reported  using  a sterilization  unit.  Since  respon- 
dents circled  all  of  the  units  utilized  the  totals  for 
types  of  units  exceed  1 00%.  Steam  sterilization 
units,  chemiclaves,  and  dry  heat  units  were,  in 
that  order  the  most  commonly  used  units. 
Overall,  86%  of  those  using  ethylene  oxide  or 
steam  units  noted  that  they  also  use  biological 
monitoring  strips  or  safety  autoclavable  bags 
regularly. 

Table  3 reports  other  infection  control  meas- 
ures taken  by  respondents.  Eighty  percent  of 
assistants,  99%  of  hygienists,  and  75%  of  den- 
tists noted  that  they  always  use  gloves  when 
working  on  patients.  Assistants  and  dentists 
who  do  not  always  use  gloves  gave  these 


TABLE  1:  DEMOGRAPHICS 


Gender: 

Assistants 
No.  (%) 

Hygienists 
No.  (%) 

Dentists 
No.  (%) 

Female 

349 

(99) 

241 

(98) 

29  (6) 

Male 

5 

(1) 

4 

(2) 

442  (94) 

Started  Assisting/Year  Graduated: 
1930's  - - 

4 (1) 

1940's 

- 

- 

- 

- 

20  (4) 

1950's 

4 

(1) 

1 

(<1) 

59  (12) 

1960's 

29 

(8) 

25 

(10) 

94  (20) 

1970's 

100 

(28) 

90 

(37) 

151  (32) 

1980-85 

114 

(32) 

89 

(36) 

95  (20) 

1986-89 

107 

(31) 

41 

(17) 

53  (11) 

Type  of  Dental  Organ: 
Group  96 

(28) 

89 

(36) 

124  (27) 

Solo 

238 

(68) 

139 

(59) 

303  (65) 

Dental  School 

4 

(1) 

11 

(4) 

21  (4) 

Fed  Service 

4 

(1) 

2 

(1) 

11  (2) 

State/Local  Gov't  5 

(1) 

3 

(1) 

5 (1) 

Hospital 

2 

(<1) 

1 

(<1) 

3 (1) 

Type  of  Practice: 
General 

302 

(86) 

222 

(91) 

397  (84) 

Oral  Surgery 

8 

(2) 

- 

12  (3) 

Endodontics 

4 

(1) 

- 

- 

5 (1) 

Orthodontics 

18 

(5) 

2 

(1) 

23  (5) 

Pediatric  Dent. 

8 

(2) 

1 

(<1) 

15  (3) 

Periodontics 

6 

(2) 

13 

(5) 

9 (2) 

Prosthodontics 

1 

(<1) 

- 

5 (1) 

Oral  Pathology 

- 

- 

- 

1 (<1) 

Public  Health 

1 

(<1) 

1 

(<1) 

Other 

5 

(1) 

6 

(2) 

4 (1) 

Town/City  Population: 
500-2,000  42 

(12) 

10 

(4) 

65  (14) 

2,500-5,000 

38 

(11) 

22 

(9) 

34  (7) 

5,000-10,000 

49 

(14) 

22 

(9) 

45  (10) 

10,000-30,000 

62 

(18) 

47 

(19) 

71  (15) 

30,000-50,000 

21 

(6) 

13 

(5) 

30  (6) 

> 50,000 

135 

(39) 

130 

(53) 

226  (48) 

TABLE  2:  STERILIZATION  PROCEDURES 


Assistants 

Hygienists 

Dentists 

No.  (%) 

No.  (%) 

No.  (%) 

Use  a 

sterilization  unit 

338  (98) 

243  (99) 

462  (99) 

Types  of  units: 

Dry  Heat 

83  (23) 

49  (20) 

109  (23) 

Chemiclave 

144  (40) 

104  (42) 

197  (41) 

Ethylene  Oxide 

6 (2) 

9 (4) 

9 (2) 

Steam 

172  (48) 

126  (51) 

229  (48) 

Biological  Strips  or  Safety  Autoclavable 

Bags  Used  1 

86  of  211 

134  of  152 

21 2 of  253 

(88) 

(88) 

(84) 

reasons  for  not  doing  so  — the  procedure  in- 
volved does  not  require  gloves  (for  example,  a 
check-up),  the  patient  being  treated  is  not  a risk 
(for  example,  a child),  irritation  from  the  gloves 
(allergic  reactions)  and  gloves  restrict  ability  to 
perform  procedure). 

From  67  to  73%  of  the  respondents  reported 
always  washing  their  hands  before  a gloving. 
Those  not  always  washing  their  hands  before 
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gloving  cited  these  reasons:  time,  laziness  or 
forgetfulness,  skin  irritation  from  frequent  wash- 
ing, no  perceived  need  to  wash,  and  did  not 
know  washing  was  necessary. 

From  51  to  58%  of  the  dental  professionals 
marked  that  they  always  wash  hands  after  glov- 
ing. Those  not  always  doing  so  gave  these 


TABLE  3:  INFECTION  CONTROL  MEASURES 


Assistants 

Hygienists 

Dentists 

No.  (%) 

No.  (%) 

No.  (%) 

Wear  Gloves: 

Always 

281  (80) 

245  (99) 

352  (75) 

Usually 

36  (10) 

1 (<1) 

72  (15) 

Occcasionally 

34  (10) 

-- 

44  (9) 

Never 

2 (<1) 

.. 

3 (1) 

Wash  hands  before  gloving: 

Always 

238  (68) 

165  (67) 

339  (73) 

Usually 

91  (26) 

52  (21) 

86  (19) 

Occasionally 

19  (5) 

24  (10) 

31  (7) 

Never 

3 (1) 

5 (2) 

6 (1) 

Wash  hands  after  gloving: 

Always 

203  (58) 

141  (57) 

232  (51) 

Usually 

49  (14) 

37  (15) 

76  (17) 

Occasionally 

52  (15) 

45  (18) 

69  (15) 

Never 

45  (13) 

23  (9) 

78  (17) 

Wash  hands  before  removing  gloves: 

Always 

74  (22) 

76  (31) 

63  (14) 

Usually 

56  (15) 

53  (22) 

65  (15) 

Occasionally 

120  (35) 

74  (30) 

162  (36) 

Never 

96  (28) 

41  (17) 

154  (35) 

Change  gloves 

between  patients: 

Always 

317  (91) 

240  (98) 

381  (82) 

Usually 

21  (6) 

3 (1) 

60  (13) 

Occasionally 

9 (3) 

3 (1) 

20  (4) 

Never 

2 (<1) 

.. 

2 (<1) 

Wear  a mask: 

Always 

138  (40) 

163  (66) 

198  (43) 

Usually 

46  (13) 

17  (7) 

81  (17) 

Occasionally 

110  (31) 

53  (22) 

148  (32) 

Never 

54  (16) 

12  (5) 

35  (8) 

Wear  protective  uniform: 

Always 

177  (51) 

120  (49) 

237  (51) 

Usually 

31  (9) 

26  (11) 

45  (10) 

Occasionally 

37  (11) 

23  (9) 

57  (12) 

Never 

99  (29) 

76  (31) 

123  (27) 

Wear  safety  glasses  or  shield: 

Always 

191  (55) 

177  (73) 

344  (74) 

Usually 

53  (15) 

18  (7) 

58  (13) 

Occasionally 

52  (15) 

28  (12) 

32  (7) 

Never 

51  (15) 

19  (8) 

30  (6) 

Autoclave  Instruments: 

Always 

301  (87) 

223  (91) 

388  (84) 

Usually 

23  (7) 

6 (3) 

44  (10) 

Occasionally 

12  (3) 

12  (5) 

16  (3) 

Never 

12  (3) 

3 (1) 

13  (3) 

Chemicals  Routinely  used  for  disinfecting 
operatory  and/or  equipment  surfaces: 


Alcohols 

211  (61) 

107 

(44) 

247  (52) 

Ot.  Ammoniums  50  (15) 

31 

(13) 

88  (18) 

Sodium  Hypochlor76  (22) 

33 

(14) 

141  (29) 

Iodophors 

96  (28) 

78 

(32) 

129  (27) 

Phenols 

82  (24) 

44 

(18) 

94  (19) 

Glutaraldehydes  21 3 (62) 

130 

(53) 

300  (62) 

Other  Chemicals  44  (13) 

27 

(11) 

33  (7) 

reasons:  time,  gloves  become  permeable  to 
microorganisms  when  washed,  gloves  become 
sticky  and  no  perceived  need. 

Twenty-two  percent  of  assistants,  3 1 % of  hy- 
gienists, and  14%  of  dentists  reported  always 
washing  their  gloves  before  removing  them. 
Those  who  do  not  wash  before  removing  gloves 
gave  these  reasons:  not  necessary  or  no  per- 
ceived need,  gloves  are  inverted  and  then 
thrown  away,  time,  habit,  and  do  not  want  to 
contaminate  sinks. 

The  vast  majority  of  respondents  change 
gloves  between  patients,  ranging  from  82%  of 
dentists  to  98%  of  hygienists.  Those  not  always 
changing  gloves  between  patients  cited  these 
reasons:  gloves  washed  between  patients,  ex- 
pense, time,  treating  members  of  same  family, 
and  forgetfulness. 

Forty  percent  of  assistants,  66%  of  hygienists, 
and  43%  of  dentists  always  wear  masks  when 
working  on  patients.  Those  choosing  to  not 
always  wear  masks  provided  these  reasons:  too 
hot,  can  not  breathe,  scares  children,  only  wear 
if  I or  patient  has  a cold,  fogs  up  glasses,  not 
necessary,  and  wear  if  saliva  or  blood  expected. 

Approximately  half  of  the  respondents 
marked  that  they  always  wear  a protective  uni- 
form when  working  on  patients.  The  other  half 
cited  these  reasons  for  not  always  wearing  a 
protective  uniform:  not  available,  expense,  not 
needed,  lab  coats  or  gowns  worn  over  street 
clothes,  too  hot,  and  uncomfortable. 

Fifty-five  percent  of  assistants,  73%  of  hygien- 
ists, and  74%  of  dentists  reported  always  wear- 
ing safety  glasses  or  shields.  Those  not  always 
wearing  glasses  offered  these  reasons:  regular 
glasses  worn,  glasses  fog  up,  glasses  uncomfort- 
able, glasses  restrict  vision,  and  safety  glasses/ 
shields  used  when  aerosol  expected. 

Eighty-four  to  91%  of  the  respondents  noted 
that  they  always  autoclave  instruments  that  can 
withstand  it.  Persons  not  autoclaving  instru- 
ments cited  dry  heat  and  cold  sterilization  as 
alternatives  and  also  indicated  that  expense 
and  time  were  factors  in  not  autoclaving  all 
instruments,  especially  hand  pieces. 

The  most  commonly  used  chemicals  for  dis- 
infecting the  operatory  and/or  equipment  sur- 
faces were:  glutaraldehydes  (53  to  62%),alco- 
hols  (44  to  61%),  and  iodophors  (27  to  32%). 
Lysol  and  Biocide  were  listed  by  41  and  20 
other  respondents,  respectively. 
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Table  4 summarizes  the  medical  history  in- 
quiries asked  of  patients.  Ninety-eight  percent 
of  assistants,  1 00%  of  hygienists,  and  99%  of 
dentists  ask  their  patients  about  medications 
when  taking  the  medical  history.  From  80  to 
86%  ask  patients  about  physician  visits  and  hos- 
pitalizations. From  87  to  94%  ask  about  ill- 
nesses and  from  70  to  85%  ask  about  infec- 
tions. Relatively  few  ask  about  unintentional 
weight  loss  (27  to  41%)  or  lymphadenopathy 
(22  to  47%).  From  50  to  69%  inquire  about  oral 
soft  tissue  lesions.  The  majority  (77  to  87%)  ask 
about  hepatitis,  while  relatively  few  ask  about 
intravenous  drug  use  (24  to  39%).  Two  respon- 
dents noted  that  they  ask  specifically  about 
AIDS,  ARC,  VD  and  other  sexually  transmitted 
diseases,  while  two  others  said  that  they  ask 
about  drug  use  in  general.  Finally,  one  person 
indicated  that  s/he  asks  about  blood  transfusion 
as  well. 


TABLE  4:  MEDICAL  HISTORY  INQUIRIES 


Assistants 

Hygienists 

Dentists 

No. 

(%) 

No. 

(%) 

No.  (%) 

Ask  About; 

Medications 

343 

(98) 

246  (100) 

469  (99) 

Physician  Visits/ 

Hospitilizations  280 

(80) 

211 

(86) 

410  (86) 

Illnesses 

305 

(87) 

231 

(94) 

448  (94) 

Infections 

268 

(77) 

173 

(70) 

405  (85) 

Unintentional 

Weight  Loss 

94 

(27) 

66 

(27) 

197  (41) 

Lymphadenopathy91 

(26) 

53 

(22) 

225  (47) 

Oral  Soft  Tissue 

Lesions 

176 

(50) 

147 

(60) 

330  (69) 

Hepatitis 

276 

(79) 

189 

(77) 

413  (87) 

Intravenous  Drug 

Use 

116 

(33) 

60 

(24) 

184  (39) 

Table  5 presents  the  results  of  questions  per- 
taining to  infection  control  protocol  and 
changes.  From  46  to  67%  of  the  respondents 
reported  using  the  ADA's  written  infection 
control  protocol,  with  23  to  33%  using  the 
CDC's  protocol.  A minority  of  1 1 to  20% 
marked  that  no  written  infection  control  proto- 
col is  used. 

A majority  of  between  63  to  74%  indicated 
that  some  significant  change  in  infection  con- 
trol had  been  made  in  the  last  year,  due  primar- 
ily to  continuing  education,  new  products. 
Hepatitis  B and  AIDS  awareness.  The  most 
commonly  noted  changes  were  sterilizing  of 
instruments  and  equipment;  disinfecting  opera- 
tory,  wearing  gloves  and/or  masks;  innocu- 
latingfor  Hepatitis  B;  providing  in-house  educa- 
tion; and  disposing  needles  in  a sharps  con- 
tainer. From  42  to  72%  of  the  respondents  indi- 


cated that  someone  in  the  practice  was  as- 
signed the  responsibility  for  infection  control, 
most  commonly  the  assistant  (38  to  50%)  or 
dentists  (29  to  67%).  However,  35  respondents 
wrote  that  the  entire  staff  is  responsible  for  in- 
fection control. 

TABLE  5:  INFECTION  CONTROL 
PR0T0CAL&  CHANGES 


Assistants 

Hygienists 

Dentists 

No.  (%) 

No. 

(%) 

No.  (%) 

Written  Infection  Control  Protocol; 

ADA 

239  (67) 

113 

(46) 

301  (63) 

CDC 

83  (23) 

80 

(33) 

113  (24) 

No  Written 

Protocol 

38  (11) 

48 

(20) 

59  (12) 

Other  Protocol 

20  (6) 

20 

(8) 

36  (8) 

Have  Made  Infection  Control  Changes 

in  Last  Year 

258  (74) 

155 

(63) 

301  (65) 

Why  Changes  Were  Made; 

Continuing  Ed. 

180  (70) 

100 

(65) 

238  (79) 

New  Products 

174  (67) 

104 

(67) 

187  (62) 

New  Staff 

55  (21) 

32 

(21) 

55  (18) 

Hep  B 

Awareness 

139  (54) 

73 

(47) 

163  (54) 

New  Equip. 

72  (28) 

36 

(23) 

80  (27) 

AIDS  Awareness  163  (63) 

79 

(51) 

175  (58) 

Designated  Person  for  Infection 

Control; 

242  (71) 

103 

(42) 

334  (72) 

Dentist 

94  (39) 

30 

(29) 

174  (67) 

Hygienist 

22  (9) 

23 

(22) 

20  (8) 

Assistant 

106  (44) 

39 

(38) 

130  (50) 

Other 

20  (8) 

11 

(11) 

13  (5) 

Table  6 depicts  how  needles  and  contami- 
nated waste  are  disposed.  Some  of  the  totals 
exceed  100%  because  respondents  could  circle 
more  than  one  response.  Fifty-eight  to  66% 
marked  that  needles  are  typically  recapped 
prior  to  disposal,  with  22  to  34%  indicating  that 
needles  are  placed  in  a shield  or  recapping 
device  prior  to  disposal.  Relatively  few  respon- 
dents reported  cutting  needles  prior  to  disposal 
(8  to  13%)  or  disposing  of  needles  as  is  (6  to 
1 0%).  From  70  to  74%  circled  that  needles  are 
disposed  in  puncture  resistant  containers,  with 
1 6 to  20%  reporting  disposal  in  standard  waste 
containers.  The  majority  of  "other"  respon- 
dents noted  that  they  do  not  use  needles.  The 
vast  majority  of  respondents  (79  to  83%)  marked 
that  infective  or  blood  contaminated  waste  is 
disposed  of  as  is,  with  1 7%  or  less  incinerating 
waste  and  6%  or  less  autoclaving  prior  to  dis- 
posal. Several  of  those  disposing  of  waste  as  is 
noted  that  the  waste  is  placed  in  a biohazard 
marked  container. 

Table  7 reports  the  at  risk  accidents  incurred 
by  dental  professionals  in  the  last  year.  From  7 
to  28%  circled  that  they  had  had  one  or  more 
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TABLE  6;  DISPOSAL  OF  NEEDLES  AND 
CONTAMINATED  WASTE 


Assistants 

Hygienists 

Dentists 

No.  (%) 

No. 

(%) 

No.  (%) 

Prior  to  disposal  needles  are; 

Cut  28  (8) 

31 

(13) 

44  (9) 

Recapped  219  (61) 

Placed  in  shield  or  recapping 

142 

(58) 

313  (66) 

device  108  (30) 

83 

(34) 

105  (22) 

Disposed  as  is  37  (1 0) 
Needles  are  disposed  in: 

14 

(6) 

41  (9) 

Standard  waste 

container  59  (16) 

Puncture  resistant 

50 

(20) 

77  (16) 

container  252  (70) 

180 

(73) 

353  (74) 

Other  47  (13) 

21 

(9) 

33  (7) 

Infective  waste  (blood  contaminated)is: 

Autoclaved  before 

disposal  1 8 (5) 

13 

(6) 

19  (4) 

Incinerated  53  (16) 

27 

(11) 

77  (17) 

Disposed  as  is  271  (79) 

196 

(83) 

356  (79) 

TABLE  7:  AT  RISK  ACCIDENTS  IN  LAST  YEAR 


Assistants 

No.  (%) 

Contaminated  needle  sti^s: 

Hygienists 
No.  (%) 

Dentists 
No.  (%) 

0 

253  (73) 

227 

(93) 

342  (75) 

1-2 

79  (23) 

17 

(7) 

89  (19) 

3-4 

12  (4) 

1 

(<1) 

23  (5) 

5-6 

4 (1) 

- 

- 

5 (1) 

7-8 

.. 

- 

- 

9 or  more 

Instrument  or  burr  puncture  of  wounds: 

” 

*" 

0 

141  (40) 

53 

(22) 

187  (40) 

1-2 

117  (33) 

101 

(41) 

183  (39) 

3-4 

65  (19) 

62 

(25) 

67  (14) 

5-6 

22  (6) 

17 

(7) 

19  (4) 

7-8 

1 (<1) 

8 

(3) 

4 (1) 

9 or  more 

6 (2) 

5 

(2) 

10  (2) 

Splashed  in  mouth,  eye  or  nose  with  blood  or  saliva: 


0 

186 

(53) 

117 

(48) 

216 

(46) 

1-2 

88 

(25) 

50 

(20) 

88 

(19) 

3-4 

33 

(9) 

38 

(15) 

57 

(12) 

5-6 

23 

(7) 

12 

(5) 

43 

(9) 

7-8 

4 

(1) 

2 

(1) 

12 

(3) 

9 or  more 

17 

(5) 

26 

(11) 

49 

(11) 

contaminated  needle  sticks  in  the  last  year,  with 
the  vast  majority  marking  none.  A higher  inci- 
dence of  instrument  or  burr  punctures/ wounds 
was  reported  — from  60  to  78%  having  had  at 
least  one  or  more  such  accident  in  the  last  year. 
Similarly,  47  to  54%  marked  that  they  had  been 
splashed  in  the  mouth,  eye  or  nose  with  blood 
or  saliva  in  the  last  year. 

Table  8 summarizes  opinions  pertaining  to 
AIDS  and  HIV.  Sixty  to  61  % of  the  respondents 
marked  that  they  would  knowingly  treat  a pa- 
tient with  AIDS  or  HIV.  In  other  words,  40-41  % 
said  that  they  would  not  treat  such  a patient. 
Those  dentists  who  indicated  that  they  would 


not  treat  a patient  with  AIDS  or  HIV  circled  that 
they  would  most  likely  refer  such  a patient  to  a 
university  (84%)  or  a hospital  (60%).  From  1 4 to 
20%  of  the  dental  professionals  reported  hav- 
ing knowingly  treated  an  AIDS  or  HIV  patient. 
Forty  percent  of  the  hygienists,  74%  of  assis- 
tants, and  85%  of  dentists  noted  that  the  dentist 
in  the  practice  personally  educates  the  staff 
about  preventing  the  transmission  of  Hepatitis 
B.  Similarly,  39%  of  hygienists,  75%  of  assis- 
tants, and  85%  of  dentists  reported  that  the 
dentist  in  the  practice  personally  educates  the 
staff  about  preventing  the  transmission  of  AIDS. 


TABLE  8:  OPINIONS  ON  AIDS/HIV 


Assistants 

Hygienists 

Dentists 

No.  (%) 

No. 

(%)  1 

No.  (%) 

Would  knowingly  treat  a patient  with 

AIDS  or  HIV  195  (61) 

139 

(60) 

266  (61) 

If  no,  where  would  you  refer  the  patient: 

Hospital 

- 

- 

103  (60) 

University 

- 

” 

145  (84) 

Would  not  refer 

- 

- 

2 (1) 

Other 

- 

- 

7 (4) 

Have  treated  a patient  with 

AIDS  or  HIV  69  (20) 

34 

(14) 

91  (19) 

Dentist  educates  staff  about 

Hep  B 262  (74) 

96 

(40) 

391  (85) 

Dentist  educates  staff  about 

AIDS  261  (75) 

94 

(39) 

381  (85) 

mean 

mean 

mean 

What  risk  to  the  dental 

3.23 

3.11 

2.82 

staff  would  you  be  taking 

(34% 

(20% 

(20% 

if  you  treat  a patient  with 

rated 

rated 

rated 

AIDS  or  HIV 

a 4 or  5) 

a 4 or  5)  a 4 or  5) 

(1-no  risk;  5-high  risk) 

What  risk  to  other  patients 

2.48 

2.16 

1.85 

would  you  be  taking  if  you 

(28% 

(14%  (12% 

treated  a patient  with 

rated 

rated  rated 

AIDS  or  HIV  a 4 or  5) 

a 4 or  5)  a 4 or  5) 

(1-no  risk;  5=high  risk 

Respondents  were  asked  to  rate  the  degree 
of  health  risk  to  self/staff  and  to  other  patients 
if  treatment  was  provided  to  a known  AIDS  or 
HIV  patient.  On  a 5-point  scale  with  1 meaning 
no  risk  and  5 meaning  high  risk,  assistants 
perceived  a risk  to  self  and  staff  of  3.23  with 
45%  marking  a 4 or  5;  hygienists,  a risk  of  3.1 1 
with  37%  marking  a 4 or  5;  dentists,  a risk  of 
2.82  with  30%  marking  a 4 or  5.  In  treating  an 
AIDS  or  HIV  patient,  assistants  saw  a risk  to 
other  patients  of  2.48  with  28%  circling  a 4 or 
5;  hygienists,  a risk  of  2.1 6 with  1 4%  circling  4 
or  5,  dentists,  a risk  of  1 .85  with  1 2%  circling  a 
4 or  5. 

Table  9 summarizes  the  preferred  methods 
of  learning  new  material  as  a percentage  of  re- 
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spondents.  Continuing  education  courses  were 
preferred  by  70  to  95%;  reading  materials,  by 
54  to  60%;  self-instruction  via  videotape  or 
audiotape,  by  20-30%,  correspondence 
courses,  by  6 to  39%;  study  clubs,  by  1 0 to  1 6%. 

TABLE  9:  PREFERRED  METHODS  OF 
LEARNING  NEW  INFORMATION 


Assistants 

Hygienists 

Dentists 

No. 

(%) 

No.  (%) 

No.  (%) 

Continuind  Ed. 

Courses 

251 

(70) 

233  (95) 

386  (81) 

Reading  Materials  214 

(60) 

134  (54) 

275  (58) 

Study  Clubs 

38 

(11) 

25  (10) 

77  (16) 

Correspondence 

Courses 

43 

(12) 

18  (7) 

30  (6) 

Self-Instruction  via  videotape 

or  audiotape 

110 

(30) 

49  (20) 

134  (28) 

As  a follow-up,  responses  to  items  pertaining 
to  Tables  3 and  8 were  analyzed  on  the  basis  of 
occupational  group,  population  and  year  of  en- 
tering the  dental  profession.  Analyses  of  vari- 
ance for  the  occupational  group  comparisons 
were  conducted  with  a .01  level  due  to  the  large 
numbers  in  each  group.  Several  significant  dif- 
ferences were  found  on  the  basis  of  occupa- 
tional group  — dentists,  assistants,  hygienists. 
Hygienists  reporting  using  the  following  infec- 
tion control  barriers  more  frequently  than  assis- 
tants and  dentists:  wearing  gloves,  washing 
hands  before  removing  gloves,  and  wearing  a 
mask.  Both  hygienists  and  assistants  reported 
changing  gloves  between  patients  significantly 
more  often  than  dentists.  Both  dentists  and 
hygienists  reported  using  safety  glasses  more 
often  than  assistants.  Both  assistants  and  hy- 
gienists perceived  more  risk  to  self  and  staff  in 
treating  AIDS/HIV  patients  than  dentists.  Simi- 
larly, compared  to  dentists,  both  assistants  and 
hygienists  saw  more  risk  to  other  patients  when 
treating  AIDS/HIV  patients. 

For  assistants  only,  no  significant  differences 
existed  regarding  infection  control  practices 
and  opinions  on  the  basis  of  year  of  entering 
dental  practice.  For  dentists  only,  graduates 
since  1986  reported  wearing  gloves  and  using 
masks  significantly  more  often  than  graduates 
in  preceding  years.  Dental  graduates  from  1986- 
1989  perceived  significantly  more  risk  to  self 
and  staff  when  treating  AIDS/HIV  patients  than 
graduates  prior  to  1 980.  For  hygienists  only,  the 
1980-1985  graduates  reported  washing  hands 
after  gloving  and  before  removing  gloves  signifi- 
cantly more  often  than  the  pre  1980  graduate 
group. 


Analysis  of  variance  for  selected  items  on  the 
basis  of  population  of  town/city  yielded  no 
significant  differences  but  did  point  toward  two 
trends.  First,  for  both  dentists  and  hygienists  the 
larger  the  population,  the  more  likely  that  den- 
tal providers  would  treat  and  have  treated  a 
patient  with  AIDS/HIV.  For  hygienists,  the  larger 
the  population,  the  more  likely  that  AIDS/HIV 
patients  have  been  treated,  but  city  size  was  not 
related  to  willingness  to  treat  AIDS/HIV  pa- 
tients. 

DISCUSSION 

The  consistency  of  sterilization  procedures 
among  dental  professionals  as  reported  in  Table 
2 is  noteworthy.  Further,  48  to  51%  of  the  re- 
spondents indicated  that  steam  is  used  to  ster- 
ilize instruments,  with  40  to  42%  using  chem- 
iclaves.  These  are  the  two  preferred  methods  of 
sterilization  in  dentistry.  A minority  of  those 
using  steam  sterilization  methods  are  at  risk 
because  they  are  not  monitoring  the  effective- 
ness of  the  sterilization. 

The  infection  control  tendencies  summa- 
rized in  Table  3 are  difficult  to  compare  to  pre- 
vious research  because  respondents  in  other 
studies  were  typically  asked  if  they  took  certain 
controls  instead  of  how  often. These  areas 
can  be  considered  weaknesses  in  infection 
control  since  1 0 percent  or  more  of  the  respon- 
dents from  one  or  more  groups  do  not  routinely 
take  these  measures:  wearing  gloves;  washing 
hands  after  gloving;  washing  hands  before 
removing  gloves,  wearing  a mask,  wearing 
protective  uniform,  and  wearing  safety  glasses. 
Also,  29  responding  dentists  indicated  that  they 
only  occasionally  or  never  autoclave  instru- 
ments. 

Since  taking  thorough  medical  histories  is 
one  key  to  successful  screening  and  infection 
control,  the  responses  in  Table  4 become  very 
critical.  Previous  studies  indicate  that  dentists 
report  taking  thorough  or  routine  medical  histo- 
ries from  84  to  96%  of  the  time,  and  hygienists 
and  assistants  from  83  to  95%.  While  inquiring 
routinely  about  medical  concerns  such  as 
medications,  physician  visits  and  illnesses  is 
common  among  a vast  majority  of  the  respon- 
dents in  this  study  some  of  the  most  critical 
issues  relevant  to  screening  patients  at  risk  are 
not  covered  as  often,  particularly  lymphadeno- 
pathy,  oral  soft  tissue  lesions  and  intravenous 
drug  use.  Gerbert,  Badner  and  Maquire  found 
similar  results  regarding  oral  screenings,  drug- 
use  history,  and  sexual  history.^ 
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As  reported  in  Table  5,  approximately  11- 
20%  of  the  respondents  do  not  have  written  in- 
fection control  protocol.  If  infection  control 
protocol  is  unwritten,  its  enforcement  is  sus- 
pect. The  growing  importance  of  infection 
control  is  evidenced  by  63  to  74%  of  the 
respondents  indicating  that  they  have  made 
changes  in  infection  control  in  the  last  year  due 
primarily  to  continuing  education,  new  prod- 
ucts, and  AIDs  and  Hepatitis  awareness.  Even 
though  only  42  to  72%  of  the  respondents 
circled  that  someone  is  designated  with  respon- 
sibility for  infection  control,  all  respondents 
circled  that  one  or  more  persons  is/are  doing 
the  job. 

As  Table  6 reveals,  most  respondents  cut  or 
recap  needles  by  some  method.  Yet,  from  6 to 
10%  dispose  of  needles  without  taking  either 
precaution.  Further,  infective  waste  is  routinely 
disposed  of  as  is,  with  only  18  to  21%  either 
autoclaving  or  incinerating  waste. 

Even  though  the  risk  of  seroconversion  after 
needlestick  exposure  to  HIV-infected  blood  is 
one-half  of  one  percent,^”  the  at  risk  accidents 
reported  in  Table  7 are  of  concern.  In  only  the 
last  twelve  months,  the  following  percentages 
of  respondents  have  incurred  one  or  more  of 
these  accidents:  needle  sticks,  8 to  28%;  punc- 
ture wounds,  60  to  78%  (with  7 to  1 2%  with  5 
or  more);  and  splashing  of  saliva  or  blood  in 
nose,  eyes  or  mouth,  47  to  54%.  The  relatively 
high  levels  of  splashing  are  probably  attribut- 
able to  the  fact  that  the  respondents  always 
wear  masks  from  40  to  66%  of  the  time. 

Previous  studies  have  noted  that  from  30  to 
50%  of  dentists  are  willing  to  treat  patients 
known  to  have  AIDS  or  carry  HIV.'’-^'"'’^  From 
60  to  61  % of  the  respondents  in  this  study  said 
that  they  would  treat  a patient  with  AIDS  (Table 
8).  Dentists  themselves  and  assistants  see  den- 
tists educating  staff  about  Hepatitis  B and  AIDS 
(from  74  to  85%),  but  only  39  to  40%  of 
hygienists  see  dentists  as  educating  their  staff 
about  these  diseases.  The  perceived  risk  to  self/ 
staff  and  to  other  patients  when  treating  AIDS/ 
HIV  patients  seems  to  be  based  in  part  of  level 
education,  with  assistants  and  hygienists  seeing 
considerably  more  risk  than  dentists. 

Importantly,  it  should  be  noted  that  self-re- 
ported studies  such  as  this  one  may  not  accu- 
rately reflect  the  actual  behavior  of  dental  pro- 
viders who  may  for  a number  of  reasons  inflate 
their  ratings  regarding  infection  control.  For 
example,  Hazelkorn's  recent  study^^  shows  that 


a gap  exists  between  the  preventive  measures 
dentists  say  they  take  to  protect  themselves  and 
what  they  actually  do.  Dentists  reported  using  a 
surgical  mask  always  or  almost  always  89%  of 
the  time,  but  actually  wore  one  30%.  Discrep- 
ancies of  less  magnitude  were  discovered  in 
wearing  gloves  and  protective  eyewear.  The 
findings  of  this  study  must,  therefore,  be  inter- 
preted in  light  of  possibly  inflated  ratings  in 
infection  control. 


SUMMARY 

Based  on  the  findings  of  this  study,  the  follow- 
ing specific  strategic  recommendations  are 
offered: 

1.  Offer  continuing  education  courses 
throughout  the  state  at  reasonable  fees.  The 
courses  should  emphasize  recognition  of  AIDS 
related  lesions  and  infectious  diseases,  aseptic 
techniques/infectious  disease  control,  AIDS, 
Hepatitis  B,  and  infections/antibiotics.  In  addi- 
tion, continuing  education  courses  in  the  area 
of  medical  history  taking  methods  should  be  of- 
fered to  teach  methods  of  inquiring  about  sex- 
ual and  drug-use  histories. 

2.  Establish  a state  resource  center  for  infor- 
mation regarding  infectious  diseases.  This  could, 
perhaps,  be  a cooperative  venture  with  the  De- 
partment of  Health,  the  Nebraska  Dental  Asso- 
ciation, and  the  College  of  Dentistry.  There  is  a 
need  to  gather,  interpret  and  disseminate  peri- 
odic updates  on  infectious  disease  research. 
This  venture  should  also  focus  on  developing 
literature  for  practitioners  with  consistent  infor- 
mation about  infection  control  regulations  and 
guidelines. 

3.  Either  through  continuing  education 
courses  or  through  the  information  resource 
center,  provide  instruction  on  realistic  assess- 
ment of  the  risk  of  infectious  disease  transmis- 
sion in  dentistry. 

4.  Develop  a public  relations  campaign  to 
educate  the  public  about  infection  control  poli- 
cies in  dentistry,  what  is  being  done  to  protect 
the  public. 

5.  A research  effort  should  be  undertaken  to 
determine  the  discrepancy  between  self-re- 
ported infection  control  practices  and  observed 
infection  control  practices.  This  could  be  ac- 
complished through  patient  and  dentist  sur- 
veys, interviews,  and/or  observations. 
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6.  Establish  a confidential  HIV  blood  screen- 
ing program  for  health  care  providers. 

REFERENCES 

1.  Cerbert,  B.  AIDS  and  infection  control  in  dental 
practice:  dentists'  attitudes,  knowledge,  and  behavior. 
JADA  March  1987;  114:  311-314. 

2.  Rydman,  R.J.,  Yale,  S.H.,  Mullner,  R.M.,  Whitels,  D., 
Vaus,  Keith.  Preventive  Control  of  AIDS  by  the  dental  pro- 
fession: a survey  of  practices  in  a large  urban  area.  J Public 
Health  Dent  Winter  1 990;  50  (1 ):  7-1 2. 

3.  Cerbert,  B.,  Badner,  V.,  Maguire,  B.  AIDS  and  dental 
practice.  J Public  Health  Dent  Spring  1988;  48(2):  68-73. 

4.  Cade,  J.E.,  Lancaster,  D.M.  Protective  measures  in 
dental  treatment.  J Amer  Coll  Dent  Spring  1 990;  57(1 ):  7- 
11. 

5.  Yablon,  P.,  Spiegel,  R.S.,  Wolf,  M.C.  Changes  in  den- 
tists' attitudes  and  behavior  concerning  infection  control 
practices.  Quintessence  Int.  1989;  20(4):  279-284. 

6.  Dillman,  D.A.  Mail  and  telephone  surveys:  the  total 


design  method.  New  York:  John  Wiley  & Sons,  1978. 

7.  Cottone,  J.A.,  Molinari,  J.A.  Selection  for  dental  prac- 
tice of  chemical  disinfectants  and  sterilants  for  hepatitis 
and  AIDS.  Austrian  Dent  j 1987;  32(5):  368-374. 

8.  Moretti,  R.J.,  Ayer,  W.A.,  Derefinko,  A.  Attitudes  and 
practices  of  dentists  regarding  HIV  patients  and  infection 
control.  Cen  Dent  March/April  1989;  144-147. 

9.  Cerbert,  B.  The  impact  of  AIDS  on  dental  practice: 
update  1989.  J Dent  Educ;  53(9):  529-530. 

10.  Verrusio,  A.C.  Risk  of  transmission  of  the  human 
immunodeficiency  virus  to  health  care  workers  exposed 
to  HIV-infected  patients:  a review.  JADA  March  1989; 
118:  339-342. 

1 1.  Neidle,  E.A.  AIDS-related  changes  in  dental  prac- 
tice. J Dent  Educ.  1989;  53(9):  525-528. 

12.  Creenspan,  J.,  Barnes,  D.,  Carlton,  R.  Changing 
dentists'  knowledge,  attitudes,  and  behaviors  relating  to 
AIDS:  a controlled  educational  intervention.  JADA  June 
1988;  116:  851-854. 

1 3.  Hazelkorn,  H.M.  Do  dentists  have  sufficient  infor- 
mation about  their  patients  to  control  infection?  J Dent 
Educ  1990;  54  (2):  149-152. 


62 


Nebraska  Medical  Journal 


March  1991 


ORIGINAL  ARTICLE 


Surgical  Treatment  of  Obstructive 
Sleep  Apnea  Syndrome  (OSAS) 


*DANIEL  D.  LYDIATT,  D.D.S.,  M.D. 
Department  of  Otolaryngology  and  Maxillofacial  Surgery 
University  of  Nebraska  Medical  Center 


lAMES  V.  HUERTER,  JR.,  M.O. 

Assistant  Professor 

Department  of  Otolaryngology  and  Maxillofacial  Surgery 
University  of  Nebraska  Medical  Center 


ANTHONY  J.  YONKERS,  M.O.,  F.A.C.S. 
Professor  and  Chairman 

Department  of  Otolaryngology  and  Maxillofacial  Surgery 
University  of  Nebraska  Medical  Center 


OBSTRUCTIVE  sleep  apnea  syn- 
drome (OSAS)  is  a well 
documented  and  often 
under  diagnosed  diseased  Although  exces- 
sive daytime  somnolence  (EDS)  is  the  hall- 
mark of  the  disease,  numerous  other  symp- 
toms are  associated  with  it  including  depres- 
sion (20%),  significant  cardiac  arrhythmias 
during  sleep  (45%),  hypertension  requiring 
medication  (45%),  and  a higher  incidence  of 
sudden  deathd  Patients  or  their  spouses  of- 
ten complain  of  snoring,  abnormal  breathing 
during  sleep,  and  excessive  daytime  tired- 
ness regardless  of  the  time  slept.  Patients 
with  the  above  symptoms  should  be  evalu- 
ated for  OSAS. 

Physical  exam  usually  reveals  an  obese  pa- 
tient. Special  attention  to  the  upper  airway 
usually  reveals  a disproportionate  anatomy 
with  any  combination  of  a large  tongue  base, 
long  soft  palate,  shallow  palatal  arch,  narrow 
mandibular  arch,  retrognathic  mandible,  or 
adenotonsillar  hypertrophy.^  Our  initial  evalu- 
ation always  includes  nasopharyngoscopy. 
The  nasopharyngoscope  is  placed  at  both  the 
nasopharynx  and  oropharynx  to  directly 
evaluate  the  soft  tissue  collapse.  While  the 
examiner  occludes  the  patient's  nose  and 
observes  through  the  scope,  the  patient  closes 
his  mouth  and  inhales  forcefully.  This  is  called 
a Muller  maneuver  and  can  be  used  to  help 
determine  the  site  of  obstruction.  If  the  ob- 
struction is  in  the  oropharynx-palate,  oro- 
pharynx-hypopharynx,  or  hypopharynx  only, 
the  obstructive  sleep  apnea  is  called  type  I,  11, 
or  III  respectively.  Nasal  obstructions  are  also 
identified.  A cephalometric  analysis  is  fre- 
quently obtained  to  determine  the  relation- 
ship between  bony  and  soft  tissues.  A special 
lateral  skull  film,  the  cephalometric  radio- 
graph, is  obtained  with  the  use  of  head  hold- 
ers to  produce  standardized  results.  (Fig.  1) 
Tracings  of  the  major  skeletal  landmarks,  den- 
tition and  soft  tissue  profile  are  then  made  on 


acetate  paper.  Bony  landmarks  traced  on  the 
acetate  paper  include  the  midpoint  of  the 
sella  turcica  (S),  most  anterior  point  of 
nasofrontal  suture  (N),  deepest  contour  of 
the  premaxilla  (A),  deepest  contour  of  the 
mandibular  alveolus  (B),  and  the  most  ante- 
rior/superior  point  of  the  body  of  the  hyoid 
(H).  From  these  points  the  angles  subtended 
by  angle  SNA,  angle  SNB  and  angle  ANB  can 
be  measured.  Patients  falling  outside  the 
normal  range  for  SNA  (80-84),  SNB  (78-82) 
and  ANB  (1-4)  can  be  identified. Patients 
with  inferiorly  and  posteriorly  displaced  hyoid 
bones  are  also  identified  by  cephalometric 
measurements.  The  posterior  airway  space 
can  be  measured  in  a reproducible  location 
as  can  the  soft  palate.  The  cephalometric 
evaluation  is  ultimately  used  to  confirm  the 
clinical  examination. 

Patients  that  are  felt  to  have  OSAS  based 
on  history  and  physical  exam  are  then  sub- 
jected to  polysomnography  including  elec- 
troencephalogram, electro-oculogram,  elec- 
tromyogram, and  electrocardiogram.  Respi- 
ratory inductive  plethysmography,  nasal  and 
oral  airflow  thermistors  and  ear  oximetry  are 
also  included.  The  results  and  commonly 
reported  as  number  of  oxygen  desaturations 
below  90%,  lowest  saturation  reached, 
number  of  apneic  and  hypopneic  episodes 
per  unit  sleep  time.  Apneic  episodes  are 
defined  as  cessation  of  breathing  for  ten 
seconds  or  longer  and  hypopneic  episodes 
as  a decrease  in  the  tidal  volume  of  fifty 
percent  for  ten  seconds  or  longer.  The  pre- 
ceding evaluation  will  help  to  identify  pa- 
tients with  OSAS,  the  severity  of  the  disease, 
the  site  or  sites  of  obstruction,  and  any  severe 
bony  abnormalities  that  may  contribute  to 
obstruction. 

'Address  correspondence  and  reprint  request  to:  Daniel  D. 
Lydiatt,  D.D.S.,  M.D.,  Department  of  Otolaryngology  and  Maxil- 
lofacial Surgery,  University  of  Nebraska  Medical  Center,  42nd  and 
Dewey  Ave,  Omaha,  NE  68105-1  225. 
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Cephalometric  analysis.  Important  landmarks  include  the  sella  turcica,  orbital  margins, 
nasal  bones,  auditory  canal,  mandible,  maxilla  and  soft  tissue  profile.  Commonly  used 
relationships  include  angle  SNA,  formed  by  lines  drawn  to  connect  the  center  of  the 
sella  (S)  to  the  greatest  concavity  of  the  nasal  bones  (N),  and  the  nasal  bones  to  the 
greatest  concavity  of  the  anterior  maxilla  (A).  Angle  SNB  utilizes  B point,  or  the  greatest 
concavity  of  the  anterior  mandible.  Angles  SNA  and  SNB  relate  the  anterior-posterior 
relationship  of  the  mandible  and  maxilla  to  each  other  and  to  the  cranial  base. 

The  length  of  the  soft  palate,  posterior  airway  space,  and  position  of  the  hyoid  bone  can 
all  be  determined  in  a reproducible  fashion. 


FIGURE  2 

Geniohyoid  advancement,  inferior  hyoid  myotomy 
with  suspension  to  the  inferior  border  of  the  man- 
dible with  fascia  lata. 


Treatment  consists  of  both  surgical  and 
nonsurgical  means.  Nonsurgical  methods 
include  weight  reduction  and  CPAP.  CPAP  is 
unacceptable  to  some  patients  and  is  associ- 
ated with  poor  patient  compliance.^  Weight 
loss,  although  highly  desirable,  is  also  fraught 
with  compliance  problems.  Guilleminault  stud- 
ied fifty  OSAS  patients  that  were  20-100% 
overweight.  By  five  to  seven  years  all  but 
three  patients  had  regained  the  weight  and 
the  OSAS  had  recurred.^  Surgical  treatment 
consists  of  tracheostomy,  unulopalatophar- 
yngoplasty  (UPPP),  adenotonsillectomy, 
septoplasty,  advancement  of  the  maxilla, 
mandible,  geniotubercles,  hyoid  bone  or  any 
combination  of  the  above  depending  on  the 
site  or  sites  of  obstruction.  Tracheostomy  is 
certainly  effective  but  has  many  potential 
complications  including  hemorrhage,  subcu- 
taneous emphysema,  pneumothorax,  pneu- 
momediastinum, infection,  necrosis,  crust- 
ing, vocal  cord  paresis,  stenosis,  tracheoar- 
terial  fistula,  and  tracheoesoghageal  fistula. 
Although  these  complications  are  rare  they 
do  exist  and  patients  resent  the  social  stigma 
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tients  resent  the  social  stigma  as  well  as  the 
extra  care  a tracheostomy  entails/  Complica- 
tions not  withstanding,  tracheostomy  is  an  ef- 
fective solution  to  some  patients  with  severe 
OSAS.®  Patients  with  socially  unacceptable 
snoring  or  OSAS  with  obstruction  limited  to 
the  oropharynx  (type  I)  will  frequently  im- 
prove after  excision  of  the  redundant  soft 
palate,  uvula,  tonsil  and  pharyngeal  mucosa, 
the  so  called  uvulopalatalpharyngoplasty 
(UPPP)/  Sher  et.  al.  found  50%  reduction  in 
the  number  of  apnea  and  hyponea  events  in 
87%  of  the  patients  that  had  UPPP  after 
evaluating  them  by  physical  exam  including 
nasopharyngoscopy  with  Muller  maneuver/® 

Complications  includes  transient  velophar- 
yngeal insufficeincy  with  slight  nasal  regurgi- 
tation of  liquids  in  20%  of  patients,  bleeding, 
infection,  and  rarely  nasopharyngeal  sten- 
osis. Oxygen  desaturations  are  monitored 
continuously  for  the  first  twenty  four  hours 
postoperatively  and  humidified  oxygen  is  given 
by  face  tent.  OSAS  patients  can  be  very  sen- 
sitive to  sedation  induced  respiratory  depres- 
sion and  narcotics  are  used  cautiously. 

Patients  with  obstruction  at  both  the  naso- 
pharynx and  oropharynx  (type  II)  will  rarely 
be  cured  with  UPPP  alone.  These  patients  re- 
quire UPPP  in  combination  with  advance- 
ment of  the  geniotubercles  and  superior/ 
anterior  suspension  of  the  hyoid  bone.  Os- 
teotomies are  made  below  the  roots  of  the 
mandibular  incisor  teeth  to  include  the  geni- 
otubercles. The  tubercles  are  advanced  the 
width  of  the  mandible  and  the  medial  cortex 
of  lingual  bone  fixed  to  the  lateral  cortex  of 
the  mandible.  The  base  of  tongue  is  advanced 
with  the  geniotubercle  resulting  in  an  in- 
crease in  the  posterior  airway  space.  An 
inferor  hyoid  myotomy  is  accomplished  and 
the  hyoid  bone  is  suspended  to  the  inferior 
border  of  the  mandible  by  fascia  lata  har- 
vested from  the  thigh.  Riley,  et  al  found  a 
50%  reduction  in  apnea  and  hypopnea  epi- 
sodes in  80%  of  patients  selected  by  naso- 
pharyngoscopy and  cephalometries  for  gen- 
iohyoid advancement  and  hyoid  suspension 
with  or  without  UPPP  based  on  patients  with 
type  II  or  type  III  OSAS,  respectively. 

A certain  subgroup  of  patients  were  iden- 
tified that  had  type  II  or  type  III  OSAS  and  did 
not  respond  to  UPPP  and/or  geniotubercle 
and  hyoid  advancement.  A high  percentage 
of  these  patients  were  morbidly  obese  (33kg/ 
m2),  severely  mandibular  deficient  (Angle 


SNB  < 72),  or  had  significant  chronic  obstruc- 
tive lung  disease  (COPD).  Nothing  surgical 
can  be  done  to  improve  patients  with  COPD, 
but  the  remaining  patients  can  usually  be 
helped  by  surgical  advancement  of  the  maxilla, 
mandible  and  hyoid  bone.  Realignment  of 
the  jaws  is  known  as  orthognathic  surgery 
and  is  commonly  done  for  dental  and  facial 
deformities." 

Advancement  of  the  mandible  into  a nor- 
mal dental  occlusion  is  the  goal  of  treatment 
in  the  patient  with  retrognathia,  although  the 
maxilla  is  frequently  also  advanced  to  allow 
greater  movement  of  the  mandible  and  there- 
fore greater  advancement  of  the  geniotu- 
bercles and  base  of  tongue.  The  entire  ad- 
vancement serves  to  increase  the  posterior 
airway  space.  Riley  et  al  found  a mean  in- 
crease in  posterior  airway  space  of  10  mm  in 
patients  treated  by  this  procedure.®  Again  in 
these  carefully  selected  patients  the  number 
of  apneic  and  hypopneic  events  per  unit  time 
were  decreased  from  a preoperative  mean  of 
68  to  a postoperative  mean  of  nine.®  In  addition 
snoring  and  EDS  were  markedly  improved  in 
nearly  100%,  hypertention  resolved  (no  longer 
requiring  medication)  in  67%  and  the  num- 
ber of  saturation  events  below  90%  dropped 
from  a preoperative  level  of  277  to  13  pos- 
toperatively. The  lowest  desaturation  observed 
raised  from  66%  preoperatively  to  87%  pos- 
toperatively. 

Complications  were  mild  and  consisted  of 
relapse  of  less  than  20%,  mild  paresthesia  of 
the  inferior  alveolar  nerve  which  resolved  in 
the  majority  of  cases.  One  patient  with  aspi- 
ration underwent  release  of  hyoid  suspen- 
sion with  resolution  of  the  problem. 

Based  on  our  past  treatment  experiences 
and  the  literature  we  have  established  a 
protocol  for  evaluating  and  treating  patients 
suspected  of  having  OSAS. 

Evaluation  Protocol  for  OSAS 

A.  History  and  Physical 

1.  Body  mass  index 

2.  Snoring 

3.  Excessive  Daytime  Somnolence 

4.  Abnormal  breathing  patterns 

B.  Head  and  Neck  Exam 

1.  Nasal 

a.  septal  deformities 

b.  enlarged  turbinates 

c.  Adenotonsillar  hypertrophy 

d.  Excessive  soft  palate  drape 
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C.  Nasopharyngoscopy 

1.  Sitting  and  supine 

2.  Muller  maneuver 

3.  Rate  obstruction  at  Oropharynx  and 

hypopharynx 

a.  1+  minimal  collapse 

b.  2+  50%  obstruction 

c.  3+  75%  obstruction 

d.  4+  1 00%  obstruction 

4.  Type  I oropharyngeal  obstruction 

5.  Type  II  oropharyngeal  - hypopharyngeal 

obstruction 

6.  Type  III  hypopharyngeal  obstruction 

D.  Cephalometries 

1 . If  Type  II  or  III 

2.  If  patient  appears  mandibular  deficient 

a.  weak  chin 

b.  lower  lip  curled 

c.  lower  incisors  flared  anteriorly 

E.  Polysomnograph 

F.  Surgical  Correction  of  OSAS 

1 . Adenotonsillectomy,  septoplasty,  turbinate 
reduction  if: 

a.  Adenotonsillar  hypertrophy 

b.  Septal  deviations 

c.  Enlarged  turbinates 

2.  Tracheotomy  if: 

Severe  OSAS  with  immediate  need  to  cor- 
rect cardiac  arrhythmias 

3.  UPPP  if:  Type  I OSAS 

4.  UPPP  and  Geniohyoid  advancement  and 
hyoid  suspension  if:  Type  II  OSAS 

5.  Maxillary,  Mandibular  and  Hyoid  Advance- 
ment (MMHO)  if: 

a.  Morbid  obesity  BMI  > 33  Kg/m^ 

b.  Severe  mandibular  deficiency  (SNB  < 
72°) 

c.  Type  II,  III  OSAS  with  previous  unsuccess- 
ful UPPP,  geniotubercle  advancement 
and  hyoid  suspension 

6.  Genoihyoid  advancement  and  hyoid  sus- 
pension if: 

a.  Type  III  OSAS  without  morbid  obesity  or 
mandibular  deficiency 

SUMMARY 

Obstructive  sleep  apnea  syndrome  patients 
usually  present  with  multiple  areas  of  anatomic 
disproportions.  The  site  or  sites  of  obstruc- 
tion must  be  accurately  diagnosed  preopera- 
tively  by  a systematic  means  of  examining  the 
patient.  This  includes  nasopharyngoscopy  with 
Muller  maneuver  and  sometimes  cephalom- 
etries. The  surgical  treatment  is  individual- 
ized to  the  site  or  sites  of  obstruction  and  can 
include  tracheostomy,  septoplasty,  UPPP,  gen- 
iohyoid advancement  and  suspension  of  the 
hyoid.  For  extreme  cases  advancement  of  the 
maxilla,  mandible  and  hyoid  bone  are  some- 
times necessary. 
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COMMENTS 

The  only  addition  I would  make  to  this 
article  in  its  present  form  would  be  that  in  the 
discussion  of  complications  of  tracheostomy, 
I think  they  should  mention  granulation  tis- 
sue polyp  formation,  since  this  is  a very 
common  sequela  of  a long-standing  tracheo- 
stomy. In  my  experience  this  frequently  is 
what  makes  them  come  in  for  office  or  hos- 
pital treatment  to  remove  the  granulation  tis- 
sue polyps.  These  only  get  infected,  but  can 
bleed  repeatedly  or  cause  odors  or  obstruc- 
tion and  potentially  make  it  more  difficult  to 
get  the  tracheostomy  tube  back  in  if  it  is 
removed  deliberately  or  inadvertently.  This 
particular  complication  of  a tracheostomy  is 
certainly  not  rare.  I would  agree  that  the 
other  complications  they  describe,  with  the 
exception  of  infection,  probably  are  consid- 
erably less  common. 

F.  Edward  Stivers,  M.D.,  F.A.C.S. 
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INTRODUCTION 

VASCULAR  Disease  includes  the 
afflictions  that  occur  in  the  ar- 
teries, veins  and  lymphatics. 
We  will  concentrate  on  the  problems  which 
occur  commonly. 

This  is  the  first  of  four  presentations  review- 
ing Vascular  Disease.  Subsequent  articles  will 
address  the  topics  of  Aneurysms,  Cerebrovas- 
cular Disease,  and  Venous  Disease. 

ATHEROSCLEROSIS 

Although  many  problems  can  occur  in  arter- 
ies, the  most  common  are  the  complications  of 
atherosclerosis.  This  is  responsible  for  a multi- 
tude of  clinical  problems,  ranging  from  heart  at- 
tacks to  strokes  to  gangrene  of  the  toes. 

Atherosclerosis  is  a complex  disease,  and 
many  factors  are  involved.  Some  of  these  are 
genetic  and  some  environmental. 

Genetic  factors  can  cause  hyperlipidemia  by 
defects  in  the  systems  for  handling  lipids,  for  ex- 
ample a decrease  in  number  or  efficiency  of 
LDL  receptors.  Diabetes  is  known  for  an  accel- 
erated form  of  atherosclerosis;  some  of  the 
mechanisms  are  known  and  many  are  not.  Gen- 
der has  an  influence,  with  men  showing  the 
effects  of  atherosclerosis  many  years  earlier 
than  women. 

Environmental  factors  include  cigarette  smok- 
ing, fat  in  the  diet,  exercise,  and  high  blood 
pressure,  (we  include  this  here  because  of  the 
artery  wall  damage  which  leads  to  accelerated 
formation  of  the  atheroma.) 

Current  research  into  cellular  and  molecular 
biology  has  suggested  some  possible  mecha- 
nisms for  the  atheromatous  process.  Many  more 
questions  remain  to  be  answered. 

Steinberg's  recent  summary  of  the  role  of  oxi- 
dized LDL  is  an  attractive  theory.^  Basically,  LDL 
can  be  modified  by  oxidation.  This  new  cyto- 


toxic substance  attracts  monocytes  which  take 
up  the  lipid  and  form  foam  cells.  Such  cells  are 
inhibited  from  moving  back  into  the  blood 
stream,  and  therefore  remain  in  the  subendo- 
thelial  position,  creating  the  earliest  lesion,  the 
fatty  streak. 

The  cytotoxic  nature  of  the  modified  LDL  can 
also  damage  the  endothelium,  thereby  initiating 
the  chain  of  events  that  occur  with  endothelial 
injury.  These  include  adherence  and  aggrega- 
tion of  platelets,  release  of  platelet  derived 
growth  factor,  generation  of  additional  growth 
factors,  growth  of  smooth  muscle  cells  and  the 
subsequent  enlargement  of  the  atherosclerotic 
lesion. 

The  endothelial  cell  is  an  incredible  factory.  It 
has  some  constant  enzymes  on  its  surface,  such 
as  angiotensin  converting  factor.  Inducible  fac- 
tors include  prostacyclin  in  response  to  bradyki- 
nin,  and  the  multiple  factors  induced  by  platelet 
factors.  The  elaboration  of  these  factors  can  be 
into  the  lumen  or  into  the  layers  below  the 
endothelium. 

As  more  is  learned  about  the  actual  mecha- 
nism of  the  atherosclerotic  process,  we  can 
begin  to  develop  treatment  on  a rational  basis. 
Until  then,  our  efforts  continue  to  be  directed 
toward  a healthy  life-style  with  control  of  the 
clinical  risk  factors. 

These  risk  factors  include  abstinence  from  to- 
bacco, control  of  hypertension  and  diabetes, 
exercise,  and  diet.  If  these  risk  factors  are  under 
control  and  the  patient  still  has  a lipid  problem, 
then  drug  therapy  may  be  indicated.  These 
drugs  include  cholestyramine,  nicotinic  acid,  lo- 
vastatin,  probucol  and  aspirin. 

And,  until  we  can  do  more  about  the  basic 
disease,  clinical  management  of  the  complica- 
tions of  the  disease  will  continue  to  be  neces- 
sary. 
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PERIPHERAL  ARTERIAL  DISEASE 

Acute  arterial  insufficiency  is  caused  by  em- 
bolus, thrombus  or  trauma. 

Macro  emboli  come  from  the  heart;  usually 
as  result  of  atrial  fibrillation  (with  or  without 
mitral  stenosis)  or  from  a mural  thrombus  of  the 
ventricle  (myocardial  infarction,  ventricular 
aneurysm,  or  cardiomyopathy.) 

Micro  emboli  come  from  ulcerated  athero- 
mata  and  can  lead  to  digital  ischemia  and/or 
TIA's.  (transient  ischemia  attacks.) 

Thrombosis  is  usually  superimposed  on  a nar- 
row, diseased  artery. 

The  diagnosis  of  acute  arterial  occlusion  is 
made  from  the  history  and  physical  examina- 
tion. A history  of  sudden  onset  of  ischemia  in  a 
patient  with  heart  disease  suggests  embolus. 
On  the  other  hand,  a history  of  worsening  clau- 
dication followed  by  the  sudden  onset  of  is- 
chemia suggests  thrombosis. 

The  6 "P's"  of  acute  arterial  occlusion  relate 
to  3 symptoms  and  3 signs.  Pain,  paresthesia 
and  paralysis  are  manifestations  of  ischemia  of 
nerves.  The  signs  are  pulselessness,  pallor,  and 
Pleistocene  (the  ice  age.  Cold  does  not  start 
with  a "P").  (poikio  thermia) 

Treatment: 

IV  Heparin  is  given  to  stop  any  propagation 
of  clot  while  further  evaluation  and  decisions 
are  made. 

Complete  evaluation  includes  all  the  patient's 
problems  and  findings. 

Decision  about  therapy  is  based  on  the  degree 
of  the  ischemia.  If  the  extremity  is  severely  is- 
chemic, immediate  operation  is  needed. 

If  the  degree  is  less  severe,  and  if  there  are 
systemic  factors  which  can  be  improved,  then 
anticoagulation,  or  perhaps  thrombolysis  can 
be  attempted.  Operation  may  be  elected  at  a 
more  convenient  time.  Improvement  in  cardiac 
output  will  often  improve  the  look  of  the  ex- 
tremity, so  be  sure  to  treat  any  heart  condition 
also.  Long  term  anticoagulation  will  be  needed 
for  cardiac  sources  of  emboli.  In  a few  cases, 
cardioversion,  valve  replacement  or  repair  of 
ventricular  aneurysm  may  be  necessary.^ 

CHRONIC  ARTERIAL  INSUFFICIENCY 
Symptoms. 

Intermittent  claudication,  the  mildest  symp- 


tom, is  defined  as  a pain,  ache,  cramp  or  severe 
tired  feeling  in  a muscle  mass,  usually  the  calf 
muscles,  which  comes  on  after  walking  a cer- 
tain distance  and  is  relieved  by  standing  still  for 
a few  minutes. 

Rest  pain,  an  indication  of  more  severe  arter- 
ial impairment,  is  defined  as  ischemic  neuritis  of 
the  distal  foot  and  toes,  felt  as  a numb,  burning 
discomfort,  coming  on  after  lying  down  and 
relieved  by  putting  the  foot  in  a dependent 
position. 

Gangrene  is  any  tissue  loss,  from  a sore  that 
won't  heal  to  an  obvious  necrotic  toe  or  foot. 

The  differential  diagnosis  of  intermittent  clau- 
dication includes  arterial  insufficiency,  discussed 
above.  Next  most  common  is  neurospinal  clau- 
dication which  can  mimic  arterial  disease.  The 
symptom  is  pain  with  standing  (or  walking) 
which  is  only  relieved  by  sitting  down  or  lying 
down.  Diabetic  neuropathy  can  be  confused 
with  rest  pain,  but  it  does  not  change  with 
position.  Venous  disease  can  cause  calf  pain 
with  walking,  but  it  is  only  relieved  by  lying 
down  and  elevating  the  feet. 

Arthritis  of  hip,  knee,  ankle  and/or  foot  can 
cause  pain  that  gets  worse  with  walking,  and 
can  be  confusing  if  the  discomfort  is  referred 
away  from  the  involved  joint. 

Physical  examination  should  note  the  pres- 
ence of  pulses  and  bruits.  Absent  pulses  are 
common  in  older  people,  and  do  not  mean  that 
the  sympton  is  necessarily  due  to  artery  disease. 
Evalulate  skin  color  and  quality;  see  if  the  color 
changes  with  elevation  and  dependency  (pallor 
and  rubor).  The  cardiac,  neurologic  and  ortho- 
pedic parts  of  the  examination  are  also  impor- 
tant. 

The  Vascular  Laboratory,  although  not 
needed  for  every  patient,  is  invaluable  if  there  is 
any  confusion  about  the  diagnosis  or  the  sever- 
ity of  the  arterial  impairment.  Baseline  measure- 
ments for  future  comparison  are  useful,  since 
many  patients  will  be  followed  for  a long  time. 
For  extremity  arterial  disease,  the  studies  con- 
sist of  arterial  pressures  and  A/B  index  (the  ratio 
of  ankle  systolic  pressure  to  brachial  systolic 
pressure),  velocity  waveforms,  and  in  those 
with  incompressible  arteries,  pulse  volume  re- 
cordings. Visualization  of  arteries  by  ultrasound 
can  be  done  when  needed,  and  venous  studies 
will  help  distinguish  those  patients  whose  symp- 
toms are  due  to  vein  problems. 
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Non-Operative  management  starts  with 
control  of  risk  factors.  A walking  prescription  is 
devised  for  the  patient.  Many  will  not  follow  the 
program  on  theirown  and  should  be  enrolled  in 
a supervised  program.  The  prescription  should 
include  daily  walking,  from  twice  to  4 times  a 
day.  The  walk  should  be  long  enough  to  cause 
claudication  pain.  Reassure  the  patient  that  pain 
does  not  mean  injury.  Weight  reduction  is  also 
important,  and  if  cardiac  function  can  be  im- 
proved, the  leg  symptoms  will  also  get  better. 
Treatment  of  arthritis,  when  present,  will  make 
walking  easier.  The  only  medication  which  will 
improve  walking  distance  in  these  patients  is 
pentoxphylline.  Since  the  average  improvement 
in  walking  distance  is  20%,  most  patients  don't 
feel  that  it  is  worth  the  bother  and  expense. 

Follow-up  on  a regular  basis  permits  the  phy- 
sician to  detect  progression  of  disease,  not  only 
in  the  leg  arteries,  but  the  other  parts  of  the 
arterial  system. 

Treatment  methods  of  no  proved  benefit  in- 
clude anticoagulants,  vasodilators,  and  chela- 
tion therapy. 

The  indications  for  vascular  surgical  consulta- 
tion include  disability  and  deterioration.  When 
claudication  interferes  with  work  or  with  life- 
style, or  when  distance  to  claudication  is  one 
block  or  less,  most  patients  are  disabled  by  their 
symptom.  Deterioration  can  be  increasing  se- 
verity of  claudication  (a  shorter  distance)  or  pro- 
gression to  rest  pain  or  gangrene. 

Operative  management  starts  with  an  arteri- 
ogram for  planning  the  operation.  The  arteri- 
ogram is  not  usually  indicated  for  making  a 
diagnosis,  since  this  should  be  clear  from  the 
history,  physical,  and  vascular  laboratory  stud- 
ies. Reconstruction  options  are  listed  in  Table  1 . 

When  operations  are  done,  the  expected 
outcome  is  shown  in  Table  2.  Graft  patency  is 
somewhat  proportional  to  the  size  of  the  arter- 
ies, and  tibial  artery  disease  is  more  often  asso- 
ciated with  significant  coronary  disease. 


TABLE  1 

Bypass 

Autogenous  graft 
Synthetic  graft 
Endarterectomy 
Balloon  dilation 
Laser  recanalization 
Atherectomy  devices 
Sympathectomy 
Amputation 


TABLE  2 

3 Year 

Mortality  Craft  patency 

Abdominal  aortic  reconstructions  3%  90-95% 

Femoral  popliteal  bypass  3%  70-80% 

Femoral  tibial  bypass  3%  40-70% 


Post  operative  management  includes  a stay 
in  the  intensive  care  unit  for  patients  with  ab- 
dominal aortic  operations  and  any  others  with 
a significant  cardiac  risk.  Length  of  stay  will  vary 
from  7 to  1 4 days.  Those  patients  being  treated 
by  "less  invasive  operations"  will  have  shorter 
hospital  stays  and  higher  recurrence  rates. 

Office  follow  up  requires  a visit  in  two  weeks 
for  wound  evaluation,  another  in  4-6  weeks  for 
return  to  work  evaluation  and  A/B  index.  Pa- 
tients with  aortic  operations  are  then  seen  every 
6 to  12  months.  Those  with  grafts  from  the 
femoral  artery  distally  are  seen  every  3 months 
for  followup  to  include  pressures,  graft  velocity, 
and  general  vascular  evaluation. 
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INTRODUCTION 

The  advent  of  positron  emis- 
sion tomography  (PET)  has 
had  a major  impact  on  the 
diagnostic  role  of  radiology  in  oncology.  His- 
torically, conventional  radiography  has  had 
limited  application  in  brain  tumors  because 
of  its  inability  to  identify  small  differences  in 
cerebral  parenchymal  attenuation.  Major  ad- 
vances of  recent  decades  - radiol-ogic  com- 
puted tomography  (CT  scan)  and  nuclear 
magnetic  resonance  imaging  (MRI  scan)  - 
have  provided  excellent  information  on  ana- 
tomical position  and  distortion  of  cerebral 
structures.  But  until  now,  no  radiol-ogical 
techniques  have  been  able  to  provide  good 
functional  information  regarding  cerebral 
physiology  and  metabolic  status  of  the  brain. 
The  development  of  positron  emission  to- 
mography, however,  has  made  it  possible  to 
measure  and  compare  by  noninvasive  means 
the  metabolic  activities  of  normal  and  abnor- 
mal brain  tissues  as  well  as  regional  blood 
flow  and  volumes’. 

POSITRON  EMISSION  TOMOGRAPHY 
(PET) 

In  contrast  to  CT  and  MRI,  which  can  pro- 
vide only  structural  information,  PET  can 
measure  such  specific  physiological  proc- 
esses, as  regional  blood  flow,  regional  blood 
volume,  regional  metabolic  rate  for  oxygen, 
regional  oxygen  extraction  ratio,  regional 
metabolic  rate  for  glucose,  and  regional  amino 
acid  uptake  or  rates  of  incorporation  into 
protein^.  PET  scanning  requires  two  essential 
elements:  a positron-emitting  radio-nuclide 
and  a positron-computed  tomograph^. 
Sokoloff  et  al.  have  developed  the  deoxyglu- 
cose  method  to  determine  the  local  glucose 
metabolic  rate  of  the  central  nervous  sys- 
tem"*.  Deoxyglucose  (DG)  was  chosen  as  a 
radionuclide  because  it  is  an  analog  of  glu- 
cose and  is  therefore  treated  like  glucose  by 


the  blood-brain  transport  and  phosphoryla- 
tion systems.  However,  unlike  glucose,  DG 
can  not  be  further  metabolized.  As  a result, 
the  products  of  deoxy-glucose  phosphoryla- 
tion are  essentially  trapped  in  the  intracellu- 
lar space  of  brain  tissues  long  enough  to  be 
detected  by  PET  scanner. 

PET  IMAGING  OF  BRAIN  TUMORS 

A technique  which  has  recently  proven 
extremely  valuable  in  neuro-radiology  is  FDG- 
PET  imaging,  which  uses  ’®F-2-deoxy-2-D-glu- 
cose  (FDG)  as  a positron  emitting  radiotracer. 
FDG-PET  was  extensively  investigated  by  Di 
Chiro  et  al.  in  studies  of  more  than  350  cases 
of  brain  tumors^.  Their  first  series  of  100  con- 
secutive scans  on  primary  brain  tumor  pa- 
tients was  performed  at  the  National  Insti- 
tutes of  Health^.  The  procedure  involved 
FDG  injection  and  a 35  to  45  minute  uptake 
period,  followed  by  PET  scanning.  Additional 
follow-up  scans  were  obtained  three  hours 
later  to  determine  the  dynamic  rate  constant. 
All  high  grade  tumors  showed  easily  identi- 
fied hot  spots  (areas  of  high  uptake)  on  PET 
scans,  while  most  (36  of  40)  low  grade  tumors 
did  not  display  hot  spots.  The  Di  Chiro  study 
showed  that  PET  is  highly  accurate  in  detect- 
ing high  grade,  metabolically  active  tumors^. 

Although  CT  and  MR  images  provide  very 
good  anatomical  information  to  identify  and 
localize  "mass  lesions"  in  the  brain,  neither  of 
these  imaging  modalities  can  distinguish 
actively  proliferating  tumors  from  biologi- 
cally inactive  elements  within  the  lesion, 
especially  after  surgery  or  radiation  treat- 
ment. The  ability  to  differentiate  radiation 
necrosis  from  recurrent  brain  tumor  is  a major 

’Address  correspondence  and  reprint  requests  to:  H.W. 
Chin,  M.D.,  Ph.D.  Professor  and  Director,  Radiation  Therapy, 
St.  Joseph  Hospital,  601  N.  30th  Street,  Omaha,  NE  68131. 
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advantage  of  PET.  In  another  study  of  95  pa- 
tients at  the  National  Institutes  of  Health,  PET 
was  used  differential  diagnosis  of  recurrent 
tumor  versus  brain  necrosis®.  Ten  radiation 
necroses  were  accurately  diagnosed  as  evi- 
denced by  cold  spot,  and  85  recurrent  tu- 
mors clearly  displayed  hot  spots. 

Another  series  of  45  consecutive  high  grade 
gliomas  were  evaluated  at  the  National  Insti- 
tutes of  Health  to  assess  the  usefulness  of 
EDG-PET  imaging  in  determining  prognosis^. 
Glucose  utilization  of  the  tumors  were 
compared  to  that  of  contralateral  normal 
brain.  A ratio  of  1.4  was  determined  as  the  di- 
viding point  between  the  rates  of  glucose 
metabolism  in  tumor  and  nontumor  tissues. 
Patients  with  tumor  metabolic  ratios  greater 
than  1.4  had  a median  survival  of  5 months, 
in  contrast  to  19  months  in  those  with  lower 
metabolic  ratios.  The  PET  images  proved 
superior  to  pathohistology’°. 

CASE  ILLUSTRATIONS 
CASE  I: 

A 42-year-old  white  female  presented  with 
a one-month  history  of  increasing  confusion, 
disorientation,  and  expressive  aphasia.  CT 
scan  of  her  head  revealed  a large  low  density 
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lesion  in  the  left  frontal  lobe.  The  patient 
underwent  a left  craniotomy  and  resection  of 
the  tumor.  The  tumor  was  found  to  be  grade 
III  astrocytoma. 

Postoperative  MRI  scan  revealed  residual 
mass  in  the  left  frontal  lobe.  Differentiation  of 
the  mass  between  residual  active  tumor  and 
the  other  of  components  was  not  possible  on 
MRI.  However,  PET  scan  clearly  showed 
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FIGURE  1: 

Contrast  enhanced  T-1  weighted  axial  (a)  and  sagittal  (b)  MR  images  obtained  within  days  of  PET  scan 
demonstrate  considerable  central  hyperintensity,  most  which  represents  subacute  hemorrhage.  The  hy- 
pointense  areas  posteriorly  and  interiorly  represent  some  combination  of  encephalomalcia,  edema,  and 
residual  tumor.  The  PET  scan  (c)  reveals  a half-moon  shaped  rim  of  hypermetabolic  activity  in  the  periph- 
ery of  the  original  tumor,  extending  medio-anteriorly.  No  metabolic  activity  is  seen  in  the  major  part  of 
original  tumor  which  was  surgically  removed. 
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curvilinear  rim  with  enhanced  metabolic 
frontal  cortex,  suggesting  residual  tumor 
(Figure  1). 

CASE  II: 

A 25-year-old  white  male  presented  with 
sudden  onset  of  seizure.  CT  scan  revealed  an 
elliptical  mass  in  the  posteromedial  aspect  of 
the  left  temporal  lobe  with  surrounding  edema. 
Because  he  was  not  a good  candidate  for 
debulking  surgery  due  to  the  deep-seated 
location  of  the  tumor,  the  patient  was  treated 
by  stereotactic  brain  implantation  therapy. 
He  underwent  brain  brachytherapy,  followed 
by  6000  cGy  of  external  beam  radiotherapy 
to  complete  the  course  of  radiation  treat- 
ment. He  also  received  adjuvant  BCNU 
chemotherapy.  Follow-up  MRl  scans  showed 
persistent  mass.  However,  PET  revealed  hy- 
pometabolic  area  in  the  original  tumor  site, 
suggesting  necrosis  (Figure  2).  Biopsy  exami- 
nation from  the  hypometabolic  original  tumor 
site  revealed  no  identifiable  tumor  cell. 

SUMMARY 

PET  has  a promising  role  in  neuroradiology 
for  accurate  diagnosis  and  prognostication  of 
malignant  tumors  as  well  as  differential  diag- 
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nosis  of  radiation  necrosis  and  recurrent  tu- 
mors. Particularily,  PET  has  proven  its  ability 
to  accurately  differentiate  radiation  necrosis 
from  recurrent  brain  tumor.  Active  tumors 
have  accelerated  glycolysis,  and  a remark- 
able accumulation  of  FDG  radiotracer  in  high 
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FIGURE  2: 

T-2  (a)  and  contrast  enhanced  T-1  weighted  (b)  MR  images  6 weeks  after  negative  biopsy.  Tumor  bed  con- 
sists of  central  necrosis,  a thick  irregular  rim  of  cerebritis,  and  marked  surrounding  edema/encephalo- 
malacia.  On  the  PET  (c),  the  site  of  original  tumor,  treated  with  brachytherapy  and  external  beam  radio- 
therapy, shows  hypometabolic  activity,  suggestive  of  no  active  tumor  present  in  the  area.  Stereotactic 
biopsy  examination  from  hypo-metabolic  lesion  confirmed  no  identifiable  tumor  cells. 
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grade  brain  tumors  is  evident  on  PET  images. 
Tumor  metabolism  also  proportionally  in- 
creases with  increasing  pathologic  grades  of 
brain  tumor,  and  accelerated  tumor  metabo- 
lism indicates  a poor  prognosis  for  the  tumor. 
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COMMENTS 

To  date  HCFA  has  yelled  nyet  to  PET 
reimbursement  although  payment  has  been 
recommended  by  the  physician  review  panel. 
Furious  political  lobbying  continues  with 
Medicare  and  a decision  is  expected  in  the 
next  year.  Most  other  third  party  payers  are 
reimbursing  PET  scans  in  this  geographic 
area. 

A PET  exam  may  take  up  to  2 hours  (total 
scan  and  preparation  time)  and  cost  be- 
tween $1,200.00  and  $3,000.00.  Informa- 
tion is  mostly  physiologic  but  can  be  mor- 
phologic as  well  (e.g.  muscle  viability  and 
flow  in  cardiac  imaging).  Approximately  60% 
of  the  Creighton  PET  Center  cases  are  car- 
diac (personal  communication  with  Mathis 
Frick),  with  the  remaining  scans  neurologic 
or  body  tumor  imaging.  This  follows  national 
trends. 

This  case  report  nicely  demonstrates  the 
potential  of  PET,  pitting  the  exam  against 
gadolinium  enhanced  MRI,  the  current 
Cadillac  of  neurologic  imaging  tests.  False 
negatives  are  being  reported  with  MRI  (1), 
and  PET  promises  greater  specificity. 

Nebraska  is  fortunate  to  have  a PET  center 
in  Omaha.  St.  Louis  and  Vanderbilt  are  the 
next  closest  facilities  in  clinical  operation. 
Does  our  state  need  more  than  one  PET 
center,  replete  with  cyclotron,  cameras, 
nuclear  laboratory,  biochemist,  physicist,  and 
public  concern  (albeit  exaggerated)  about 
nuclear  wastes?  Is  MR  spectroscopy  very  far 
behind  PET  in  cardiac  metabolic  imaging? 

I encourage  you  to  form  opinions  on 
these  issues  as  they  will  surely  surface  in  the 
near  future  and  impact  practice,  referral 
patterns,  and  the  cost  of  medical  care. 

1.  Rollins,  N.  and  Medalsohn,  D.,  Mulne,  A.  et  al. 
Recurrent  medulloblastoma:  Frequency  of  tumor 

enhancement  on  Gd-DTPA  MR  imaging.  AJR  155:  153- 
157,  1990. 


Joe  Stavas,  M.D. 
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Bacterial  sepsis  is  a leading 
cause  of  morbidity  and  mor- 
tality is  a leading  cause  of 
morbidity  and  mortality  in  the  first  months  of 
life.  Because  the  initial  signs  of  infection  are 
frequently  subtle  and  nonspecific  in  newborn 
infants,  health  care  providers  must  consider 
sepsis  in  the  differential  diagnosis  of  a variety 
of  clinical  conditions.  Appropriate  recognition 
of  neonatal  sepsis  is  essential  because  bactere- 
mia can  rapidly  overwhelm  the  newborn's 
immature  immune  system  and  result  in  cata- 
strophic illness  or  death.  The  organisms  most 
frequently  implicated  in  neonatal  sepsis  are 
unique  to  this  age  group.  The  group  B strepto- 
coccus (CBS)  and  E.  coli  are  the  two  most 
common  pathogens  of  the  neonatal  period. 
Other  bacteria  frequently  implicated  in  neona- 
tal sepsis  include  Group  D Enterococcus,  Lis- 
teria monocytogenes,  and  Staphylococci.  The 
incidence  of  bacterial  sepsis  among  newborn 
infants  is  estimated  to  1-3  per  1000  live  births 
with  up  to  a 25%  case-fatality  rate.  Most 
infants  acquire  their  infections  via  aspiration  of 
infected  amniotic  fluid  or  vaginal  secretions, 
and  epidemiologic  studies  report  that  about 
35%  of  pregnant  women  are  colonized  rec- 
tally  or  vaginally  with  CBS.’’^ 

The  vulnerability  of  the  newborn  to  life- 
threatening  infections  is  most  pronounced  in 
the  premature  infant.  This  predisposition  to 
life-threatening  infections  is  due,  at  least  in 
part,  to  deficiencies  in  host  defense.  Infants 
born  prior  to  32  weeks  gestation  are  hypog- 
ammaglobulinemic  since  the  transplacental 
acquisition  of  IgC  occurs  primarily  in  the  last 
trimester.  Neonatal  neutrophils  are  known  to 
be  defective  in  comparison  to  their  adult 
counterparts  in  storage  pool  size,  migration, 
bacterial  ingestion,  and  microbial  killing.  Futh- 
ermore,  we  and  others  have  shown  that  the 
newborn  complement  system  is  deficient  in 
comparison  to  the  adults.^  Therefore,  nearly 
every  arm  of  the  newborn's  immune  system 
has  been  demonstrated  to  be  defective  in 


comparison  to  the  adult  thus  contributing  to 
the  neonatal  predisposition  to  overwhelming 
infection. 

Because  of  the  newborn's  limited  repertoire 
of  responses  to  clinical  illness,  the  diagnosis  of 
neonatal  sepsis  remains  a significant  challenge 
to  the  practicing  clinician.  The  early  suspicion 
of  sepsis  often  relies  primarily  upon  "soft",  non- 
specific, clinical  signs  such  as  poor  feeding, 
temperature  instability,  vomiting,  and  respira- 
tory distress.  Appropriately  obtained  and 
processed  bacterial  cultures  of  blood,  urine, 
and  cerebrospinal  fluid  remain  the  gold  stan- 
dard for  diagnosis  of  neonatal  infections.  The 
diagnostic  value  of  body  surface  cultures  (e.g., 
ear  canal,  skin,  gastric  aspirate,  nasopharynx, 
rectal)  is  low  and  has  been  demonstrated  to  be 
cost  ineffective."*  Latex  agglutination  studies 
on  urine  and  CSF  may  be  helpful  in  identifying 
the  presence  of  bacterial  antigens  from  CBS, 
Streptococcus  pneumoniae.  Neisseria 
meningitidis  (may  cross  react  with  some  E.  coli 

strains)  and  Hemophilus  influenzae.  Latex 
agglutination  tests  are  particularly  useful  in 
clinical  situations  in  which  the  infant  has  been 
exposed  to  antibiotics  prior  to  obtaining  blood 
cultures.  For  example,  prenatally  administered 
maternal  antibiotics  may  cross  the  placenta 
and  inhibit  bacterial  growth  in  neonatal  blood 
cultures. 

The  combination  of  ampicillin  (100-200 
mg/kg/day)  and  gentamicin  (5  mg/kg/day) 
remains  the  preferred  initial  treatment  of  sus- 
pected early-onset  sepsis  in  the  newborn. 
Third  generation  cephalosporins  offer  the 
advantage  of  low  toxicity  and  excellent  CSF 
penetration;  however.  Listeria  and  entero- 
cocci are  resistant  to  these  cephalosporins.  In 
addition,  resistant  gram-negative  bacilli  may 
emerge  with  extensive  use  of  cephalosporins. 
Therefore,  if  a third  generation  cephalosporin 
is  to  be  used  for  initial  therapy  in  the  neonate, 
one  should  combine  such  therapy  with  ampi- 
cillin. 
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Significant  morbidity  and  mortality  associ- 
ated with  neonatal  sepsis  persists  despite 
appropriate  antibiotic  coverage.  Additional 
ways  of  fighting  infection  in  newborns  have 
been  actively  investigated.  Exchange  transfu- 
sions have  been  used  extensively  and  have 
several  potential  beneficial  effects  including 
correction  of  disseminated  intravascular  co- 
agulation and  the  provision  of  opsonins.  Gran- 
ulocyte transfusions  have  also  been  used  but 
have  met  with  limited  success  because  of  their 
inacessibility.^  Since  septic  neonates  usually 
lack  type-specific  antibody,  the  use  of  intrave- 
nous immunoglobulin  (IVIC)  in  septic  neo- 
nates is  an  area  of  active  research.  Several 
studies  have  demonstrated  beneficial  effects 
with  the  use  of  IVIC;  however,  theoretical 
disadvantages  to  the  use  of  IVIC  in  neonatal 
sepsis  include  reticuloendothelial  system 
blockade  and  increasing  type-specific  anti- 
body catabolism  by  excess  gamma  globulin. 
Therefore,  the  use  of  IVIC  in  neonates  as 
adjunctive  therapy  must  still  be  considered 
experimental.  Finally,  the  use  of  extracor- 
poreal membrane  oxygenation  (ECMO)  has 
shown  to  be  useful  in  supporting  the  cardio- 
pulmonary deterioration  of  septic  newborns 
during  the  acute  phases  of  their  illness.  At 
UNMC  we  have  successfully  managed  several 
infants  with  overwhelming  CBS  and  gram 
negative  sepsis  with  ECMO.^ 

Because  of  the  high  incidence  and  severity 
of  CBS  infections  in  newborn  infants,  there  has 
been  considerable  discussion  regarding 
modes  of  CBS  prevention.  Approaches  to 
prevention  have  included  ampicillin  prophy- 
laxis during  labor  to  high-risk  mothers  who  are 
colonized  with  CBS.  Risk  factors  include  pre- 
mature labor  or  rupture  of  amniotic  mem- 


branes of  greater  than  12  hours.  This  strategy 
has  been  shown  to  decrease  the  incidence  of 
early-onset  CBS;  however,  it  requires  prenatal 
rectal  or  vaginal  cultures  to  identify  CBS-posi- 
tive mothers.  Futhermore,  it  is  recognized  that 
this  approach  may  fail  to  prevent  up  to  30%  of 
cases  of  early-onset  CBS  in  full  term  infants 
born  to  mothers  with  no  risk  factors.^  Alterna- 
tive approaches  currently  being  investigated 
include  the  development  of  a CBS  vaccine. 

In  conclusion,  bacterial  sepsis  continues  to 
cause  substantial  morbidity  and  mortality  in 
the  newborn  infants.  We  are  actively  pursuing 
both  clinical  and  basic  research  to  delineate 
the  mechanisms  that  underly  the  neonate's 
susceptibility  to  infection  to  more  efficiently 
focus  our  therapeutic  interventions  to  meet 
the  unique  needs  of  the  newborn  infant. 


REFERENCES 

1.  McCracken  GH,  Freij  BJ,  Infectious  diseases  of  the 
fetus  and  newborn.  In:  Textbook  of  Pediatric  Infectious 
Diseases.  2nd  Ed.  Philadelphia:  W.B.  Saunders  Co.; 
1987,  p 940. 

2.  Seigel  JD.  Neonatal  sepsis.  Semin  Perinat.  9:20, 
1985. 

3.  Zach  TL,  Hostetter  MK.  Biochemical  abnormalities 
of  the  third  component  of  complement  in  neonates. 
Pediat  Res.  26:116,  1989. 

4.  Fulginiti  VA.  Body  surface  cultures  in  the  newborn 
infant.  AJDC  142,  1988. 

5.  Christensen  RD  etal.  Granulocyte  transfusions  in 
neonates  with  bacterial  infection:  neutropenia  and 
depletion  of  mature  marrow.  Pediatrics  70:1,  1982. 

6.  Willet  LD,  Bolam  DL,  Goodrich  PD,  Bussey  ME, 
Schroder  KA,  Leuschen  MP,  Nelson  RM.  Neonatal  ex- 
tracorporeal membrane  oxygenation.  Neb  Med  J,  75:8, 
1990. 

7.  Gotoff  SP,  Boyer  KM.  Prevention  of  group  B strep- 
tococcal early  onset  sepsis.  Pediatr  Infect  Dis  J,  8:268, 
1989. 


March  1991 


Nebraska  Medical  Journal 


75 


PRESIDENT'S  PAGE 


"Medical  Miranda"  and  National  Practitioner  Data  Bank 
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President,  Nebraska  Medical  Association 


In  the  current  Nebraska  legislative  session, 
there  are  two  bills  dealing  with  the  durable 
power  of  attorney  and  one  with  living  wills.  It 
appears  that  the  durable  power  of  attorney 
bill,  LB-696,  may  have  a good  chance  of  get- 
ting out  of  Committee  and  going  to  the  floor 
for  debate  with  only  some  minor  changes.  We 
have  all  heard  debates  about  living  wills  and 
durable  powers  of  attorney  and  hopefully  the 
question  will  be  resolved  with  this  legislative 
session. 

Whether  or  not  LB-696  is  passed,  the  fed- 
eral government  has  already  intervened  by 
passing  the  Patient  Self-Determination  Act, 
which  was  part  of  the  Omnibus  Budget  Bill 
passed  last  November.  The  so-called  "Medical 
Miranda"  Act  requires  healthcare  provider  or- 
ganizations to  advise  patients  of  their  rights  to 
refuse  care  and  to  name  proxies  in  case  they 
become  incompetent.  It  will  be  the  responsi- 
bility of  all  hospitals,  nursing  homes,  health 
maintenance  organizations,  hospices  and 
home  healthcare  agencies  who  want  Medi- 
care or  Medicaid  reimbursement  as  of  No- 
vember, 1991,  to  provide  this  so-called  "Medi- 
cal Miranda"  to  all  patients.  Specifically,  it  re- 
quires that  providers: 

1.  Maintain  written  policies  and  refusal  of 
care  in  advanced  directives. 

2.  Give  this  written  information  to  adults  at 
the  time  of  admission  as  hospital  inpa- 
tients or  as  residents  of  a skilled  nursing 
facility,  before  coming  under  the  care 
of  a home  health  agency  or  hospice,  or 
upon  enrollment  in  an  HMO. 

3.  Note  in  the  patients'  records  whether  an 
advanced  directive  has  been  made. 

4.  Ensure  compliance  with  advanced  direc- 
tives consistent  with  the  state  law. 

5.  Provide  both  staff  and  community  edu- 
cation on  advanced  directives. 


Paul  E.  Collicott,  M.D. 


Since  there  is  wide  variability  among  the 
states  as  to  the  laws  regarding  living  wills  and 
their  inclusiveness,  as  well  as  that  of  durable 
powers  of  attorney,  the  US  Department  of 
Health  and  Human  Services  (HHS)  has  di- 
rected the  Health  Care  Financing  Administra- 
tion (HCFA)  to  provide  healthcare  organiza- 
tions with  pertinent  information.  With  HCFA's 
past  performances  being  kept  in  mind,  this 
should  be  an  interesting  assignment!  Fortu- 
nately, the  AMA  is  developing  brochures  for 
physicians  and  patients,  under  the  auspices  of 
the  AMA's  Office  of  General  Counsel  to  pro- 
vide healthcare  providers  with  the  pertinent 
information  and  not  wait  for  HCFA. 

It  is  incumbent  upon  each  individual  physi- 
cian to  be  cognizant  of  the  various  institutions' 
policies  where  his/her  patients  are  admitted 
insofar  as  this  "Medical  Miranda".  I would 
make  sure  that  their  statements  coincide  with 
your  personal  and  professional  beliefs.  I be- 
lieve that  it  is  important  for  us,  as  physicians,  to 
be  actively  involved  with  our  various  institu- 
tions in  establishing  these  policies  and  state- 
ments which  every  patient  who  is  admitted 
will  have  to  sign. 
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In  another  related  matter,  I would  like  to 
inform  you  of  some  of  the  nuances  of  the 
reports  to  the  National  Practitioner  Data  Bank 
which  became  effective  on  September  1, 
1990,  and  which  requires  mandatory  report- 
ing of  all  payments  made  by  or  on  behalf  of 
physicians  as  a result  of  medical  malpractice 
settlements.  As  you  are  well  aware,  the 
Healthcare  Quality  Improvement  Act  of  1986 
requires  any  individual  or  entity  that  makes  a 
payment  on  behalf  of  a physician  in  a settle- 
ment, partial  settlement,  or  in  satisfaction  of  a 
medical  malpractice  action  or  claim,  including 
a judgement  after  trial,  to  prepare  and  forward 
a Medical  Malpractice  Payment  Report 
(MMPR  following  on  page  79)  to  the  National 
Practitioner  Data  Bank,  as  well  as  to  the  appro- 
priate state  licensing  board  in  the  state  in 
which  the  malpractice  claim  occurred,  within 
30  days  from  the  date  that  payment  is  made. 
As  you  may  or  may  not  be  aware,  there  is  no 
floor  on  the  amount  that  need  be  reported,  so 
that  any  payment,  no  matter  how  small  the 
amount,  must  be  reported.  When  a physician's 
insurance  policy  provides  for  a deductible 
amount  on  the  payment  to  a claimant  and  the 
physician  makes  a payment  directly  to  the 
claimant,  then  the  physician  must  be  regarded 
as  a "reporting  entity". 

Pending  an  amendment  to  the  Act  that 
would  set  a floor  for  the  amount  of  payment 
below  which  reporting  would  not  be  required, 
the  physician  is  faced  with  difficult  decisions 
regarding  the  settlement  of  nuisance  cases  or 
frivolous  lawsuits.  Additional  issues  involve 
the  control  that  the  physician  maintains  over 
the  outcome  of  the  case  and  the  potential  for 
the  increase  in  the  cost  for  professional  liability 
insurance.  As  you  also  may  or  may  not  be 
aware,  many  malpractice  carriers  may  elect  to 
settle  a claim  rather  than  proceed  to  a trial  or 
hearing,  based  strictly  on  financial  reasoning, 
that  would  be  of  benefit  to  the  carrier  rather 
than  to  the  physician.  The  determination  to 
pay  a settlement  now  carries  with  it  the  abso- 
lute requirement  of  reporting,  and  for  some 
physicians,  the  first  mandated  record  of  al- 
leged malpractice  claims  against  them. 

It  would  be  incumbent  on  each  physician  to 
review  the  "consent  to  settle"  clause  in  his  or 
her  medical  liability  insurance  policy  to  deter- 
mine what,  if  any,  control  the  physician  has 
over  the  decision  to  settle  a case  or  to  proceed 
to  a hearing  or  trial  to  determine  the  issue  of 
liability.  If  your  medical  liability  insurance 


policy  does  not  offer  various  options  with 
respect  to  the  "consent  to  settle"  clause,  you 
may  wish  to  reconsider  your  contract  with  that 
particular  company. 

Another  disincentive  presented  by  this  Act 
is  the  erosion  of  guarantees  that  the  details  of 
a settlement  or  judgment  remain  confidential. 
In  the  past,  physicians  have  been  able  to  enter 
into  a settled  agreement  in  which  court  orders 
stipulated  that  the  terms  of  the  agreement  or 
judgement  are  to  remain  confidential.  Unfor- 
tunately, this  stipulation  is  now  rendered  vir- 
tually meaningless  where  the  reporting  entity 
is  required  to  set  forth  on  the  MMPR  form,  not 
only  the  amount  of  the  judgement  or  settle- 
ment, but  also  "any  conditions  attached 
thereto,  including  the  terms  of  the  payment". 

It  is  extremely  important  that  each  physician 
realize  that  the  MMPR  report  may  be  dis- 
puted. Unfortunately,  a physician  has  only  60 
days  to  comply  in  filing  this  dispute  from  the 
time  the  report  is  filed.  The  physician  may  not 
receive  a copy  of  the  MMPR  until  after  it  has 
been  in  the  Data  Bank  for  30  days,  thereby 
reducing  the  time  frame  by  an  addtional  30 
days  in  which  he  may  dispute  the  report.  This 
creates  an  awfully  short  time  frame. 

In  reference  to  these  concerns,  your  Ne- 
braska Medical  Association  is  in  the  process  of 
querying  all  of  the  liability  carriers  in  the  state 
of  Nebraska  as  to  their  "consent  to  settle" 
clauses,  as  well  as  asking  if  they  would  provide 
the  physician  a copy  of  the  MMPR  before  it  is 
filed  with  the  National  Practitioners'  Data 
Bank.  Additionally,  I would  urge  each  individ- 
ual physician,  when  they  are  unfortunately 
involved  with  malpractice  proceedings,  to 
contact  the  reporting  entity  and  request  a 
review  of  the  MMPR  and  an  explanation  prior 
to  submission  to  the  Data  Bank  and  the  state 
licensing  board.  If  we  can  develop  a coopera- 
tion between  the  reporting  entity  and  the 
parties  involved,  then  hopefully  any  potential 
disputes  in  the  MMPR  would  be  resolved  prior 
to  its  filing. 

Assuming  that  the  discussion  with  the  re- 
porting entity  does  not  produce  the  desired 
results,  the  physician  must  sign  and  return  to 
the  Data  Bank  the  practitioner  notification 
document  stipulating  in  writing  on  that  form 
the  basis  of  the  disagreement.  The  physician 
can  thereby  request  the  Secretary  of  the 
Department  of  Health  and  Human  Services  to 
review  the  accuracy  of  the  MMPR  and  resolve 
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the  matter.  The  Secretary  will  then  determine 
that  the  MMPR  must  be  corrected,  voided  or 
is  indeed  accurate.  If  the  Secretary  deems  the 
report  to  be  accurate,  the  physician  is  allowed 
to  place  a brief  statement  in  his  or  her  Data 
Bank  file  regarding  the  disagreement.  Upon 
query  to  the  Data  Bank,  all  entities  will  be 
notifed  that  the  MMPR  in  question  was  being 
disputed  by  the  physician,  but  also  will  be 
informed  as  to  the  decision  of  the  Secretary. 

The  American  Medical  Association,  in  an 
effort  to  alleviate  some  of  these  problems,  has 
continued  to  urge  the  Department  of  Health 
and  Human  Services  that  payments  of  settle- 
ments and  judgements  in  an  amount  less  than 
$30,000  not  be  required  to  be  reported.  The 
AMA  has  also  stressed  the  importance  of  the 
issues  of  confidentiality  and  access  to  the  Data 
Bank  by  unauthorized  entities  or  persons.  The 
AMA  is  continuing  to  request  that  reports  to 
the  Data  Bank,  other  than  for  license  or  appli- 
cation, be  purged  after  five  years.  At  this  time, 
however,  no  provisions  exist  as  to  the  ability  of 
purging  the  reports  after  so  many  years  nor 
have  any  amendments  been  made  to  the  Act 


to  establish  a floor  for  the  dollar  amounts  in 
which  judgements  and  settlements  need  not 
be  reported. 

In  summary  then,  I would  urge  all  physicians 
to  be  aware  of  the  reporting  requirements  of 
the  Data  Bank,  even  though  the  Act  provides 
that,  "a  payment  in  settlement  of  a medical 
malpractice  action  or  claim  shall  not  be  con- 
strued as  creating  a presumption  that  medical 
malpractice  has  occurred".  I am  concerned 
that  many  hospitals  and  other  credentialing 
bodies  may  be  forced  by  their  own  liability  or 
public  relations  concerns  to  restrict  or  deny 
privileges  to  physicians  who  have  extensive 
records  in  the  Data  Bank  that  are  unfavorable. 
Without  a limitation  on  the  dollar  amounts, 
those  physicians  who  practice  in  high-risk 
specialties  may  experience  difficulty  in  obtain- 
ing hospital  privileges.  It  is  imperative  that  all 
physicians  carefully  review  any  reports  for 
accuracy  since  failure  to  conscientiously  do  so 
many  seriously  affect  the  physician's  privileges 
or  even  licensure. 

Physicians  must  not  take  this  law  casually! 
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NaMonc<  PnacHHoo^f  Data  Bonk 
P.O.  Bo*  6048 
Comarino.  CA  9X11  -6048 


MEDICAL  MALPRACTICE 
PAYMENT  REPORT 


OMBNO  09150126 

EXP  DATE  3/31/91 


■ ROR  data  BANIE  iBfdNLV  ' 


Document  Nunbof  of  Ptevloui  ifeport  (to  bo  ©nieied  by  Reportlno  Enlify 
onlv  when  submitting  a 'Correction  or  Additton.*  or  “Void  Previous  Report.') 


SECTION  A - REPORTING  ENTITY  INFORMATION 


1.  UOIOIXTik  lU  (15) 


Report 


I I Initial 

I I Report 


I I Correction  or 

I I Addition 


I — I Vow  Previous 
I I Report 


Relationship  of  Entity 
to  the  Proctitloner 


XI 


Insurance 

Componv 


I Self-Insured 
I I Indvlduol 


I I Self-Insured 

I I Oroonlzotlon 


T Entity  Nome  (40) 


Street  Address  (40) 


Z.  City  (28) 


SECTION  B - PRACTITIONER  INFORMATION 


wachtionef  Name  Last  (25) 


7 State  (2)  1 8.  Zip  Code  <5  or  ^) 


Add'l  Into,  (see  Instructions) 


TC  Other  Ntome  Used  Last  (26) 


first  ( 15) 


Mrddle  (15) 


Midde(lS)' 


Suffix  (!3) 


TT  Orgoni/atron  Name  (40) 
17  Work  Address  (40) 


13 — citv  m 


M Slate  (2)  1 15  Zip  Code  (5  or  9) 


T7  Home  Address  (40) 


16  Country  (if  not  U S )( lO) 


18'."'  'CltvW 


ry."5fi:ii'e"(:a  iso.-'Zi'p'gdde  iis'bf  9) 


2t.  tountry  rtf  not  U.S.)  (l6) 
7i.c.  field  of  Licensure  fSi 


2i  a.  License  Number  (id) 


b Stole  of  Licensure  (f) 


7T  Date  of  Birth  (mm/dd/yy)  24,  Social  Security  Number  (U.S.)  (9) 


25.  Eedoral  DEA  No.  (12) 


26  a.  Professional  School  Attended  (4(!)) 
2/a.  Hospital  AfWrotion  (40) 


7A.b.  Vear  of  Graduation  Wi 
2/.C.  State  (2) 


|7;.b.  aty«8) 


29  Dale(s)  of  Act(s) 
or  Omlsslon(s) 


SECTION  C --  PAYMENT  INFORMATION 


Add'l  Info,  (see  Instructions) 


28  Act(s)  or  Omissrorxs) 
Code(s)  (3) 


"ST  Payment  (Xite  (mm/dd/yy) 


3 1 . Amount  Paid 


3T 


33.  Number  of  Piactrlioners  on  Whose  Behalf 
Poymenf  Was  Mode 


— Single  i— i 


Multiple 

Poyments 


35.  Dote  oTjudgment  or  lemenf. 
If  any  (mm/dd/yy) 


3ir  Payment  Result  of; 

Judgment.  If  ony  | [ Settlement.  If  ony 


36.  Acjudicalive  Body  Case  Number.  If  oppllcoble 


37  A^ucJcotlve  &ody  Name.  If  opplicable  ^6CJ) 

33  bescription  of  tbe  acts  or  omissions  and  injuries  or  Illnesses  upon  which  the  action  or  claim  was  based  (ii>fxi  - see  instructions) 


37  Description  ond  totol  amount  of  judgment  or  settlement  and  ony  conditions  attached  thereto,  including  terms  of  payment  (600) 


SECTION  D ••  CERTIFICATION 


I certfy  thot  The  reporting  entity  or  IndMduc*  kJenlfied  in  Section  A of  ftis  report  b ciuthortzed.  under  the  provisions  of  P L 99-660.  as  omended.  ond  os  sp>ecined  In  45  CFR  Part  60.  to 
provide  thh  kYormotlon  to  the  Nottor*^  Proctttloner  Data  Bank.  I further  certify  that  the  reporting  entity  or  IndMdual  hcs  outhortzed  me  to  submit  this  report  to  the  Date  Bank  ond  that 
the  kyormatlon  provided  li  true  or>d  complete. 


40.  Printed  Nome  of  Authorized  Rec^ssentotive/SelMnsured  Individual  (40) 


41  Title  of  Authorized  Repfesentotive  (40) 

143  Signohjre  Dote  (mm/dd/yy)  |44.  Signalure  of  Au1hoftz©d  Representotive/SelMnsured  Individual 


42  Telephone  Number  (15) 

( ) .GXt 


SECTION  E - SELF-INSURED  INDIVIDUAL  NOTARIZATION 


The  nctundual  nevned  ki  Section  A and  further  Identfied  In  Section  B of  the  form  hrs  nppeored  before  me  In  person  on  the 
to  me  to  be  that  bc^vfcJual  1^  rsotrsry  sec*  appears  in  the  lower  right  hend  comer  of  thb  form 


_ and  li  knovm 


~ZZ.  Printed  Name  of  Notary 


4/  Signature  of  Notary 


46-  Date  Commission  Expires  (mm/dd/yy) 


48.  Notary  Number 


WHITE-DAIA  BANK  YELLOW-STATE  LCENSING  BOARD  PINK-REPORTING  ENTITY 
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THE  AUXILIARY 


Who  Cares  . . . 
About  Health  Care? 


CARMEN  KLEAGER 
NMAA  Legislative  Committee 


(NOTE:  Carmen  Kleager,  NMAA  Legislative  Commit- 
tee, addressed  these  health  care  issues  at  the  Mid-Winter 
Auxiliary  Meeting.  A nurse  anesthetist,  she  is  currently 
working  with  an  accounting  firm  as  a member  of  their 
health  care  specialty  group,  providing  medical  clients 
with  information  services.  She  has  a special  interest  in 
Medicare.  The  spouse  of  Dr.  Louis  Kleager,  she  is  a past- 
president  of  Scottsbiuff  County  Medical  Auxiliary,  hlere 
are  her  thoughts:) 

Who  cares  about  health  care?  A resounding 
"We  do!"  is  naturally  heard  from  physicians 
and  their  spouses  because  of  their  obvious 
direct  involvement  in  the  health  care  industry. 
However,  a much  larger  audience  has  now 
become  aware  of  the  health  care  crisis  in 
America.  Senior  citizens  and  non-seniors,  em- 
ployers and  employees,  blue-collar  and  white- 
collar,  healthy  and  not-so-healthy,  etc.,  etc.,  — 
all  have  a vested  interest  in  solving  the 
healthcare  problem. 

There  are  two  major  interrelated  factors 
that  are  significant  to  the  health  care  issue  — 
cost  and  access: 

1 . COST  — Health  care  costs  in  America, 
now  approaching  $600  billion  per  year,  are 
rising  annually  at  a rate  that  far  exceeds  the 
rate  of  inflation.  This  is  due  to  many  factors 
including  expensive  advanced  technology,  in- 
creasing numbers  of  persons  over  65  years  of 
age  who  require  more  costly  medical  services, 
and  increasing  liability  costs,  both  in  the  area 
of  product  liability  and  malpractice  insurance. 
Private  health  care  insurance  premiums  are 
increasing  at  the  average  rate  of  20  to  25%  per 
year.  Thus,  employers  who  provide  health 
care  insurance  for  their  employees  in  the 
workplace  are  having  to  increase  the  em- 
ployee contribution  amount  of  the  premium 
to  offset  the  annual  increases.  Many  working 
Americans  cannot  afford  these  additional  con- 
tribution amounts. 

2.  ACCESS  — Access  to  health  care  is  not 
equal  for  every  American.  Again,  the  problem 
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is  multifactorial.  For  example,  with  the  increas- 
ing cost  of  health  care  insurance,  many  Ameri- 
cans now  find  insurance  unaffordable.  It  is 
estimated  that  over  34  million  Americans  are 
not  insured.  This  limits  their  access  to  health 
care.  Access  is  also  jeopardized  by  the  fact 
that  fewer  physicians  are  practicing  in  the  rural 
and  inner  city  areas  causing  a shortage  of 
medical  care.  Thus,  access  is  limited  for  per- 
sons residing  in  these  localities. 

Who  pays  for  health  care  in  America?  The 
answer  to  that  question  is  that,  ultimately,  each 
and  every  one  of  us  pays.  We  either  pay  with 
our  private  dollars  and  private  insurance  pre- 
miums, or  we,  the  working  class,  pay  for  the 
government  programs  with  our  payroll  and 
income  tax  dollars. 

The  government  sponsors  two  major  health 
care  plans.  They  are  Medicaid  (in  Nebraska) 
which  is  administered  at  the  state  level  for 
persons  with  incomes  at  or  below  the  poverty 
level,  and  Medicare,  the  federal  program 
which  was  instituted  in  1965  to  guarantee 
medical  coverage  primarily  for  all  persons 
over  65  years  of  age.  It  does  also  provide 
coverage  for  some  longterm  disability  condi- 
tions such  as  end-stage  renal  disease. 

Medicare,  the  federally  administered  plan, 
has  undergone  many  changes  in  its  25  year 
history.  However,  the  most  sweeping  reform 
will  be  implemented  in  1992  as  mandated  by 
the  Physician  Payment  Reform  Legislation  that 
was  passed  by  Congress  in  1989.  This  legisla- 
tion provides  for  a new  method  of  calculating 
physician  reimbursements  for  health  care  serv- 
ices provided  to  Medicare  beneficiaries.  The 
new  method  will  implement  a fee  scale  which 
is  being  provided  as  the  result  of  extensive 
research  conducted  by  Dr.  William  Hsiao  at 
Harvard  University.  It  will  replace  the  current 
fee-for-service  payment  plan  and  will  be 
phased  in  over  a five  year  time  period. 


A final  health  care  issue  to  be  addressed  is 
that  of  a national  health  care  plan.  Several 
members  of  Congress,  including  Nebraska 
Senator  Robert  Kerrey,  have  proposed  various 
types  of  national  plans.  Legislation  regarding 
these  plans  is  certainly  several  years  away,  if 
indeed  it  becomes  a reality.  However,  con- 
tinuous monitoring  of  the  progress  of  these 
proposals  is  important. 


In  summary,  health  care  issues  are  relevant, 
not  only  to  those  of  us  directly  related  to  the 
health  care  field,  but  indeed  to  the  entire 
American  society.  Therefore,  education  re- 
garding these  issues  is  important  because  it 
will  enhance  our  involvement  in  an  area  that 
will  significantly  impact  all  Americans  in  the 
future  years. 


WELCOME  NEW  MEMBERS 


Brent  L.  Steffen,  M.D. 
211  W.  33rd  St. 
Kearney,  Ne  68848 


Charles  R.  Tweedy,  Jr.,  M.D. 
81 1 1 Dodge  St.,  El  1 8 
Omaha,  NE  68114 


John  A.  Wagoner,  Jr.,  M.D.  (reinstated)  R.  Kent  Jex,  M.D. 


P.O.  Box  5073 
Grand  Island,  NE  68802 

Kiran  Gangahar,  M.D. 
1701  S.  17th  St. 

Lincoln,  NE  68502 


1919  S.  40th  St,  #300 
Lincoln,  NE  68506 

Giles  Hedderich,  M.D. 
1919  S.  40th  St,  #300 
Lincoln,  NE  68506 


Elizabeth  W.  Lau,  M.D. 
5440  South  St,  #700 
Lincoln,  NE  68506 

Lane  T.  Handke,  M.D. 
8440  Park  Drive 
Omaha,  NE  68127 

Lee  A.  Marker,  M.D. 
555  N.  30th  St 
Omaha,  NE  681  31 


Ben  E.  Crouse,  M.D. 

2734  N.  61st  St 
Omaha,  NE  68104 

Michael  H.  Davidian,  M.D 
7804  Chicago  Plaza 
Omaha,  NE  68114 

Karel  A.  Dicke,  M.D. 
UNMC  - 600  S.  42nd  St 
Omaha,  NE  68198 


Steven  T.  Bailey,  M.D.  (reinstated) 
8300  Dodge  St. 

Omaha,  NE  68114 

Thomas  W.  Davidson,  M.D. 

3047  S.  72nd  St 
Omaha,  NE  68124 

Robert  J.  Fitzgibbons,  Jr.,  M.D. 

601  N.  30th  St 
Dept,  of  Surgery 
Omaha,  NE  68131 


Thomas  J.  Dobleman,  M.D. 
1 50  Doctors  Bldg. 
Omaha,  NE  681  31 

Scott  D.  Green,  M.D. 

539  E.  Decatur 
West  Point,  NE  68788 
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COMING  MEETINGS 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates, 
April  26-28,  1 991  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 12-14,  1991,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  - House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 

Lincoln. 

ANNUAL  SESSION  - House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 

Omaha. 

ANNUAL  SESSION  — House  of  Delegates, 
April  27-30,  1995,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 21-23,  1995,  Cornhusker  Hotel, 

Lincoln. 

PEDIATRIC/ADOLESCENT  MEDICINE 

MARCH  27,  1991  — Wednesday,  4:00-8:00 
p.m.,  Mary  Lanning  Memorial  Hospital, 
Hastings,  Nebraska.  Sponsors:  Nebraska 
Chapter,  American  Academy  of  Pediatrics; 
Mary  Lanning  Memorial  Hospital;  and  Uni- 
versity of  Nebraska  Medical  Center.  Course 
Director:  Bruce  Sheffield,  M.D.,  Chairman, 
Continuing  Medical  Education,  Mary  Lan- 


ning Memorial  Hospital.  Topics  and  Speak- 
ers: Infectious  Diseases,  Stephen  Chartrand, 
M.D.,  Creighton  University  School  of  Medi- 
cine; Pediatric  Diabetic  Management,  Kevin 
Corley,  M.D.,  Childrens  Hospital;  and  Dysmor- 
phology,  Bruce  Buehler,  M.D.,  University  of 
Nebraska  Medical  Center.  To  register  or  for 
further  information,  contact:  Judy  Reimer, 
Mary  Lanning  Memorial  Hospital,  71 5 N.  St. 
Joseph  Avenue,  Hastings,  Nebraska  68901 
(402)  463-4521. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
FOR  CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conven- 
ience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicians 
how  to  access  information  from  their  own 
PC's  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information  contact:  Center  for 
Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68 1 98- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MED 
CONSULT  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 
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MAYO  FOUNDATION 

MARCH  1-3,  1991  — Neurology  in  Clinical 
Practice,  Telemark  Resort,  Cable,  Wisconsin. 
Contact:  Postgraduate  Courses,  Section  of 
Continuing  Education,  Mayo  Clinic/Mayo 
Foundation,  Rochester,  MN  55905.  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 

MAY  10-11,  1991  — Ophthalmic  Reviews, 
Rochester,  Minnesota,  Contact:  Postgradu- 
ate Courses,  Section  of  Continuing  Educa- 
tion, Mayo  Foundation,  Rochester,  MN 
55905.  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 

MAYO  SYMPOSIUM  ON  SPORTS  MEDI- 
CINE — November  8-9,  1991,  Rochester, 
Minnesota,  Contact:  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo 
Foundation,  Rochester,  MN  55905,  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 


CREIGHTON  UNIVERSITY 
CME  PROGRAMS 

JULY  9-13,  1991  (1991  Eclipse)  - Present 
and  Future  Clinical  Applications  of  Tumor 
Markers,  Ritz  Carlton  Hotel,  Kona, 
Hawaii/Category  1 AMA  credit  will  be 
available. 

OCTOBER  25-26,  1991  — Sixth  Annual  A 
Day  With  The  Perinatologists,  Omaha, 
Nebraska/Category  1 AMA  credit  will  be 
available. 

MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships  on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 

SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha;  Nebraska. 


DISTINGUISHED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical 
Education  Division,  Omaha,  Nebraska  68178-0072, 

1 -800-5 48-CMFD  or  1-402-280-1830. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 
COURSE  SCHEDULE 

MARCH  8,  1991  — Diabetes  Symposium,  Uni- 
versity of  Nebraska  Medical  Center  Campus. 

MARCH  10-15,  1991  — 1 1 th  Annual  Keystone 
Ent  Ski  Conference,  Keystone  Conference 
Center,  Keystone  Colorado. 

MARCH  1 1-22, 1991  — Family  Practice  Review, 
University  of  Nebraska  Medical  Center  Cam- 
pus. 

MARCH  27,  1991  — Adolescent/Pediatric 
Medicine,  Mary  banning  Memorial  Hospital, 
Hastings,  Nebraska. 

APRIL  8-19,  1991  — Family  Practice  Review, 
University  of  Nebraska  Medical  Center  Cam- 
pus. 

APRIL  20,  1991  — Nebraska  Association  of 
Pathologists  Spring  Meeting,  University  of 
Nebraska  Medical  Center  Campus. 

MAY  1 8, 1 991  — Hands-on  Workshop  on  Stero- 
taxis.  University  of  Nebraska  Medical  Center 
Campus. 

JUNE  6-7,  1991  — 40th  Annual  Program  on 
Obstetrics  and  Gynecology,  Red  Lion  Inn, 
Omaha,  Nebraska 

JUNE  21-23,  1 991  — Treatment  of  the  Allergic 
Patient,  Madden's  Resort,  Brainard,  Minne- 
sota 

June  22-23,  1991  — Lipids/CV  Disease  Pro- 
gram, Mahoney  State  Park. 

OCTOBER  24-27, 1991  -Nebraska-Dartmouth 
Ethics  Conference,  Red  Lion  Inn,  Omaha,  Ne- 
braska. 
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UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
FOR  CONTINUING  EDUCATION 

EMERGENCY  MEDICAL  SERVICES 
COURSE  SCHEDULE 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  (PALS) 
- March  25-26,  1991,  May  21-22,  1 991 . 

ADVANCED  TRAUMA  LIFE  SUPPORT  (ATLS) 
-April  4-5,  1991,  May  16-1  7,  1991. 

ADVANCED  CARDIAC  LIFE  SUPPORT  (ACLS) 
— January  1 4-1  5,  1991,  (Provider).  February 
1 4-1 5, 1991  (Provider) . March  1 , 1991,  (Pro- 
vider). March  27,  1991,  (Recertification)  . 
April  22,  1991,  (Recertification).  April  23, 
1 991,  (Instructor).  May  7-8, 1 991,  (Provider). 
June  3,  1991  (Recertification).  June  4,  1991, 
(Instructor). 

LINCOLN  PULMONARY  CONFERENCE 

MARCH  22-23,  1991  — "Pulmonary  Issues  for 
the  90's",  Southeast  Community  College,  8800 


O St.,  Lincoln,  NE  68520.  Sponsored  by  Lin- 
coln Pulmonologists,  Southeast  Nebraska 
Chapter  of  the  American  Association  of  Criti- 
cal Care  Nurses,  The  Nebraska  Society  for 
Respiratory  Care,  Southeast  Community  Col- 
lege, Lincoln.  Application  for  Continuing  Edu- 
cation credit  has  been  made.  Program  faculty 
will  include  nationally  and  internationally  rec- 
ognized health  professionals. 

For  further  registration  information,  contact:  Carol 
England,  Southeast  Community  College,  Lincoln  campus, 
Lincoln,  Nebraska.  Phone:  (402)  471-3333  extension  258. 

CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE 

JUNE  15-22,  1991  — The  Tenth  Annual 
Conference  will  be  held  at  Wolverine 
Lodge,  Lynn  Lake,  Manitoba,  Canada.  Fee, 
150.00. 

For  more  information,  contact:  Sharlene  Knippel- 
meyer,  RN,  BS,  Education  & Staff  Development,  Lincoln 
General  hlospital,  2300  South  16th  Street,  Lincoln,  NE 
68502,  (402)  473-5638. 
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NEBRASKA 
MEDICAL 
ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING  • LINCOLN,  NEBRASKA  68508 


PHONE:  (402)  474 
• FAX:  (402)  474 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Out 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 


The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining  dues  at  the  lowest  level  possible. 


We  hope  that  you  will  take  advantage  of  this  offer  that  provides  extended  benefits  to 
you.  Simply  complete  the  brief  application  on  the  reverse  side  of  this  letter 
and  return  to  FirsTier  Bank,  National  Association,  Omaha, 

Nebraska. 


Sincerely, 


PcUcJ^  ^ 

Paul  E.  Collicott,  M.D.,  President 
Nebraska  Medical  Association 


Please  mail  to:  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101 


BOARD  OF  DIRECTORS 

PAUL  E.  COLLICOTT,  M.D.,  President  / PERRY  T.  WILLIAMS,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
RICHARD  A.  RAYMOND,  M.D.  / DONALD  J.  PAVELKA  M.D. 

HERBERT  A HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D. 

Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  / JAMES  K RUIGH,  Assistant  Executive  Director 


A Si^ioitation  to 

^ \c/>/'{fs/ia  . f/c(//ca/  ^ Gsou'atto/i 


\ 


The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  added 
benefits  package  designed  specifically  to  meet  our  members'  needs. 


Our  benefits  package  includes: 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

• 18%  A. PR. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  VISA  or 
Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit  line. 

® Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/stoler 

PLUS,  a special  credit  card  protection  package. 


I I Complete  this  form  and  return.  dl  INTDIVIDUAJL  EH  JOINT 


THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 


Last  Name  (Please  Pnnt) 

First  Name 

Iniiial 

Social  Secuniv  No 

Date  of  Birth 

Telephone  No 
( ) 

L22:: 

Cil> 

State 

Zip 

Present  Emplover 

Yrs. 

Mo  Salar> 

Income  from  alimcm>.  child  support,  or  separate  maintenance  pa>ments  need  not  be  revealed  if 

Source  of  Other  Income 

Amount 

vou  do  not  choose  to  have  it  considered  bv  us  as  a basis  for  repavment 

Bank  u iih  Checking  Cii>  Account  No  I Bank  NMth  Savings  Cit>  Account  No 


Annual  Percentage  Rate  For  Purchases:  18%  A PR 

Grace  Period  For  Repasment  of  the  Balance  For  Purchases:  You  have  25  days  from  the  billing  cycle 
closing  dale  to  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases 

Method  of  Computing  the  Balance  For  Purchases:  Average  Daily  Balance  (including  new  purchases) 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec.  1*^89. 
when  It  was  printed.  This  information  may  change  after  the  printing  date. 

To  find  out  what  may  have  changed,  call  us  at  !-8(X)-432-3209.  Or.  write  to  us  at  FirsTier  Bank  Credr 
Card  Center.  PO  Box  7.  Omaha.  NE  68101-9972. 


Annual  Fees:  $20  per  year 


ORGANIZATIONS,  STATE 


AmericsD  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd.,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Afliliate,  Inc. 

Mary  Jones,  Executive  Director 
2730  South  114th  St.,  Omaha,  NE  68144 
American  Heart  Association,  Nebraska  AfTUiate 
Douglas  P.  Halleen,  Executive  Director 
3624  Farnam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
401  E.  Gold  Coast,  Rd.  #331 
Omaha,  NE  68128 
American  Red  Cross 
1701  "E"  Street 

P.O.  Box  83267,  Lincoln,  NE  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha,  NE  68134 
Blue  Cross/Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

303  N.  52nd  St.,  #225,  Uncoln,  NE  68504 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103 
Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South.  Lincoln,  NE  68509 
Lnvision  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph  D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 
Julie  A.  Sutcliffe,  President 
3015  North  90lh  St.,  #6,  Omaha,  NE  68134 
March  of  Dimes  — Birth  Defects  Foundation 
1618  L Street 
Lincoln,  NE  68508 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  «&  Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzarme  W.  Braddock,  M.D. 

2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 
1912  No.  90th  St.,  Lower  Level 
Omaha,  NE  68114 

National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha,  NE  68134 
National  Society  of  Prevent  Blindness,  Nebraska  AfTiliate 
120  North  69th  St.,  Suite  203 
Omaha,  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Peter  J.  Whilted,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
Frederic  Ogren,  M.D. 

Dept.  Of  Otolaryngology,  University  Hospital 
42nd  & Dewey  Ave.,  (%aha,  NE  68132 

Nebraska  Allergy  Society 

Melvin  Hoffman,  M.D.,  President 
600  N.  Cotner.  #208,  Lincoln,  NE  68505 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
George  Gammel,  M.D.,  President 

1919  South  40th  St.,  #333,  P.O.  Box  6960,  Lincoln,  NE  68506 
Nebraska  Cardiovascular  Society 
James  Karnegis,  M.D. 

VA  Hospital  — 4101  Woolworth,  Omaha,  NE  68105 

Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Kathleen  Bliese,  M.D.,  Secretary-Treasurer 
Jodi  L Filipi,  Executive  Director 

River  City  Office  Park,  #202,  401  No.  117th,  Omaha,  NE  68154 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges,  M.D.,  Chairman 
2115  N.  Kansas,  Hastings,  NE  68901 
Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Harris  B.  ^aves,  M.D.,  Secretary-Treasurer 
820  Branding  Iron  Di.,  Elkhorn,  NE  68022 
Nebraska  Chapter  — American  College  of  Physicians 
Robert  R Recker,  M.D.,  Governor 

Creighton  University  School  of  Medicine,  Omaha,  NE  68178 
Nebraska  Chapter  • American  College  of  Surgeons 
F.  William  Karrer,  M.D.,  President 
8111  Dodge  St.,  #253,  Omaha,  NE  68114 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St.,  Omaha,  NE  68132 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  lincoln.  NE  68510 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.,  Ste.  7.  Uncoln,  NE  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 

1640  L Street,  Suite  D,  Uncoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Pat  Hoidal,  President 
8303  Dodge  Street,  Omaha,  NE  68114 
Nebraska  Medical  Association 

William  L Schellpeper,  Executive  Director 
1512  FirsTier  Baiik  Bldg.,  Uncoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L Schellpeper,  Secretary 
1512  FirsTier  Bai^  Bldg.,  Uncoln,  NE  68508 
Nebraska  Nurses  Association 

Doima  R.  Baker,  Executive  Director 
Suite  711,  941  O Street,  Uncoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bengstrom,  M.D.,  Secretary 
215  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Bruce  Taylor,  M.D. 

3145  O Street,  Uncoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
5440  South  St.,  Ste.  1200,  Uncoln,  NE  68506 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Jehangir  B.  Bastani,  M.D.,  President 
2730  Katy  Circle,  Uncoln,  NE  68506 
Nebraska  Radiological  Society 

Susan  Williams,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  So.  56th  St.,  Uncoln,  NE  68506 
Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
William  Heidrick,  M.D. 

P.O.,  Box  5363,  Uncoln,  NE  68505 
Nebraska  Society  of  Anesthesiologists 
Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Uncoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
Todd  Sorensen,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Uncoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Donna  Slama,  President 
6900  L Street,  Uncoln,  NE  68510 
Nebraska  Society  for  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Uncoln  General  Hospital 
2200  South  16th  St.,  Uncoln,  NE  68502 
Nebraska  State  Department  of  Health 
Gregg  Wright,  M.D.,  Director  of  Health 

301  Centenni^  Mall  South,  P.O.  Box  95007,  Uncoln,  NE  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Uncoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
nil  S.  90th  St.,  Omaha,  NE  68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205-B,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health 
Nebraska  Department  of  Health 
3rd  Floor,  Slate  Office  Building 
301  Centermial  Mall  So.,  Uncoln,  NE  68509 
The  Poison  Center 
Childrens  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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Herbert  A.  Hartman,  Jr.,  M.D Omaha 
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Lawrence  C.  Bausch,  M.D Lincoln 

Douglass  A.  Decker,  Jr.,  M.D Lincoln 

Robert  J.  Fitzgibbons,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Charles  D.  Gregorius,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  OF  ASSOCIATION  AFFAIRS 

Joseph  E.  Stitcher,  M.D.,  Chairman Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

James  M.  Carraher,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Joel  T.  Johnson,  M.D Kearney 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  M.D Omaha 

John  C.  Wilcox,  M.D Aurora 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice  Chairman  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Thomas  F.  Eastman,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  AuchMoedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Scott  G.  Rose,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  LOW'  LEVEL 
RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman  Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Dennis  D.  Hatch,  M.D Superior 

David  J.  Hoelting,  M.D Pender 

Ernest  O.  Jones,  Ph.D Omaha 

Martin  R Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman  Lincoln 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Stacey  D.  Goodrich,  M.D Tecumseh 

Roger  A.  Jacobs,  M.D Seward 

Kenneth  M.  Johnson,  M.D McCook 

Ronald  W.  Klutman,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Michael  R Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Pei^,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 


NMA  PRO  OVERVIEW  COMMITTEE 


Gordon  J.  Hmicek,  M.D.,  Chairman  Grand  Island 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Richard  E.  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

John  T.  McGreer,  III,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COM.MHTEE 

M.  Jack  Mathews,  M.D.,  Chairman  Lincoln 

Timothy  J.  Biga,  M.D Norfolk 

C.  T.  Frerichs,  M.D Beatrice 

John  C.  Sage,  M.D Omaha 

COMMISSION  ON  LEGISl^TION 

AND  GOVERNMENTAL  AFFAIRS 

Ronald  W.  Klutman,  M.D.,  Chairman  Columbus 

Charles  D.  Gregorius,  M.D.,  Vice-Chairman Lincoln 

Dennis  D.  Beavers,  M.D Omaha 

Judith  A.  Butler,  M.D Superior 

Melvin  A.  Churchill,  M.D Lincoln 

Donald  A.  Djmek,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R Gelber,  M.D Lincoln 

Michael  J.  Germer,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

Tamara  R Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

D.  G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

James  N.  Shreck,  M.D North  Platte 

John  W.  Smith,  M.D Omaha 

Steven  R Thomas,  M.D York 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman  Omaha 

Joel  T.  Johnson,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

Willis  L.  Wiseman,  M.D Wayne 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap,  M.D.,  Chairman  Norfolk 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman  Omaha 

Ronald  L.  Asher,  M.D North  Platte 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

Steffan  R Lacey,  M.D Norfolk 

Richard  L.  O'Brien,  M.D Omaha 

W'illiam  R Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman  Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R Jones,  M.D Lexington 

George  Sullivan,  RP.T Lincoln 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chairman  Grand  Island 

Joseph  R Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Stephen  J.  Lanspa,  M.D Omaha 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIHS 

Rodney  S.W.  Easier,  M.D.,  Chairman  Lincoln 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Jon  J.  Hinrichs,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Joseph  M.  Stavas,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  YOUNG  PIFYSICIANS 

Kirk  B.  Muffly,  M.D.,  Chairman Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

Jeffrey  B.  Itkin,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  M.  Langdon,  Jr.,  M.D Omaha 

Michael  J.  McGahan,  M.D West  Point 

Marjorie  Mellor,  M.D Central  City 

Kevin  D.  Nohner,  M.D Omaha 

Timothy  P.  O'Holleran,  M.D North  Platte 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Michael  J.  Sullivan,  M.D Aurora 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky Norfolk 

Mohammed  K.  Zahra,  M.D Norfolk 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker,  M.D.,  Chairman Kearney 

John  B.  Bryd,  M.D Neligh 

Cheirles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

William  A.  Schiffermiller,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Stephen  D.  Torpy,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman  Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Robert  F.  Shapiro,  M.D.,  Chairman  Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Robert  D.  Harry,  M.D Lexington 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  O.  Martin,  M.D Ord 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Richard  B.  Svehla,  M.D Omaha 

Hiram  R Walker,  M.D Kearney 

Milton  C.  Zadina,  M.D Columbus 


NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen,  M.D.,  Chairman  Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Jane  S.  Roccaforte,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Ptiilip  W.  Smith,  M.D Omaha 

NMAA^NCM  COORDINATING  COMMLITEE 
(NMA)  Representatives) 

Gordon  D.  Adams,  M.D Norfolk 

David  R Colan,  M.D Grand  Island 

David  R Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  W.  Klutman,  M.D Columbus 

David  R Little,  M.D Hastings 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

Jerald  R Schenken,  M.D Omaha 

R C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairman Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer  Lincoln 

John  I.  Cherry,  M.D Lincoln 

Mrs.  Larry  L Fletcher  Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  Robert  G.  Osborne  Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R Schenken,  M.D Omaha 

Mrs.  William  R Schlichtemeier  Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

NMAA^REIGHTON  COORDINATING  COMMITl'EE 
NMA  Representatives 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Anthony  P.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R Schenken,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairman Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairman  Kearney 


Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D 

Craig  A.  Bassett,  M.D 

Ernest  K.  Bussinger,  M.D 

James  H.  Elston,  M.D., 

L.  Palmer  Johnson,  M.D 

Charles  W.  Marlowe,  M.D 

Gary  D.  Milius,  M.D 

G.  William  Orr,  M.D 

Richard  P.  Perkins,  M.D 

Carl  V.  Smith,  M.D 

Section  on  Perinatal  Mortality  Review 

Clarence  Davis,  Jr.,  M.D 

Jaime  L.  Frias,  M.D 

Kenneth  M.  Johnson,  M.D 

Robert  M.  Nelson,  M.D 

James  M.  Plate,  M.D 

Gregg  F.  Wright,  M.D 


. Hastings 

Omaha 

Scottsbluff 

Omaha 

Lincoln 

Omaha 

Lincoln 

Omaha 

Omaha 

Omaha 


Osceola 
, Omaha 
McCook 
, Omaha 
Kimball 
, Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 
308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D.  

Stanley  F.  Nabity,  M.D.  OBS  i b i HICS  ■ GYNECOLOGY 
Barton  D.  Urbauer,  M.D.  William  Gomes,  M.D. 
INTERNAL  MEDICINE  John  P.  Reilly.  M D. 

William  J Landis,  M.D. 


PEDIATRICS 
Agnes  Gomes.  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-90 


, LINCOLN,  cont  ^ 

NEBRASKA  HEART  INSTITUTE 

Supports  The 

Nebraska  Medical  Association 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  George  Papanicolaou,  M.D. 

R.  Kent  Jex,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-90 


„ Dncoln^  

LINCOLN  SURGICAL  GROUP,  P.C. 

• PERIPHERAL  VASCULAR  SURGERY 

• SURGERY  OF  TRAUMA 
GENERAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 

PAUL  E.  COLLICOn,  M.D.,  FACS  JOHN  I.  CHERRY,  M.D.,  FACS 

CHESTER  N.  PAUL,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  68510 

Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462 

11-90 


OMAHA  ^ 


Filkins  Eye  Consultants 


Diseases  And 
Surgery  of  the  Eye 


434  The  Doctors  Building 
4239  Farnam  Street 
Omaha,  NE  68131 
402/559-2020 

237  Eighty -One  Eleven 
Medical  Center 
81 1 1 Dodge  Street 
Omaha,  NE  68114 
402/390-8100 


John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  VVhitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D.  n.go 


NEBRASKA  HEART  INSTITUTE 

Supports  the 

ONCOLOGY  ASSOCIATES,  P.C. 

Nebraska  Medical  Association 

DODGE  PROFESSIONAL  CENTER 

Cardiology  Consultants,  P.C. 

Walt  F.  Weaver  Charles  S.  Wilson,  M.D. 

8601  West  Dodge  Road  — Suite  18 
Omaha,  Nebraska  68114 

Dale  A.  Hansen  M.D.  Christopher  C.  Caudill.  M.D. 

Joseph  R.  Card,  M.D.  Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D.  Kamran  Ghalili,  M.D. 

HERBERT  A.  HARTMAN,  JR.,  M.D.,  FACP 

Medical  Oncology  & Hematology 

Office  Phone:  Home  Phone:  Dial  M.D. 

(402)489-6554  or  1-800-MED-LINC 

(402)  391  -1 922  (402)  551  -7364  (402)  390-6786 

11-90 

11-90 
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vOmal^a,  cont. 


nIC 

PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  "F"  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402  731-4145 
WATS:  800-642-1117 


c.A.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


7441  "O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
1-91  PHONE:  402-488-7710 


NEBRASKA  MEDICAL  ASSOCIATION 
123rd  Annual  Session 

April  26-28,  1991 

CORNHUSKER  HOTEL 
Lincoln,  Nebraska 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25C  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  annearance  unless  otherwise  instructed.  If  desired, 
advertisers  may  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 

FAMILY  PRACTICE  PHYSICIAN  - To  join  staff 
of  well-equipped  hospital  based  clinic.  Salary  of 
$100,000  to  $120,000,  malpractice  and  health 
paid,  35  days  paid  personal  leave,  $1,500  CME 
allowance,  relocation  allowance.  Contact  Shirley 
May,  Administrator,  Bennett  County  Hospital, 
Martin,  S.D.  57551,  605-695-6622. 

OMAHA,  NE  — Eull  time  and  part-time  physi- 
cian needed  immediately  to  participate  with  a 
growing  Occupational  Medical  Organization.  Du- 
ties would  include  Pre-employment  physicals, 
DOT  physicals,  and  backscreens.  No  evenings,  no 
emergency  or  on  call,  no  weekends.  Great  oppor- 
tunity for  a retired  or  new  physician  just  starting. 
Call  Medical  Enterprises,  Inc.  (402)  393-8826  or 
1-800-447-1667. 

RADIOLOGY/ORTHOPEDICS/EAMILY  PRAC- 
TICE/PEDIATRICS/OBCYN/INTERNAL  MEDICINE/ 
PERIPHERAL  VASCULAR  SURGERY:  Several  at- 
tractive opportunities  in  INDIANA,  NEBRASKA,  WIS- 
CONSIN, and  MICt-IIGAN.  A variety  of  practice  set- 
tings. Single,  mutlispecialty,  or  solo  opportunities. 
Contact  Bob  Strzeiczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1-800-243- 
4353.  STRELCHECK  & ASSOCIATES,  INC;  10624 
N.  Port  Washington  Road,  Mequon,  Wl  53092. 


EAMILY  PRACTICE  — The  Kearney  Clinic  would 
like  to  expand  our  Eamily  Practice  section.  If  inter- 
ested in  discussing  an  excellent  practice  location, 
call  collect  to  Harold  Ereese  (308)  237-2141.  Ad- 
dress, 21 1 West  33rd  Street,  Kearney,  NE  68847. 

KANSAS/MISSOURI  - Excellent  full-time  and 
part-time  opportunities  in  Emergency  Medicine 
for  primary  care  and  ABEM  Certified  and  pre- 
pared physicians.  Eacilities  range  from  3,000- 
20,000  patient  visits  per  year.  Big  city  amenities 
with  good  quality  of  life.  Contact  Emergency 
Medical  Services,  3101  Broadway,  Suite  1000, 
Kansas  City,  Missouri  64111,  (800)  821-5147. 

EAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  EirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

EAMILY  PRACTICE-HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY  — Dynamic  growth-ori- 
ented hospital  in  beautiful  North  Central  Wis- 
consin is  seeking  Family  Physicians  to  join  a 
growing  practice  in  a new  facility.  The  adminis- 
trative burdens  of  medical  practice  will  be  mini- 
mized in  this  hospital-managed  clinic.  The  hospi- 
tal has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than  similar 
opportunities.  Package  includes  base  income, 
incentive  bonus,  malpractice,  disability,  signing 
bonus  and  student  loan  reduction/forgiveness 
program.  All  relocation  costs  will  be  borne  by 
the  hospital.  Please  contact  Kari  Wangsness, 
Associate,  The  Chancellor  Group,  Inc.,  France 
Place,  Suite  920,  3601  Minnesota  Drive,  Bloom- 
ington, Minnesota,  55435.  (612)  835-5123. 
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0^ Check  Out  The  Services 
Your  NMA  Membership  Offers 

Special  services  are  available  to  you  through  your  membership  in 
Nebraska  Medical  Association.  Check  them  out  to  make  sure  you  are  not 
passing  up  the  real  benefits  offered. 


NMA  Blue  Cross-Blue  Shield  health  care  coverage. 

Your  family  and  staff  can  be  covered. 

H^NMA  Group  Term  Life  Insurance.  — Excellent  plans  available. 

H^NMA  VISA  Card  Program.  — Review  the  benefits. 

Accounts  Collection  Service  offered  by  Bartling  and  Hinkle,  P.C., 
attorneys-at-law.  They  are  endorsed  by  NMA. 

a^nquire  to  the  Nebraska  Medical  Association  for  full  details  on  these  and 
other  special  services  available  exclusively  to  NMA  members. 
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“We’ve  built  a reputation 
on  exceeding  your 
expectations.” 


You  expect  the  best  medical  liability  insurance  available 
anywhere.  You  want  a financially  stable  company  to  protect 
your  assets. 

With  more  than  $10  billion  in  assets,  The  St.  Paul  has  the  financial 
resources  that  guarantee  today  the  financial  security  and 
protection  you  need  tomorrow. 

You  can  purchase  limits  up  to  $10  million  from  The  St.  Paul, 
choose  a deductible  that  fits  your  individual  needs, 
include  employees  as  additional  insureds  and  buy 
shared  limits  for  your  group  practice. 

And,  you  can  depend  on  The  St.  Paul.  We’ve  been 
insuring  physicians  in  Nebraska  continuously  for 
nearly  50  years.  In  addition,  we’ve  been  the  endorsed 
carrier  for  the  Nebraska  Medical  Association  for 
nearly  20  years.  Today,  about  three-fourths  of  the 
physicians  in  Nebraska  insure  their  future  with  us. 

Exceed  your  expectations  and  select  one  of  the 
nation’s  leading  and  most  experienced  medical 
liability  insurers. 

Select  The  St.  Paul  for  all  your  insurance  needs 
including  professional  liability  coverage,  office 
liability,  property,  excess  and  more. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  me,  Robert  Slaughter,  Vice 
President  and  General  Manager  of  The 
St.  Paul’s  Omaha  Service  Center  at 
(402)  330-5400  or 
1-800-642-8430. 
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UUHEN  SECONDS  COUNT... 


Moteular 
Center  Responds 

One  of  the  area’s  premier  facilities  for  emergency  care  and  ti'eatment  of 
heart  and  vascular  disease,  Methodist  Cardiovascular  Center  provides  fast, 
efficient,  comprehensive  care  for  cardiovasculai'  patients.  Available 
diagnostic  and  treatment  services  include: 


Chest  Pain  Team  at  Methodist 
Emergency  Department 

A select  gi'oup  of  doctors  and  nurses  with 
experience  and  expertise  respond  quickly 
and  efficiently  to  cardiovasculai’  emergen- 
cies. Within  minutes  they  can: 

V diagnose  a heart  attack 

V inter\  ene  medically 

V peiTorm  emergency  angioplasty 
or  .sm'geiy 

Comprehensive  Treatment  and 
Diagnostic  Services 

The  Cai’dioVascular  Center  offers  the 
latest  high-tech  diagno.stic  and  treatment 
services,  including: 

V laser  and  other  atherectomy 
y angioplasty 

y color  doppler  echocardiogiaphy 
y thrombolytic  drug  treatment 

V treadmill  stress  testing  with  or  without 
SPECT  scanning 

y infarct-a\1d 

y Hotter  monitor  electrocardiogi'am 
recording  and  analysis 
y comprehensive  angiography 
y rest  and  exercise  ventricular  function 
studies 


Cardiovascular  Fitness  Program 

The  Cardiac  Company  offers  fitness  pro- 
gi’ams  to  people  wlio  have  .suffered  heart 
attacks,  have  a medical  hi.stoiy  of  cardio- 
vascular problems  or  family  histoiy  of 
caixliovascular  disease.  Supemsed  by  a 
team  of  medical  exj^erts,  the  ouqjatient 
progi’am  features: 

y a comprehensive  health  and  physical 
fitness  analysis 

y individual,  .supenlsed  exercise 
progi’ams  with  continuous  cardiac 
monitoilng  and  analysis 
y risk  factor  counseling  with  educational 
seminars 

y a support  group  with  social  events 


tAElHOOSr  ^ 

CardkA^^scular 

CENTER 

Specializing  in  Cardiac  and 
Peripheral  Vascular  Care 

8303  DODGE  STREET 
OMAHA,  NEBRASKA  68114 


We  know 

over  175  specialists 

who  would 
join  your  practice 
in  a minute. 


Arranging  a consultation  is  now  as  painless  as  picking  up  the  phone.  Just  call  RSVP. 
You’ll  have  immediate  access  to  physicians  from  Creighton  University  School  of 
Medicine/Saint  Joseph  Hospital.  Within  30  minutes,  day  or  night,  the  specialist  you 
request  will  call  you  back  and  share  the  kind  of  expertise  you’ll  only  find  at  a teaching 
hospital.  Keep  the  RSVP  number  nearby.  It’s  like  having  175  specialists  on  your  staff. 

OUTSIDE  NEBRASKA  1-800-2 28- RSVP;  IN  NEBRASKA  1-800-642-RSVP 

RSVP*  REGIONAL  SYSTEM  FOR  VISITING  PHYSICIANS 


Saint  Joseph  Hospital 


.Creighton  University  Medical  Center. 

Teaching,  healing,  leading. 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber.  M.D.,  2221  So.  17.  Suite  310.  Lincoln.  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  comer  with  the  author  s surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summarv'  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summarv*  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors'  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8V4  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editor  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publicatioiL  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 
Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
' claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company. 
Inc..  P.O.  Box  278.  Norfolk,  Nebraska  68702-0278. 
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(ENALAPRIL  MALEATEI MSD) 


FOR  MANY 
HYPERTENSIVE  PATIENTS 

ONCE-A-DAJf 


VASOTEC  is  gen^tly  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 


VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patientei/ith  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  information, 
please  see  the  last  page  of  this  advertisement. 


VASOTEC 


Copyright  © 1990  by  Merck  & Co.,  Inc. 


VASOTEC 


ENALAPRIL  MALEATEI  MSD; 


VASOTEC  is  available  in  2 5-mg.  5-mg.  10-mg,  and  20-mg  tablet  strengths 


Coniraindicalions;  VASOTEC*  (Enaiapni  Maieate,  MSD)  is  contraindicated  in  patients  are  hypersensitive  to  this 
product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  mhiDitor 
Warnings:  Angioedema:  Angioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  treated  with  ACE  inhibitors,  including  VASOTEC  tn  such  cases,  VASOTEC  should  be  promptly  discontinued  and 
appropriate  therapy  and  monitoring  should  be  provided  until  complete  and  sustained  resolution  of  signs  and  symptoms 
has  occurred  In  instances  where  swelling  has  been  confined  to  the  face  and  lips,  the  condition  has  generally  resolved 
Without  treatment,  although  antihistamines  have  been  useful  m relieving  symptoms  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glottis,  or  larynx  likely  to  cause  airway 
obstruction,  appropriate  therapy,  e.g..  subcutaneous  epinephrine  solution  1:1000  (0.3  ml  to  0.5  ml)  and/or 
measures  necessary  to  ensure  a patent  airway,  should  be  promptly  provided.  (See  ADVERSE  REACTIONS ) 
Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Patients 
with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions  are 
followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at  risk  for 
excessive  hypotension,  sometimes  associated  with  oliguna  and/or  progressive  azotemia  and  rarely  with  acute  renal  failure 
and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart  failure,  hyponatremia,  high-dosediuretic 
therapy,  recent  intensive  diuresis  or  increase  m diuretic  dose,  renal  dialysis,  or  severe  volume  and/or  salt  depletion  of  any 
etiology  it  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients  with  heart  failure),  reduce  the  diuretic  dose,  or 
increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  for  excessive  hypotension  who  are 
able  to  tolerate  such  adjustments  (See  PRECAUTIONS.  Drug  Interactions  and  ADVERSE  REACTIONS.)  In  patients  at  risk  for 
excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision  and  such  patients  should  be 
followed  closely  for  the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enaiapni  and/or  diuretic  is  increased  Similar 
considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular  disease  m whom  an  excessive  fall  in 
blood  pressure  could  result  m a myocardial  infarction  or  cerebrovascular  accident 

If  excessive  hypotension  occurs,  the  patient  should  be  placed  m the  supine  position  and,  if  necessary,  receive  an 
intravenous  infusion  of  normal  saime  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  of 
VASOTEC  which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  if  symptomatic  hypoten- 
sion develops  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neutropenia  Agranulocytosis  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  m uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  if 
they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enaiapni  are  insufficient  to  show  that 
enaiapni  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of 
neutropenia  or  agranulocytosis  m which  a causal  relationship  to  enaiapni  cannot  be  excluded  Periodic  monitoring  of  white 
blood  cell  counts  m patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Fetal 'Neonatal  Morbidity  and  Mortality  ACE  inhibitors,  including  VASOTEC,  can  cause  fetal  and  neonatal  morbidity  and 
mortality  when  administered  to  pregnant  women 

Enaiapni  crosses  the  human  placenta  When  ACE  inhibitors  have  been  used  during  the  second  and  third  trimesters  of 
pregnancy,  there  have  been  reports  of  hypotension,  renal  failure,  skull  hypoplasia  and/or  death  in  the  newborn. 
Oligohydramnios  has  also  been  reported,  presumably  representing  decreased  renal  function  m the  fetus,  limb  contrac- 
tures. craniofacial  deformities  hypoplastic  lung  development  and  intrauterine  growth  retardation  have  been  reported  m 
association  with  oligohydramnios  Patients  who  do  require  ACE  inhibitors  during  the  second  and  third  trimesters  of 
pregnancy  should  be  apprised  of  the  potential  hazards  to  the  fetus,  and  frequent  ultrasound  examinations  should  be 
performed  to  look  for  oligohydramnios  If  oligohydramnios  is  observed,  VASOTEC  should  be  discontinued  unless  it  is 
considered  life-savmg  for  the  mother 

Other  potential  risks  to  the  fetus/neonate  exposed  to  ACE  inhibitors  include  intrauterine  growth  retardation,  prematurity, 
patent  ductus  arteriosus,  fetal  death  has  also  been  reported  it  is  not  clear,  however,  whether  these  reported  events  are 
related  to  ACE  inhibition  or  the  underlying  maternal  disease  It  is  not  known  whether  exposure  limited  to  the  first  trimester 
can  adversely  affect  fetal  outcome 

Infants  exposed  m utero  to  ACE  inhibitors  should  be  closely  observed  for  hypotension,  oliguria  and  hyperkalemia  If 
oliguna  occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and  renal  perfusion 
Enaiapni  has  been  removed  from  the  neonatal  circulation  by  peritoneal  dialysis  and  theoretically  may  be  removed  by 
exchange  transfusion,  although  there  is  no  experience  with  the  latter  procedure 

There  was  no  fefotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enaiapni  (333  limes  the  maximum 
human  dose)  Fetotoxicity,  expressed  as  a decrease  m average  fetal  weight,  occurred  m rats  given  1200  mg/kg/day  of 
enaiapni.  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enaiapni  was  not  teratogenic  in  rabbits 
However  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of  1 mg/kg/day  or  more  Saline  supplementation 
prevented  the  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg/kg/day  but  not  at  30  mg/kg/day  (50  times  the 
maximum  human  dose) 

If  VASOTEC  IS  used  during  pregnancy  or  if  the  patient  becomes  pregnant  while  taking  VASOTEC,  the  patient  should  be 
apprised  of  the  potential  hazards  to  the  fetus 

Precautions:  General  Impaired  Renal  Function  As  a consequence  of  inhibiting  the  renm-angiotensin-aidosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure  whose 
renal  function  may  depend  on  the  activity  of  the  renin-angiolensin-aldosterone  system,  treatment  with  ACE  inhibitors, 
including  VASOTEC,  may  be  associated  with  oliguna  and/or  progressive  azotemia  and  rarely  with  acute  renal  failure  and/or 
death 

In  clinical  studies  m hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  m blood  urea  nitrogen 
and  serum  creatinine  were  observed  in  20%  of  patients  These  increases  were  almost  always  reversible  upon  discontinua- 
tion of  enaiapni  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first  few  weeks  of 
therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  m blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  m patients  with  preexisting  renal  impairment  Dosage  reduction 
and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal  function. 
(See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia  Elevated  serum  potassium  (>  57  mEq/L)  was  observed  m approximately  1%  of  hypertensive  patients  m 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  m 3 8%  of  patients,  but  was  not  a cause  for  discontinuation 

Risk  factors  for  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use  of 
potassium-spanng  diuretics,  potassium  supplements,  and/or  potassium-containmg  salt  substitutes,  which  should  be 
used  cautiously,  if  at  all  with  VASOTEC  (See  Drug  interactions) 

Cough  Cough  has  been  reported  with  the  use  of  ACE  inhibitors  Characteristically,  the  cough  is  nonproductive,  persistent 
and  resolves  after  disco'”';  /afion  of  therapy  ACE  inhibitor -induced  cough  should  be  considered  as  part  of  the  differential 
diagnosis  of  cough 

Surgery/Anesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enaiapni  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 

Inlormalion  tor  Patients  Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first 
dose  of  enaiaprii  Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting 
angioedema  (swelling  of  face,  extremities,  eyes,  lips  longue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug 
until  they  have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  first  tew  days  of  therapy  If 


actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may  also 
lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their  physician 
Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g , sore  throat,  fever)  which  may  be  a 
sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enaiapni  is  warranted  This  information  is 
intended  to  aid  m the  sate  and  effective  use  of  this  medication  it  is  not  a disclosure  of  all  possible  adverse  or  intended  effects 
Drug  Interactions  Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  m whom  diuretic 
therapy  was  recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of 
therapy  with  enaiapni  The  possibility  of  hypotensive  effects  with  enaiapni  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enaiapni  If  it  is  necessary  to  continue  the  diuretic, 
provide  close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at 
least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  of  VASOTEC*  (Enaiapni  Maleate.  MSD)  is  augmented  by 
antihypertensive  agents  that  cause  renin  release  (e  g . diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyidopa, 
nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxm  without  evidence  of  clinically  significant  adverse 
interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide- type  diuretics  Potassium- 

spanng  diuretics  (eg . spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-containing  salt 

substitutes  may  lead  to  significant  increases  m serum  potassium  Therefore,  if  concomitant  use  of  these  agents  is 

indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitoring  of  serum 

potassium  Potassium-spanng  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  m patients  receiving  lithium  concomitantly  with  drugs  which  cause  elimination 

of  sodium,  including  ACE  inhibitors  A lew  cases  of  lithium  toxicity  have  been  reported  m patients  receiving  concomitant 

VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  of  both  drugs  It  is  recommended  that  serum  lithium  levels 

be  monitored  frequently  if  enaiapni  is  administered  concomitantly  with  lithium 

Pregnancy  Pregnancy  Category  D See  WAR  N I NGS.  Fetal/Neonatal  Morbidity  and  Mortality 

Nursing  Mothers  Enaiapni  and  enalaprilat  are  detected  in  human  milk  m trace  amounts  Caution  should  be  exercised 

when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  effectiveness  m children  have  not  been  established 

Adverse  Reactions;  VASOTEC  has  been  evaluated  for  safety  m more  than  10.000  patients,  including  over  1000  patients 
treated  tor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  m controlled  clinical  trials  involving 
2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%),  dizziness 
(4  3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  m greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials  were 
diarrhea  (1 4%).  nausea  (1 4%).  rash  (1 4%).  cough  (1 3%).  orthostatic  effects  (1 2%),  and  asthenia  (1 1%) 

HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(79%).  hypotension  (6  7%).  orthostatic  effects  (2  2%).  syncope  (2  2%),  cough  (2  2%).  chest  pam  (2 1%),  and  diarrhea 
(2 1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (18%).  headache  (18%),  abdominal  pain  (16%).  asthenia  (16%).  orthostatic 
hypotension  (1 6%).  vertigo  (1 6%),  angina  pectoris  (1 5%).  nausea  (1 3%).  vomiting  (1 3%),  bronchitis  (1 3%),  dyspnea 
(1 3%).  urinary  tract  infection  (1 3%).  rash  (1 3%),  and  myocardial  infarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
05%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  m order  of  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 

hypotension  in  high-nsk  patients  (see  WARNINGS,  Hypotension),  pulmonary  embolism  and  infarction,  pulmonary  edema, 

rhythm  disturbances  including  atrial  tachycardia  and  bradycardia,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  [proven  on  rechallenge)  or  cholestatic  jaundice),  melena  anorexia, 

dyspepsia,  constipation,  glossitis,  stomatitis,  dry  mouth 

Musculoskeletal  Muscle  cramps 

Nervous/Psychiatnc  Depression,  confusion  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Respiratory  Bronchospasm,  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis.  Slevens-Johnson  syndrome,  herpes  zoster,  erythema  multiforme, 
urticaria,  pruritus,  alopecia,  flushing,  diaphoresis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
Urogenital  Renal  failure,  oliguna,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  impotence 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arihralgia/arthritis.  myalgia,  fever  serositis,  vasculitis,  leukocytosis,  eosmophiha,  photosensitivity,  rash,  and  other  derma- 
tologic manifestations 

Angioedema  Angioedema  has  been  reported  m patients  receiving  VASOTEC  (02%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  of  the  face  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treatment 
with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 

Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  09%  and  syncope  occurred  in  05%  of  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in 
01%  of  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2%  of 
patients  Hypotension  or  syncope  was  a cause  tor  discontinuation  of  therapy  in  1 9%  of  patients  with  heart  failure  (See 
WARNINGS) 

Fetal  Neonatal  Morbidity  and  Mortality  In  infants  exposed  in  utero  to  ACE  inhibitors  the  following  adverse  experiences 
have  been  reported  Fetal  and  neonatal  death,  renal  failure,  hypoplastic  lung  development,  hypotension,  hyperkalemia, 
skull  hypoplasia  limb  contractures,  craniofacial  deformities,  intrauterine  growth  retardation,  prematurity  and  patent 
ductus  arteriosus  (See  WARNINGS.  Fetal/Neonatal  Morbidity  and  Mortality) 

Clinical  Laboratory  Test  Findings  Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 
Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creatinine, 
reversible  upon  discontinuation  of  therapy,  were  observed  m about  0 2%  of  patients  with  essential  hypertension  treated 
with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients  with  renal 
artery  stenosis  (See  PRECAUTIONS)  In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or  without 
digitalis,  increases  m blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  of  VASOTEC  and/or 
other  concomitant  diuretic  therapy  were  observed  m about  11%  of  patients  Increases  m blood  urea  nitrogen  or  creatinine 
were  a cause  tor  discontinuation  in  1 2%  of  patients 

Hemoglobin  and  Hematocrit.  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately  0 3 g% 
and  1 0 vol%.  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than  01%  of  patients 
discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocy- 
topenia, and  bone  marrow  depression  have  been  reported  A few  cases  of  hemolysis  have  been  reported 
in  patients  with  G6PD  deficiency 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
For  more  detailed  inlormation.  consult  your  MSD  Representative  or  see  Prescribing  Intormation.  Merck 
Sharp  & Dohme  Division  ol  Merck  & Co  Inc  West  Point,  PA  19486  J9VS61R2(824) 
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Plan  to  Attend 

THE  INAUGURAL  BANQUET 

The  installation  of  Perry  T.  Williams,  M.D. 
as  President  of  the  Nebraska  Medical  Association 


All  physicians  and  spouses  are  cordially  invited  to  attend,  Following  the  dinner  and  ceremony,  enjoy 
the  music  of  the  Ensemble  as  they  present  'Broadway  At  Its  Best!"  Selections  will  be  performed 
from  My  Fair  Lady,  South  Pacific,  On  A Clear  Day,  Royal  Wedding,  Camelot,  Brigadoon  & morel 


6:00  p.m.  - Reception  (cash  bar) 
7:00  p.m.  - Banquet  - $26.50 


The  Ensemble  of  Opera/Omaha 


Perry  T.  Williams,  M.D. 


AMA  NEWS  NOTES 

Women's  health  focus  on  new  campaign 

— The  American  Medical  Association,  in  col- 
laboration with  the  American  Dental  Associa- 
tion, recently  initiated  a new  health  education 
campaign  designed  to  promote  healthier  life- 
styles among  women.  The  Women's  Ffealth 
Campaign  is  a multifaceted  educational  effort 
to  provide  accurate  health  care  information 
for  women  and  their  families. 

For  consumers,  the  campaign  kicked  otf  in 
January  with  an  editorial  insert  in  Good  House- 
keeping magazine.  This  supplement  included 
a wide  range  of  articles  devoted  to  a variety  of 
topics,  including  heart  disease,  stress,  breast 
and  other  types  of  cancer,  weight  loss  and 
nutrition. 

Nationally,  regular  television  reports  on 
women's  health  issues  will  keep  audiences 
informed  about  medical  and  dental  advances. 
Locally,  medical  and  dental  societies  will  con- 
duct courses  and  seminars  on  a variety  of 
health-related  topics  for  women  and  their 
families. 

(continued  on  page  11 -A) 


Fourteenth  Annual 
Black  Hills  Seminar  on 
Advances  in  Clinicai  Pediatrics 

June  19-21,  1991  at  the  Golden  Flills  Resort,  in 
Lead,  South  Dakota,  sponsored  by  the  University 
of  South  Dakota  School  of  Medicine  and  the  A.A.P. 
South  Dakota  Chapter. 


Topic  areas  include:  Infectious  Disease,  Gastro- 
enterology, Cardiology,  Ambulatory  and  General 
Pediatrics. 


Contact:  Debbie  Meyer 

USD  School  of  Medicine 
1100  S.  Euclid,  P.O.  Box  5039 
Sioux  Falls.  SD  57117-5039 
605-333-7178 


April  1991  Nebraska  Medical  Journal 


9-A 


YOCON’ 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohlmbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (cKlrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ‘ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug  In 
view  of  the  limited  and  injKlequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  (3enerally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ’ ^ ^ 1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  '/2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100  s NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
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3.  \Weekly  Urological  Clinical  letter,  27:2 , July  4 , 

1983. 

4.  A.  Morales  etal.,  TheJoumal  of  Urology128: 

45-47,  1982. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 
(201)  569-8502 
1-800-237-9083 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927, 

Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph  D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Wanen  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
Independence  Mall  West,  6th  St.,  at  Race 
Philadelphia,  PA  19106-1572 
/\merican  College  of  Radiology 
John  J.  Cuny,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 
American  Hospital  Association 

Carol  M.  McCarthy,  Ph  D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Exec.  Vice  President 
510  North  State  Street,  Chicago,  L 60610 
American  Society  of  Anesthesiologists 

Mr.  Glenn  W.  Johnson,  Executive  Director 
515  Busse  Hwy.,  Park  Ridge,  II  60068-3189 
American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  U 60612 
American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D C.  20005 
American  Urological  Association,  Inc. 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph  D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  II  60610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Secretary 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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when  You  Have  More 
Questions  Than  Answers 


Free  professional-to-professional 
consultation  is  available  from  the 
Richard  Young  Consultation 
Line. 

Sponsored  by  Richard  Young 
Hospital,  the  free  “professional- 
to-professional”  consultation  service 
is  available  to  all  human  service  profession- 
als. including  physicians,  psychologists, 
mental  health  personnel,  counselors  and 
social  workers.  It  is  staffed  by  mental  health 
care  professionals  with  access  to  experts 
and  information  from  Richard  Young 
Ho.spital  on  various  mental  health  problems 
and  services.  In  addition  to  professional 
consultation,  they  can  assi.st  with  outpatient 
referrals  and  inpatient  admitting. 


Call  The  Richard  Young 
Consultation  Line. 

(402)  536-6300 
or 

1 (800)  782-3160 

♦ Professional  Consultation 

♦ Outpatient  Referral  Assistance 
4 Inpatient  Admitting  Assistance 

Nourishing  the  Mind,  Refreshing  the  Spirit. 


RICHARD  YOUNG 

HOSPnAL 


AMA  NEWS  NOTES 

(continued  from  page  9-A) 

Local  campaign  activities  may  provide 
opportunities  for  tie-ins  with  state  or  county 
medical  societies.  Watch  your  mail  for  up- 
dates. 

For  further  information  contact  Laura  Quinn,  AMA, 
515  N.  State  Si,  Chicago,  III.  60610;  (312)  464-4444. 


New  impairment  guide  — The  AMA  has 
published  a revised  third  edition  of  its  Guides 
to  the  Evaluation  of  Permanent  Impairment. 

First  published  in  1971,  the  book  has  be- 
come the  definitive  text  on  the  evaluation  of 
impairments.  It  is  widely  used  by  orthopedists, 
psychiatrists,  specialists  in  occupational  medi- 
cine, state  workers'  compensation  boards  and 
insurers.  Among  the  new  material  in  the  latest 
edition  is  information  on  the  repetitive  motion 
syndrome. 

The  book  is  available  for  $36  to  AMA 
members  and  $45  for  non-members.  To  order 
copies  of  the  publication,  call  (31 2)  464-2000. 


NMA 

AD-HOC  COMMinEE  ON 
YOUNG  PHYSICIANS 

presents 

"Laboratory  Issues" 

An  overview  of  physician  office  laboratory 
issues  will  be  presented,  focusing  on  the 
implementation  of  CLIA  '88,  laboratory  re- 
imbursement, instrumentation  and  the 
reference  laboratory. 

12:00  noon  — Luncheon  $15.00* 

‘May  be  refunded,  based  on  potential  grants. 
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For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  ^9^0 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DMA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  Insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage. 

Leadership  In  Diabetes  Care 


Eli  Lilly  and  Company 

Indianapolis.  Indiana 
46285 


c 1991.  EU  UU.Y  AND  COMPANY  HI  2921-B-149322 
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NEBRASKA 
[ MEDICAL 
ASSOCIATION 


PHONE:  (402)  474-4472 


1 51  2 FIRSTIER  BANK  BUILDING  • LINCOLN,  NEBRASKA  68508  • FAX:  (402)  474-21  98 


TO:  MEMBERS,  NEBRASKA  MEDICAL  ASSOCIATION 

Dear  Colleague: 

Following  one  year  of  activity,  the  Board  of  Directors  has  reviewed  the  services  by 
Bartling  & Hinkle,  P.C.  to  determine  their  effectiveness  as  the  NMA’s  exclusively  endorsed 
provider  of  medical  account  collections.  The  response  from  members  utilizing  the  service 
has  been  extremely  favorable. 

During  1990,  an  increasing  number  of  groups  have  begun  utilizing  the  Bartling  & Hinkle 
service.  They  report  a substantial  increase  in  collections  on  delinquent  accounts  with 
lower  fees  assessed  on  these  collections  than  were  paid  to  their  previous  service.  Based 
on  this  information,  the  Board  of  Directors  strongly  recommends  the  services  of  Bartling 
and  Hinkle,  P.C.,  to  the  membership. 

Several  groups  have  indicated  a willingness  to  discuss  their  experience  in  utilizing  Bartling 
& Hinkle,  P.C.  with  members  of  the  Association  or  their  staff.  The  Board  of  Directors 
urges  you  to  contact  one  of  the  groups  listed  below  if  you  have  questions  about  the 
results  of  Bartling  & Hinkle,  P.C. 

* Filkins  Eye  Consultants  - Pat  Roth,  (402)  552-2806 

* Lincoln  Surgical  Group,  P.C.  - Cheryl  Rasgorshek,  (402)  483-7825 

* North  Platte  Anesthesia  Services  - Kay  McDonald,  (308)  534-0318 

* Pediatric  Ophthalmology  Associates  - Patty  Olinger,  (402)  399-9400 

* Scottsbiuff  Neurology  Associates  - Helyne  Beehler,  (308)  635-3936 

My  office  has  utilized  Bartling  and  Hinkle  for  some  time  and  been  well  pleased  with  the 
results.  On  behalf  of  the  Board,  I strongly  encourage  you  to  investigate  and  make  use 
of  this  outstanding  service. 

For  more  information,  contact  the  Nebraska  Medical  Association  office  or  Bartling  & 
Hinkle,  P.C.,  5801  South  58th  Street,  Lincoln,  Nebraska  68516,  (402)421-1600. 


PAUL  E.  COLLICOTT,  M.D.,  President  / PERRY  T.  WILLIAMS,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
RICHARD  A.  RAYMOND,  M.D.  / DONALD  J.  PAVELKA,  M D. 

HERBERT  A.  HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D 
Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M D.  / STANLEY  F.  NABITY,  M D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 


Sincerely, 


Paul  E.  Collicott,  M.D. 
President 


BOARD  OF  DIRECTORS 


‘‘You  work  hard  to  earn  your 
professional 
reputation.” 


You  deserve  the  backing  of  a financially 
stable  insurance  company  with  more 
than  $ 1 2 billion  in  assets. 

**Your  reputation  deserves  a 
strong  defense/* 

You  expect  your  insurer  to  spare  no 
expense  in  protecting  and  defending 
your  reputation.  You  expect  the 
lawyers  most  experienced  in  medical 
liability  to  be  ready  to  defend  you.You 
expect  your  claim  representative  to 
understand  your  profession  and  to  be 
available  at  all  times. 

So,  protect  your  reputation  with  the 
best  medical  liability  insurance  available. 
Select  The  St.  Paul.  We'll  exceed  your 
expections. 

Call  your  independent  insurance  agent 
representingThe  St.  Paul. 

Or  call  Robert  Slaughter, Vice  President 
and  General  Manager  in  The  St.  Paul's 
Omaha  Service  Office,  at  (402) 
330-5400  or  1-800-642-8430. 


ISTftuI 


St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability 


affiliates,  Saint  Paul,  Minnesota  55 1 02 


COMMITTED  TO  EXCELLENCE 


Roche 

Laboratories 
presents  the 
winners  of 
the  1990 


PRESIDENTS 
ACHIEVEMENT 
AWARD 


Please  join  us  in  honoring  these  out- 
standing Roche  sales  representatives 
who  have  distinguished  themselves  by 
a truly  exceptional  level  of  professional- 
ism, performance  and  dedication  to 
quality  health  care. 

Throughout  the  year,  each  of 
these  award-winning  individuals  has 
consistently  exemplified  the  Roche 
Commitment  to  Excellence,  and  we're 
proud  to  invite  you  to  share  in  congrat- 
ulating them  on  their  achievement. 


Kurt  K.  Koch 


Anthony  Murante 


Turn  the  page  to  see  one  of  the  many  ways  your  award-winning  Roche  representative  can  assist  you  and  your  patients. 


COMMITTED  TO  TOTAL  HEALTH  CARE 


Yos.  r««tr  BMsrfkmJ  fwoUrvi 
•ad  nwr  irvatniMit  with 


Roche 

Laboratories 
presents  the 
resource  library 
for  patient 
information 

ROCHE 


MEDICATION 

EDUCATION 


You,  your  medical  prc^lem 
and  vour  treatment  uith 

EFUDEX 

I niK>r»uriH-il/Rijrhe> 


WE 


plement  rather  than  supplant  your  rap- 
port with  your  patients. 

Each  booklet  helps  you  provide... 

• Reinforcement  of  your  instructions 

• Enhancement  of  compliance 

• Satisfaction  with  office  visits 

Your  Roche  representative  will  be  hap- 
py to  provide  a complete  catalog  of 
available  booklets  and  complimentary 
supplies  of  those  that  are  applicable  to 
your  practice. 


Your  Roche  representative  offers  you 

access  - without  expense  or  obligation  - 

Sin 

tiMi 

to  a comprehensive  library  of  patient 

Y’ou,  your  mcdiml  pnMcm 
wul  your  trmtment  with 


InjectkMi/RoHie 
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You.  your  medical  problem 
and  your  treatment  with 


t>nu»4  Ilf  -;---nluur)>>kiOr  ami 
4mitrtf4>lir)r  HCI  Korhrt' 


You.  yosr  medkal  proMem 
and  your  treatment  with 


YbflL,  your  medical  problem 
and  y<mr  treatmeat  w'ith 


You.  your  medical  problem 
and  your  treatment  with 


You,  your  medical  proWem 
and  yonr  treata»«nt  with 


3 ■* 

a 

ME 


CLARKSON  MEDICAL 
LECTURE  SERIES 


PRACTICAL  ORTHOPEDICS 

Friday,  May  10, 1991  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  5 p.m.  Omaha,  Nebraska 


Featured  speakers  include: 

Mike  Ditka  William  C.  Warner,  M.D. 

Head  Coach  Pediatric  Orthopedic 

Chicago  Bears  Surgeon 


Topics  include: 

• Current  Concepts:  Treatment  of  Osteoporosis 

• Emergency  Room  Treatment  of  Hand  and 
Wrist  Injuries 

• Emergency  Room  Treatment  of  Shoulder 
Injuries 

• Imaging  of  the  Muscular  Skeletal  System 

• Sports  Medicine/Mount  Everest 


Donald  C.  Ferlic,  M.D. 

Hand  Surgeon/Orthopedic 
Surgeon 

• James  A.  Canedy  Lecture:  The  Limping  Child 

• Rotational  Deformities  in  Children 

• Break-out  Sessions:  Hands  on  Clinics 

Plaster  and  Fiberglass  Casting 
Taping  and  Stretching  Techniques 

• The  "Bear"  Facts 


Lecture  Series  courtesy  of  Clarkson  Hospital  Medical/Dental  Staff 

For  more  information  call  402-552-2370 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor.  Richard  B 

Svehla,  Omaha.  Counties:  Douglas, 
Saipy 

Second  District:  Councilor  Sushil  S.  Lacy, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor;  Paul  M.  Scott, 
Auburn  Counties:  Gage,  Johnson  Nemaha, 
Pawnee,  Richardson. 

Fourth  District:  Councilor  Gordon  Adams, 
Norfolk.  Counties:  Antelope.  Cedar, 
Cuming.  Dakota.  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 
Fifth  District:  Councilor:  Kenneth  f. 
Bagby,  M.D.,  Blair.  Counties:  Boone, 
Burt,  Colfax.  Dodge.  Merrick,  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  M.D..  Seward.  Counties:  Butler. 
Hamilton,  Polk.  Saunders,  Seward.  York. 
Seventh  District:  Councilor:  R.  A.  Blatny. 
M.D..  Fairbury.  Counties:  Clay.  Fillmore. 
Jefferson,  Nuckolls.  Saline.  Thayer. 
Eighth  District:  Councilor:  Richard  D. 
Fitch.  M.D..  O'Neill.  Counties:  Boyd. 
Brown.  Cherry.  Holt.  Keya  Paha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine.  Buffalo. 
Custer.  Daw.son.  Garfield,  Grant.  Greeley. 
Hall.  Hooker.  Howard,  Loup,  Sherman. 
Thomas.  Valley.  Wheeler. 

Tenth  District;  Councilor  Chai'les  F.  Damico. 
.M.D..  Hastings.  Counties:  Adams.  Chase. 
Dundv.  Franklin,  Frontier.  Furnas, 
Gosper.  Harlan.  Haves.  Hitchcock. 
Kearnev.  Phelps,  Red  Willow,  WebstPr. 
Eleventh  Dislnci:  Councilor:  Ronald  L. 
Asher.  M.D.,  No.  Platte.  Counties: 
Arthur.  Deuel,  Garden,  Keith,  Lincoln, 
Logan.  McPherson.  Perkins. 

Twelfth  District:  Councilor:  Milton  R. 
Johnson,  Scottsbluff,  Counties;  Banner, 
Box,  Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY- TREASURER 


Adams 

.Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scottsbluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr. 

Washington-Burt 

York 


-Jerry  Seiler.  Hastings John  Welch,  Hastings 

David  Johnson,  Osmond 

.Wendell  Fairbanks,  Alliance 

. Frank  Lauro,  Kearney Cheri  Jensen,  Kearney 

. V.J.  Thoendel,  David  City Jack  Kaufmann.  David  City 

. R.  R.  Andersen,  Nehawka 

. James  Thayer.  Sidney Clinton  Dorwart,  Sidney 

Gordon  Moshman.  We«»  Point Scott  Green.  West  Point 

Loren  -Jacobsen,  Broken  Bow N Leon  Brooks,  Broken  Bow 

- Rodney  Sitorius,  Cozad 

, James  Bridges,  Fremont W.  B.  Eaton,  Fremont 

Willis  L.  Wiseman,  Wayne Robert  Benthack,  Wayne 

Tom  Martin,  Ord Otis  Miller,  Ord 

Louis  J.  Gogela,  Jr„  Beatrice Donald  Weldon,  Beatrice 

B.  Wariyar,  Grand  Island Gordon  Hrnicek,  Grand  Island 

J,C.  Wilcox,  Aurora M.D,,  Jobman,  Aurora 

Melvin  Campbell,  Ainsworth 

Gordon  0.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

Berl  W.  Spencer,  Ogallala Clifford  Colglazier,  Grant 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Alan  D.  Forker,  Lincoln ....James  Fosnaugh,  Lincoln 

Janet  Bemard-Stevens,  .North  Platte ...  Robert  K.  Dellinger,  North  Platte 

Steffan  Lacey,  Norfolk P.  K.  Mistry,  Norfolk 

Allen  D.  Dvorak,  Omaha Eugene  M.  Zweiback.  Omaha 

C.  R.  Adams,  Norfolk Tod  Voss,  Norfolk 

Edward  Metz,  Crawford R,  H.  Rasmussen,  Chadron 

Dean  R.  Thomson,  Nebraska  City Paul  R.  Madison,  Nebraska  City 

Richard  Cimpl,  Columbus Milton  Zadina,  Columbus 

- Robert  E.  Tuma,  Crete 

Michael  Moraa  Papillion Tracy  Osborne.  Papillion 

I.  M.  French.  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

R.  S.  Anderson,  Scottsbluff Jim  Massey.  Scottsbluff 

Dick  Pitsch,  Seward Paul  Hoff,  Utica 

Jeff  Hollis,  Geneva  Chas.  F.  Ashby,  Geneva 

Gary  Ensz,  Auburn George  Voigtlander,  Pawnee  City 

David  A.  Allerheiligen,  McCook. ......  Lenny  Deaver,  Cambridge 

Priscilla  Ruhe,  Blair Hans  Rath.  Omaha 

Darroll  Loschen,  York Harold  Nordlund,  York 


April  1991  Nebraska  Medical  Journal  17-A 


BEAN 
AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF 

HEALTH  PROFESSIONS 
COLLECT 
(402)  551-0928 


I 


EDITORIAL 


Senator  Kerrey's  National  Health  Plan 


CARL  |.  CORNELIUS,  MAX 
Sidney,  NE 


I have  reviewed  the  elements  of  Senator 
Kerrey's  proposal  for  a National  Health  Plan 
and  would  like  to  share  with  you  some  obser- 
vations regarding  it. 

Senator  Kerrey  stated  that  health  care  costs 
have  risen  800%  since  1960.  The  major  por- 
tion of  this  increase  coincides  with  the  advent 
of  Medicare,  a tax  supported  subsidy  for  all 
citizens  over  age  65,  regardless  of  their  ability 
to  pay  for  their  insurance,  which  was  inauger- 
ated  in  1965.  The  measure  promised  to  pay 
the  costs  of  all  medically  necessary  care  for 
this  population  and  in  fact  provided  a blank 
check  for  providers,  both  institutional  and  in- 
dividual, to  develop  new  and  more  sophisti- 
cated methods  for  dealing  with  the  health 
care  problems  of  the  elderly.  The  result  was  a 
phenomenal  success  for  the  provider  commu- 
nity and  resulted  in  the  'over  age  85'  becom- 
ing the  fastest  growing  segment  of  our  popu- 
lation. These  technologies  permitted  many 
persons  to  survive  2,  3 or  even  4 previously 
fatal  conditions  during  their  lifetime.  How- 
ever, the  cost  of  these  medical  treatments  is 
substantial  and  has  contributed  significantly 
to  the  increase  in  health  care  costs.  This  excur- 
sion into  National  Health  Insurance  has 
proved  to  be  very  costly  and  needs  careful 
analysis  before  a plan  covering  all  Americans 
is  enacted. 

Senator  Kerrey's  proposal  has  some  prob- 
lem areas  that  need  definition,  change  or 
refinement. 

1 . "Basic  health  care"  is  a term  that  has 
been  bandied  about  for  some  time  but 
needs  to  be  specifically  delineated  be- 
cause there  are  not  enough  financial 
resources  to  provide  every  conceivable 
type  of  health  care  for  everyone. 

2.  Every  country  that  has  enacted  a Na- 
tional Health  Insurance  Program  has 
had  to  add  a surcharge  at  the  point  of 
service  because  first  dollar  coverage  is 
an  invitation  to  overutilization. 


3.  The  plan  proposes  to  limit  increases  in 
health  care  costs  by  the  use  of  expendi- 
ture targets.  This  is  a euphemism  for  ra- 
tioning in  order  to  limit  health  care 
costs.  The  Canadians  use  waiting  lists 
and  limited  technology  to  hold  down 
costs.  However,  the  rate  of  increase  in 
health  care  costs  in  Canada  is  virtually 
the  same  at  it  is  in  the  U.S.A. 

4.  The  outline  calls  for  a negotiation  with 
State  Government  on  fees  for  providers 
and  reimbursement  for  hospitals.  Ne- 
gotiation in  this  context  is  a euphe- 
mism for  price  control  by  government. 
Canadian  physicians  have  participated 
in  so-called  negotiations  with  the  pro- 
vincial governments  and  they  tell  us 
that  the  payors  set  the  fees. 

5.  The  inclusion  of  long  term  care  in  the 
Senator's  proposal  will  be  a real  "budget 
buster".  I am  sure  that  it  has  great  politi- 
cal appeal  but  the  answer  to  the  long 
term  care  problem  is  still  not  clear.  1 do 
know  that  many  families  have  taken  the 
assets  of  their  parents  and  subsequently 
the  parents  have  wound  up  in  a long 
term  care  facility  under  Medicaid.  Long 
term  care  insurance  under  private  insur- 
ance programs  is  not  attractive  to  the 
young  and  the  cost  is  prohibitive  for  the 
elderly. 

6.  The  plan  proposes  to  address  the  mal- 
practice and  liability  problems.  We 
have  had  these  problems  for  the  past  1 5 
years  or  more  and  very  little  has  been 
done  to  address  the  problem  to  date, 
especially  in  other  states.  We,  in  Ne- 
braska, are  fortunate  to  have  a system 
which  has  limited  liability  costs  but 
most  states  are  not  that  fortunate.  How- 
ever, even  in  Nebraska  the  premiums 
are  gradually  increasing  and  must  be 
borne  by  the  patients. 
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7.  Lastly,  how  private  health  insurance  fits 
into  the  overall  program  is  still  unclear 
to  me.  It  would  appear  that  this  pro- 
posal would  substitute  civil  service  or 
state  employees  for  the  personnel  now 
employed  by  these  private  health  insur- 
ance companies.  Our  experience  with 
state  agencies  regarding  health  pro- 
grams, Medicaid  in  particular,  is  that  the 
directors  don't  stay  around  long  enough 
to  really  get  to  know  what  the  programs 
are  all  about  and  many  of  them  have 
a personal  bias  of  one  sort  or  another 
that  they  bring  to  this  department.  The 
"on-the-job"  training  takes  a long  time 
and  it  is  a constant  source  of  frustra- 
tion for  the  provider  community. 


We  as  physicians  need  to  continue  to  take 
part  in  the  discussion  regarding  this  proposal. 
We  are  sensitive  to  the  problems  of  the  unin- 
sured and  very  concerned  about  health  care 
in  rural  America.  Furthermore,  we  are  not  sure 
that  the  plan  outlined  will  make  medicine  an 
attractive  profession  for  bright  young  people. 
However,  the  possibility  of  significant  reduc- 
tion in  paperwork  and  federal  harassment  is 
most  attractive. 

I would  hope  that  Senator  Kerrey  will  be 
more  specific  about  some  of  the  points  that  I 
have  raised  and  I look  forward  to  continuing 
dialogue  on  these  matters. 
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LETTER  TO  THE  EDITOR 


RE:  Health  USA  Act  of  1991,  as  Amended 


BKYON  L.  BARKSDALE,  M.D. 
North  Plane.  Nebraska 


As  one  who  has  read  both  the  original  and 
amended  drafts  of  Senator  Kerrey's  Health 
USA  Act  of  1991  as  well  as  Dr.  Shapiro's 
editorial  in  the  Nebraska  Medical  Journal 
(February  1991),  I believe  the  proposal  being 
characterized  as  "the  Emperor's  Gold  Coat. 
There's  less  than  meets  the  eye"  is  a hasty 
summation  for  a proposal  still  in  evolution  and 
refinement  as  to  principle,  thought,  and  detail. 

Senator  Kerrey  has  first  sought  the  input  of 
his  Nebraska  constituents  to  prepare  "the  well 
planned  meal"  of  equitable  and  optimal  health 
care  delivery  to  everyone  in  the  United  States. 
Our  input  as  physicians  to  mull  over  and  help 


define  the  issues  and  controversies  (such  as 
having  state  medical  societies  negotiate  fees) 
and  offer  alternatives  and  answers  is  impera- 
tive to  avoid  any  national  health  care  proposal 
(Senator  Kerrey's  or  others')  from  becoming  a 
"potiuck  supper". 

If  one  suspects  "major  flaws"  in  ANY  health 
care  delivery  system,  including  our  present 
less  than  perfect  system,  then  we  should 
welcome  the  opportunity  to  faithfully  attend 
"group  meetings"  with  Senator  Kerry  who  has 
demonstrated  a keen  and  uncanny  ability  to 
work  through  difficult  problems  on  a state- 
wide and  national  level. 
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EDITORIAL 


"On  Suicide  Machines  and  Feeding  Tubes" 


CHARLES  J.  DOUGHERTY,  Ph.D 
Center  for  Health  Policy  and  Ethics 
Creighton  University 


In  June  1990,  Janet  Adkins,  who  had  been 
diagnosed  with  Alzheimer's  Disease,  pressed 
a button  on  Dr.  Jack  Kevorkian's  "suicide 
machine."  The  button  released  a lethal  fluid 
into  an  IV  line  Dr.  Kevorkian  had  placed  into 
her  arm.  In  December,  Nancy  Cruzan  died 
after  her  parents  were  allowed  to  remove  the 
feeding  tube  that  had  been  keeping  her  alive 
but  in  a persistent  vegetative  state  for  eight 
years.  Both  deaths  raise  important  ethical 
questions. 

Doctor-Assisted  Suicide  in  Michigan 

Those  who  support  Mrs.  Adkins'  choice 
hold  that  personal  autonomy,  the  right  to 
chart  one's  own  destiny,  includes  a right  to 
suicide  — especially  in  cases  of  terminal  illness 
or  serious  deterioration  in  the  quality  of  life.  In 
addition  to  the  claim  of  a personal  right  to  this 
choice  are  humanitarian  considerations.  The 
years  ahead  held  considerable  suffering  for 
Mrs.  Adkins  and  for  her  family.  Perhaps  she 
chose  the  path  that  minimized  suffering  for  all 
involved. 

Supporters  of  Dr.  Kevorkian  make  several 
claims.  First,  doctors  are  professionally  ca- 
pable of  assuring  a swift  and  painless  death  for 
patients  who  desire  it.  Second,  doctors  are 
experienced  in  securing  informed  consent 
and  in  judging  patient  competence  to  give  it; 
this  will  reduce  the  risks  of  abuse  or  accident. 
Third,  medicine  owes  us  relief  from  its  death- 
prolonging technology.  Death  used  to  be  swift 
for  many,  but  the  modern  technology  that 
saves  so  many  lives  has  made  death  longer 
and  harder  for  most.  Finally,  doctors  fre- 
quently allow  patients  to  die  by  withholding 
or  withdrawing  treatments.  Sometimes  they 
even  hasten  death  with  sedatives.  Active  kill- 
ing of  patients  who  desire  death  is  little  differ- 
ent from  passively  letting  patients  die  — ex- 
cept that  the  latter  involves  more  suffering 
and  frustrates  patient  choice. 


Ethical  Objections 

Opponents  challenge  Mrs.  Adkins'  right  to 
do  what  she  did.  On  their  account,  suicide  is 
unacceptable  even  in  the  face  of  a terminal 
disease.  One  of  our  most  fundamental  ethical 
principles  is  that  direct  killing  of  humans  is 
wrong,  including  the  direct  killing  of  oneself. 
Human  life  has  an  intrinsic  value,  a dignity  and 
sanctity  that  must  be  respected  even  in  its 
most  reduced  state.  In  spite  of  our  natural 
sympathy  for  Mrs.  Adkins,  there  is  no  right  to 
suicide  because  suicide  is  killing. 

Humanitarian  considerations  are  impor- 
tant, but  not  so  important  as  to  override  this 
fundamental  ethical  principle.  Furthermore, 
though  care  for  a frail  and  dying  family  mem- 
ber can  place  considerable  burdens  on  a 
family,  especially  in  the  case  of  Alzeheimer's, 
there  are  often  positive  consequences  as  well. 
The  demand  of  personal  care  for  a loved  one 
strengthens  some  families,  often  elicits  the 
support  of  community  and  friends,  and  can 
promote  spiritual  growth. 

The  involvement  of  Dr.  Kevorkian  raises 
other  objections.  Helping  to  kill  patients,  even 
those  who  ask  for  death,  is  inconsistent  with 
the  mainstream  of  the  Western  medical  tradi- 
ton,  reaching  back  to  the  time  of  the  Hippo- 
cratic Oath.  At  the  root  of  this  tradition  is  the 
desire  to  maintain  clarity  about  the  role  of  the 
doctor  as  healer  and  the  need  to  protect  trust 
in  the  doctor-patient  relationship.  Doctors 
should  not  be  killers.  Patients  should  be  able 
to  rely  on  that  commitment. 

Second,  is  the  slippery  slope  objection.  The 
line  between  voluntary  and  involuntary  killing 
is  not  sharp.  Killing  that  seems  acceptable 
now  — because  the  patient  requests  it  — may 
well  lead  later  to  killing  that  is  plainly  unac- 
ceptable — killing  at  the  request  of  family 
members,  killing  mandated  by  the  govern- 
ment, killing  at  the  personal  discretion  of 
doctors  or  nurses,  killing  those  who  are  bur- 
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densome,  unpopular,  or  simply  different.  This 
may  seem  an  exaggerated  concern  now,  but 
breaking  a moral  taboo  today  means  educat- 
ing the  next  generation  of  doctors  without  it, 
thus  putting  them  in  a position  to  take  another 
step  down  the  decline. 

Finally,  doctor-assisted  suicide  in  the  pres- 
ent financial  environment  of  health  care  may 
cause  many  patients  to  "choose"  suicide  as  a 
way  of  sparing  their  families  the  expense  of 
terminal  care.  Families  and  doctors  may  come 
to  expect  it,  subtly  pressuring  for  suicide  and 
thinking  less  of  those  who  decide  not  to  take 
their  own  lives  at  the  end.  Suicide  may  be- 
come the  norm  for  economic  reasons. 

Feeding  Tubes  in  Missouri 

Nancy  Cruzan's  cause  turns  on  the  distinc- 
tion between  killing  and  allowing  to  die  that  is 
rejected  by  supporters  of  doctor-assisted  sui- 
cide. After  eight  years  of  artifical  hydration 
and  nutrition  and  three  years  of  legal  wran- 
gling, Cruzan's  feeding  tube  was  removed. 
Some  called  her  subsequent  death  intentional 
starvation.  Others  claimed  she  was  finally  al- 
lowed to  die. 

Those  who  reject  the  Cruzan's  decision  for 
their  daughter  argued  that  provision  of  food 
and  water  is  a universal  obligation  without 
exception.  It  is  not  a medical  procedure  that 
can  be  omitted  but  a single  act  of  human 
decency  that  must  always  be  performed. 
Second,  it  is  claimed  that  Nancy  must  have 
suffered;  starvation  and  dehydration  are  espe- 
cially difficult  ways  to  die.  Nancy  Cruzan 
starved  to  death.  Finally,  since  there  was  no 
underlying  cause  of  death,  removal  of  the 
feeding  tube  was  not  an  act  of  allowing  death. 
Like  the  Adkins  case,  this  was  a direct  act  of 
killing.  Nancy  Cruzan  was  killed  by  the  doctor 
who  removed  the  tube.  She  was  intentionally 
starved  to  death. 

Extraordinary  Medical  Treatment 

Supporters  of  the  Cruzans  hold  that  the 
provision  of  artifical  hydration  and  nutrition  is 
not  the  same  as  providing  food  and  water  in 
ordinary  contexts.  It  is  a medical  treatment. 
Like  all  medical  treatments  it  can  be  ordinary, 
that  is  morally  required;  or  it  can  be  extraordi- 
nary, that  is  morally  optional.  Any  medical 
procedure,  regardless  of  its  simplicity  or  level 
of  technological  sophistication  can  be  ex- 
traordinary for  a given  patient  if  either  one  of 


two  conditions  are  met  in  the  particular  con- 
text. A medical  procedure  is  extraordinary, 
hence  can  be  withheld  or  withdrawn,  if  it 
offers  no  reasonable  hope  of  benefit  for  the 
patient  or  if  it  creates  more  burdens  than 
benefits  for  the  patient. 

For  Nancy  Cruzan,  artificial  hydration  and 
nutrition  probably  failed  both  tests.  It  is  hard 
to  see  what  benefit  she  derived  from  eight 
years  in  a persistent  vegetative  state.  Certainly 
it  would  not  be  unreasonable  to  say  that  she 
derived  no  benefit  from  the  treatment.  The 
obvious  burden  created  was  her  inability  to 
accept  death.  Evidence  suggested  that  Nancy 
would  have  accepted  death  given  her  circum- 
stances — most  reasonable  people  would. 

There  is  no  evidence  that  she  suffered  from 
withdrawal  of  the  feeding  tube.  She  probably 
felt  nothing.  If  she  felt  anything,  it  was  likely 
not  the  ordinary  hunger  of  a missed  meal  but 
the  lack  of  desire  of  the  anorexic.  Finally,  the 
cause  of  Nancy  Cruzan's  death  was  not  the 
removal  of  her  feeding  tube.  She  was  not 
intentionally  starved  to  death.  Nancy  Cruzan 
died  from  complications  caused  by  a tragic 
automobile  accident  on  a Missouri  highway  in 
1983.  Unfortunately,  it  took  eight  years  to 
accept  this  fact. 

Allowing  to  Die  or  Active  Killing 

The  stakes  in  these  two  cases  are  high.  My 
own  view  is  that  sanctioning  doctor-assisted 
suicide  would  be  bad  for  the  medical  profes- 
sion and  worse  for  the  general  public.  There 
will  always  be  borderline  cases  in  which  our 
natural  sympathy  for  those  who  are  dying  or 
suffering  from  a debilitating  disease  will  lead 
us  to  understand  an  act  of  killing  and  to  let  it 
pass  as  a tragedy  beyond  public  punishment. 
But  we  should  continue  to  insist  that  all  human 
life  has  inherent  worth  no  matter  what  its 
condition  and  that  therefore  suicide  is  wrong. 
And  we  should  maintain  our  traditional  rejec- 
tion of  doctor-assisted  suicide.  Doctors  make 
a professional  commitment.  They  are  not 
agents  for  every  desire  their  patients  may 
have.  They  shouldn't  kill  and  they  shouldn't  be 
asked  to  kill. 

On  the  other  hand,  the  public  is  deeply 
concerned  by  what  medical  technology  has 
done  to  the  dying  process.  Most  want  to 
accept  death  when  it  is  inevitable  or  when  the 
burdens  of  artificial  maintenance  offer  little 
benefit.  Few  regard  the  prospect  of  lingering 
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in  a persistent  vegetative  state  with  anything 
less  that  dread.  Patients  and  families  should 
express  themselves  clearly  on  these  issues. 
Doctors  should  provide  supportive  occasions 
for  scrutiny  of  medial  treatments,  clarifying 
benefits  and  burdens.  They  should  help  pa- 
tients and  families  accept  death  when  that  is  a 
reasonable  choice  in  the  circumstances. 


Unless  we  do  a better  job  of  allowing  pa- 
tients to  die  in  cases  like  Nancy  Cruzan's  there 
will  be  increasing  demands  for  active  killing  by 
patients  like  Janet  Adkins  and  doctors  like  jack 
Kevorkian. 
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ORIGINAL  ARTICLE 


Euthanasia^  Assisted  Suicide  and  Medical  Ethics 


LEO  U2YCH,  J.O.,  M.P.H. 
103  Canterbury  Dnve 
Wallingford,  PA  19006 
(215)  872-2100 


PHYSICIAN-assisted  suicide 
of  severely-ill  patients  is  a 
situation  which  may  arise 
increasingly  in  the  near  future.  In  so-called 
"euthanasia,"  the  physician  actively  partici- 
pates in  the  "mercy"  killing  of  a patient  with 
some  incurable  disease  by  administering 
some  death-causing  drug.'"^  A variant  of  the 
same  thing  is  "assisted  suicide,"  in  which  the 
hopelessly-ill  patient  actually  performs  the 
life-terminating  act,  under  the  careful  super- 
vision or  guidance  of  a physician.^  Especially 
at  a time  when  an  estimated  1 to  1 1/2  million 
Americans  are  infected  with  the  Human  Im- 
munodeficiency Virus  ("HIV"),^  the  impor- 
tance of  euthanasia  and  assisted  suicide 
must  not  be  neglected.  Anecdotal  data,  in 
fact,  suggest  that  assisted  suicide  is  increas- 
ingly being  performed,  particularly  by  pa- 
tients suffering  from  HIV-related  disease.^ 
And  some  public  opinion  polls  reportedly 
show  that  a majority  of  Americans  believe 
that  assisted  suicide  should  be  allowed.^ 

Before  public  enthusiasm  for  euthanasia 
and  assisted  suicide  gains  too  much  momen- 
tum, probing  scrutiny  should  be  focused  on 
the  ethical  ramifications  and  propriety  of 
such  practices.  Advocates  of  mercy  killings 
often  point  to  the  burdensome  and  costly 
use  of  medical  expertise  and  technology 
which  may  merely  prolong  the  patient's 
suffering  and  dying  process  rather  than  en- 
hancing the  quality  of  the  patient's  life.’  The 
argument  is  made  that  if  a hopelessly-ill 
patient  with  painful  or  incurable  disease 
freely  chooses  to  terminate  his  or  her  life, 
then  it  should  be  ethically  permissible  for  a 
physician  to  assist  the  patient  in  this  process. 
Also,  since  society  increasingly  has  recog- 
nized the  right  of  hopelessly-ill  patients  to 
refuse  life-sustaining  medical  care,  it  would 
seemingly  be  inconsistent  or  hypocritical  to 
deny  a patient's  request  for  euthanasia  or 
fail  to  recognize  a patient's  right  to  commit 
suicide. 


Supporters  of  physician  involvement  in 
euthanasia  and  assisted  suicide  often  cite 
the  example  of  the  Netherlands,  where 
euthanasia,  although  not  officially  sanctioned 
according  to  law,  is  nonetheless  tolerated 
and  practiced  widely.  Guidelines  which  have 
been  constructed  in  the  Netherlands  for  eu- 
thanasia include:  intolerable  suffering;  the 
patient's  persistent,  voluntary  request  for 
euthanasia  over  a reasonable  period  of  time; 
mental  competence  to  choose  euthanasia, 
and  the  agreement  of  two  physicians  that 
euthanasia  is  appropriate.^  An  estimated 
5,000  to  10,000  persons  in  the  Netherlands 
die  each  year  by  euthanasia. 

Whether,  and  to  what  degree,  the  Dutch 
experience  supports  the  instituting  of  eutha- 
nasia and  assisted  suicide  practices  in  the 
United  States  is  highly  debatable.  A threshold 
concern  which  should  properly  be  kept  in 
mind  is  that  the  physician  traditionally  has 
been  an  advocate  for  life.  Deliberately  ending 
the  life  of  a patient,  either  by  directly  admini- 
stering a death-causing  drug  or  other  agent 
to  the  patient  or  indirectly  by  guiding  the 
patient  in  the  performance  of  some  life- 
ending act,  obviously  is  inconsistent  with 
the  physician's  historic  role  of  advocate  for 
life.  Although  a physician  is  not  under  an 
obligation  to  impose  treatment  on  those 
who  do  not  want  it,  this  does  not  mean  that 
a physician  deliberately  can  pursue  treat- 
ment intended  to  end  life,  even  if  such  treat- 
ment is  requested  by  the  patient. 

Aside  from  striking  ethical  considerations, 
the  potential  ramifications  of  physician 
participation  in  patient  suicide  in  a cost- 
conscious  American  society  with  a substan- 
tial presence  of  HIV  sufferers,  debilitated 
elderly  persons,  and  many  others  with  se- 
vere disease  are  fearful.’-^  If  euthanasia  and 
assisted  suicide  were  to  gain  wide  popular 
support,  just  how  much  would  life  really  be 
worth  in  America?  What  began  initially,  at 
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least  ostensibly,  as  a movement  intended  to 
honor  the  wishes  of  individual  patients  might, 
in  time,  be  twisted  and  distorted  to  callously 
rub  out  the  lives  of  persons  considered  to  be 
unworthy  of  further  life. 

America's  health  care  system  is  already 
plagued  by  significant  problems,  including 
inaccessibility  of  health  care  to  literally 
millions  of  people  who  either  have  no  health 
insurance  or  are  underinsured  for  health 
care.  Giving  official  sanction  to  practices 
designed  to  intentionally  hasten  the  death  of 
a dying  patient  hardly  makes  the  present 
system  any  more  humane. 

What  many,  if  not  most,  patients  probably 
want  is  to  avoid  severe  pain  and  being 
exposed  to  very  burdensome,  expensive 
medical  technology  that  has  little  real  value 
to  someone  who  is  terminally  ill.^  Most 
patients  probably  also  want  a trusted,  sensi- 
tive physician.  Intentionally  participating  in 
the  death  of  a hopelessly-ill  patient  is  an 


easy,  but  not  acceptable,  way  for  a physi- 
cian to  abandon  humane  responsibility  and 
traditional  advocacy  for  life. 

Certainly,  further  extensive  attention  must 
be  focused  on  the  ethics  and  desirability  of 
euthanasia  and  assisted  suicide  before  these 
practices  are  widely  adopted  in  our  society. 
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A Response  to  Leo  Uzych's  Article  on 
"Euthanasia,  Assisted  Suicide  and  Medical  Ethics" 

HARVEY  H.  POTTHOFF,  Th.D. 


Leo  Uzych  introduces  the  central  issue  in 
his  article  in  these  words: 

The  argument  is  made  that  if  a hopelessly-ill 
patient  with  painful  or  incurable  disease  freely 
chooses  to  terminate  his  or  her  life,  then  it  should 
be  ethically  permissible  for  a physician  to  assist 
the  patient  in  this  process. 

The  article  is  not  primarily 
concerned  with  the  ethics 
of  suicide  or  euthanasia  in 
general.  The  heart  of  Uzych's  concern  is 
whether  it  should  be  ethically  permissible 
for  a physician  to  assist  a patient  in  terminat- 
ing his/her  life  if  that  patient  is  "hopelessly- 
ill.  . .with  painful  or  incurable  disease." 

Uzych  concludes  that  "further  extensive 
attention  must  be  focused  on  the  ethics  and 
desirability  of  euthanasia  and  assisted  sui- 
cide before  these  practices  are  widely 
adopted  in  our  society."  It  is  evident  that 
Uzych  has  serious  mental  reservations  about 
condoning  euthanasia  or  physician-assisted 
suicide.  Indeed,  one  gets  the  impression 
that  he  is  opposed  to  physician-assisted 
suicide  under  any  circumstances.  The  heart 
of  his  argument  rests  on  two  assumptions: 
(1)  ".  . .the  physician  traditionally  has  been 
an  advocate  for  life.  Deliberately  ending  the 
life  of  a patient,  either  by  directly  administering 
a death-causing  drug  or  other  agent  to  the 
patient  or  indirectly  by  guiding  the  patient  in 
the  performance  of  some  life-ending  act, 
obviously  is  inconsistent  with  the  physician's 
historic  role  of  advocate  for  life."  (2)  Condon- 
ing physician-assisted  suicide  might  in  time 
"be  twisted  and  distorted  to  callously  rub  out 
the  lives  of  persons  considered  to  be  unwor- 
thy of  further  life." 

Before  conimenting  on  the  two  assump- 
tions or  affirmations  just  indicated,  I would 
give  some  clue  to  where  I "come  from"  in 
discussing  medical  ethics.  There  is  a long 


history  of  appealing  to  given  "principles" 
and  to  "rules"  deduced  from  those  prin- 
ciples. Sometimes  discussion  of  those  prin- 
ciples and  rules  is  carried  on  in  a highly  ab- 
stract manner.  But  life  is  lived  in  the  con- 
crete and  in  the  particular.  There  is  a qual- 
ity of  uniqueness  in  each  person's  life  story 
and  personal  experience.  Obviously  prin- 
ciples have  an  important  role,  but  principles 
and  rules  without  reference  to  conse- 
quences, to  the  circumstances  of  particular 
persons  at  specific  times  and  places,  miss  a 
dimension  of  reality  of  great  importance. 
The  practice  of  medicine  is  carried  on  in  a 
world  with  much  ambiguity,  in  which  prob- 
lems often-times  cannot  be  so  much  solved 
or  cured  as  faced,  in  which  there  are  often 
no  ideal  solutions,  in  which  physicians  are 
driven  to  make  decisions  in  the  light  of  how 
they  prioritize  values,  in  which  they  do  the 
best  they  can.  . .,  in  which  compassion 
makes  a great  deal  of  difference.  Principles, 
and  rules  deduced  from  those  principles 
have  their  roles,  but  always  they  need  to  be 
seen  in  the  larger  human  context  which 
involves  decisions,  relationships,  life  and 
death.  There  is  no  rule  book  which  solves  all 
ethical  dilemmas,  or  which  spares  the  phy- 
sician the  requirement  for  personal  and  in- 
formed judgement. 

The  Physician's  Historic  Role 
of  Advocate  for  Life 

Uzych  affirms  that  "deliberately  ending 
the  life  of  a patient,  either  by  directly  ad- 
ministering a death-causing  drug  or  other 
agent  to  the  patient  or  indirectly  by  guiding 
the  patient  in  the  performance  of  some  life- 
ending act,  obviously  is  inconsistent  with 
the  physician's  historic  role  of  advocate  for 
life."  The  article  is  brief  and  leaves  some 
relevant  questions  unanswered,  for  example: 
How  is  life  to  be  defined?  What  is  it  to  be 
an  advocate  for  life?  Is  it  conceivable  that 
under  some  circumstances  it  would  be 
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acceptable  for  someone  not  a physician  to 
assist  indirectly  in  a suicide?  In  what  ways 
should  a physician  practicing  in  this  period 
of  history  be  guided  by  "traditional"  or  "his- 
toric" images  of  the  physician's  role?  Lack- 
ing answers  to  these  questions  it  is  difficult 
to  enter  into  a serious  dialog  with  Uzych.  I 
find  his  article,  as  it  stands,  lacking  in  the 
kind  of  careful  definition  of  terms  and 
analysis  which  a subject  of  this  seriousness 
deserves. 

The  history  of  the  practice  of  medicine 
makes  it  clear  that  there  have  been  changes 
in  what  has  been  perceived  to  be  accept- 
able and  unacceptable  practice.  Any  ap- 
peal to  the  authority  of  tradition  needs  to 
take  into  account  that  in  medical  practice 
there  are  two  traditions  (sometimes  in 
conflict)  — that  of  preserving  life  and  that  of 
alleviating  needless  suffering.  Along  with 
the  tradition  of  preserving  life  there  is  also 
a tradition  which  affirms  that  it  is  permis- 
sible, under  some  circumstances,  to  with-draw 
certain  support  systems.  Arguments  from  the 
authority  of  traditions  need  to  reckon  with  the 
fact  that  traditions  can  be  open  ended  and 
open  to  reform. 

In  a day  when  many  thoughtful  and  con- 
cerned persons  (including  physicians)  be- 
lieve that  life  and  death  are  both  integral 
parts  of  the  natural  order,  that  a case  for 
mortality  can  be  made,  that  death  is  not 
always  the  ultimate  enemy,  that  death  is  the 
price  of  life,  that  the  human  being  is  a 
creature  who  has  been  endowed  with  a 
measure  of  autonomy  along  with  a measure 
of  social  responsibility,  it  is  important  that 
we  seek  to  clarify  the  frame  of  orientation, 
the  scale  of  values,  in  the  light  of  which  one 
proposes  to  do  his/her  decision-making. 
Some  of  us  are  convinced  that  to  be  an 
advocate  for  life  is  to  reckon  with  these  con- 
siderations including  the  point  that  death  is 
not  always  the  enemy.  There  are  situations 
in  which  the  fundamental  question  becomes, 
"What  is  the  humane  thing  to  do?" 

He  who  would  be  an  advocate  for  life 
must  ask  whether  the  life  with  which  he  is 
most  concerned  is  simply  a matter  of  physi- 
cal existence  and  continuation,  or  whether 
it  has  something  to  do  with  quality  of  life. 
Again,  how  is  the  life  to  be  advocated  re- 
lated to  the  inexorable  fact  of  human  mor- 
tality, to  the  gift  of  human  autonomy,  to  hu- 
mane treatment? 


Leon  Kass,  M.D.,  Professor  of  the  Liberal 
Arts  of  Human  Biology,  University  of  Chi- 
cago, has  written  thought-provoking  words 
on  the  physician's  self-image,  and  some  of 
the  ethical  concerns  of  the  physician  at  this 
point  in  history. 

We  all  are  familiar  with  those  sad  cases  in 
which  a patient's  life  has  been  prolonged  well 
beyond  the  time  of  which  there  is  reasonable 
hope  of  returning  him  to  a reasonably  healthy 
state.  And  in  such  cases  — say  a long  comatose 
patient  or  a patient  with  endstage  respiratory  fail- 
ure — a sensible  physician  will  acknowledge  that 
there  is  no  longer  any  realizable  therapeutic  or 
medical  goal,  and  will  not  take  the  mere  preser- 
vation of  life  as  his  objective.  Sometimes  he  may 
justify  further  life-prolonging  activities  in  terms  of 
a hope  for  a new  remedy  or  some  dramatic  turn 
of  events.  But  when  reasonable  hope  of  recovery 
is  gone,  he  acts  rather  to  comfort  the  patient  and 
to  keep  him  company,  as  a friend  and  not  espe- 
cially or  uniquely  as  a physician,  (p.  163) 

. . .The  easy  way  out  is  to  adhere  always  to  the 
principle  "Sustain  life  regardless,"  and  there  is 
much  to  be  said  for  the  sentiment  involved  (if  not 
for  the  practice),  reverence  for  life  being  a con- 
stitutive yet  fragile  principle  of  decent  human 
community.  Nevertheless,  it  seems  to  me  that  a 
true  reverence  for  life  might  include  permitting  it 
to  end,  free  from  further  assaults  on  life's  sanctity 
committed  in  its  name...  . If  medicine  takes  aim 
at  death  prevention,  rather  than  at  health  and 
relief  of  suffering  if  it  regards  every  death  as  pre- 
mature, as  a failure  of  today's  medicine,  but  avoid- 
able by  tomorrow's,  then  it  is  tacitly  asserting  that 
its  true  goal  is  bodily  immortality.  Once  it  is  put 
that  way,  it  should  be  clear  that  physicians  must 
teach  themselves  and  their  patients  to  make  their 
peace  with  finitude.  Medicine  has  traditionally  re- 
fused to  make  |)rolongation  of  life  its  goal,  not 
only  because  the  goal  was  finally  unreachable,  but 
also  because  it  recognized  that  efforts  in  that  di- 
rection often  produced  more  harm  than  good  — in 
pain  and  discomfort  as  well  as  anguish  and  anxi- 
ety... . (p.  205) 

For  life  is  to  be  revered  not  only  as  manifested 
in  physiological  powers,  but  also  as  these  powers 
are  organized  in  the  form  of  a life,  with  its 
beginning,  middle,  and  end.  Thus,  life  can  be 
revered  not  only  in  its  preservation,  but  also  in 
the  manner  in  which  we  allow  a given  life  to 
reach  its  terminus.  For  physicians  to  adhere  to 
efforts  at  indefinite  prolongation  not  only  re- 
duces them  to  slavish  technicians  without  any 
intelligible  goal,  but  also  degrades  and  assaults 
the  gravity  and  solemnity  of  a life  in  its  close,  (p. 
206) 
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I do  not  know  what  Dr.  Kass'  views  are  on 
suicide  in  general,  indirect  euthanasia  or 
physician-assisted  suicide.  I am  persuaded 
by  the  general  tenor  of  what  he  has  to  say. 
His  views  might  well  provide  a background 
for  further  discussion  of  the  special  issues 
surrounding  euthanasia  and  suicide.  On  the 
other  hand,  I am  not  persuaded  by  Uzych's 
assertion  that  "intentionally  participating  in 
the  death  of  a hopelessly-ill  patient  is  an 
easy,  but  not  acceptable,  way  for  a physi- 
cian to  abandon  humane  responsibility  and 
traditional  advocacy  for  life."  Surely,  such 
action  would  not  always  be  easy.  I do  not 
believe  it  would  always  be  an  abandon- 
ment of  humane  responsibility.  I challenge 
the  view  that  it  would  always  be  a denial  of 
reverence  for  life. 

A Potential  Danger  in  Permitted 
Physician-Assisted  Suicide? 

Uzych  writes,  "If  euthanasia  and  assisted 
suicide  were  to  gain  wide  popular  support, 
just  how  much  would  life  really  be  worth  in 
America?  What  began  initially,  at  least  os- 
tensibly, as  a movement  intended  to  honor 
the  wishes  of  individual  patients,  might,  in 
time,  be  twisted  and  distorted  to  callously 
rub  out  the  lives  of  persons  considered  to 
be  unworthy  of  further  life." 


Uzych  offers  no  evidence  to  support  the 
fears  he  voices.  He  simply  raises  a question 
and  suggests  the  possibility  that  "lives  of 
persons  considered  to  be  unworthy  of  fur- 
ther life"  might  be  terminated.  If  there  is  to 
be  fruitful  discussion  of  the  issues  of  volun- 
tary euthanasia  and  physician-assisted  sui- 
cide in  the  days  ahead,  it  would  be  well  to 
study  the  experience  of  nations  with  poli- 
cies differing  from  our  own.  What  for  ex- 
ample, is  being  learned  in  the  Netherlands 
— is  the  rather  widespread  practice  of  vol- 
untary euthanasia  leading  toward  a devalu- 
ation of  life  and  humane  values?  The  ques- 
tion also  needs  to  be  raised  as  to  what  ap- 
propriate safeguards  would  need  to  be  put 
in  place  if  voluntary  euthanasia,  including 
physician-assisted  suicide  were  to  become 
legally  permissible. 

In  closing,  I would  note  that  there  is  an 
extensive  body  of  literature  on  the  subjects 
of  suicide  and  euthanasia  written  from  a 
variety  of  philosophical  and  religious  per- 
spectives. I have  confined  my  remarks  to 
the  two  main  points  identified  by  Leo  Uzych 
in  his  article. 

(Leon  R.  Kass,  M.D.  Toward  A More  Natural 
Science:  Biology  and  Human  Affairs.  The  Free  Press, 
N.Y.  1985. 
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INTRODUCTION 

The  modern  otologic  era  began 
about  35  years  ago.  At  that 
time,  otology  began  to  focus 
on  restoration  of  the  hearing  in  patients  who 
had  conductive  hearing  losses  due  to  middle 
ear  problems  in  one  form  or  another.  Con- 
ductive hearing  loss  is  mainly  caused  by 
middle  ear  infections  or  is  due  to  otosclerotic 
stapes  fixation.  Tympanoplasty  procedures 
were  devised  and  presented  by  Wullstein 
and  Zollner  of  Germany  in  the  late  fifties. 
Their  purpose  was  to  reconstruct  the  defec- 
tive middle  ear  mechanism.  Stapedectomies 
to  remove  and  replace  the  fixed  stapes  due 
to  otosclerosis  were  originated  about  the 
same  time  by  Rosen  and  Shea  of  the  United 
States.  It  is  interesting  to  note  historically  that 
as  far  back  as  1876,  Kesselbach  of  Germany, 
and  in  1903  Minot  in  France,  performed 
stapes  surgery.  The  surgery  was  quickly  aban- 
doned because  of  the  serious  complications 
due  to  infections  (labyrinthitis,  meningitis).  It 
took  all  the  intervening  years  for  the  otologic 
community  to  overcome  the  fear  of  surgi- 
cally restoring  hearing  losses.  The  availability 
of  antibiotics,  and  the  magnification  and  illu- 
mination of  the  operating  microscope,  how- 
ever, made  it  possible  to  surgically  recon- 
struct the  middle  ear.  Of  particular  impor- 
tance to  the  topic  of  cochlear  implants,  is  that 
these  developments  also  made  it  feasible  to 
enter  the  inner  ear.  Thus,  cochlear  and  ves- 
tibular inner  ear  procedures  were  devised. 
The  purpose  of  these  procedures  on  the 
auditory  (cochlear)  portion  of  the  inner  ear 
was  to  restore  and  improve  hearing  losses 
due  to  failure  of  the  sensorineural  mecha- 
nism (nerve  loss). 

Many  diseases  can  destroy  the  hair  cells  in 
the  cochlea.  Thus,  the  sound  waves,  which 
are  conducted  by  a normal  middle  ear  mechan- 
ism into  the  inner  ear,  cannot  be  converted 


into  electrical  signals  by  the  hair  cells  in  order 
for  the  nerve  to  be  electrically  stimulated  and 
to  transmit  the  stimulus  to  the  auditory  cor- 
tex, where  it  is  interpreted  as  sound  as  we 
hear  it.  This  loss  of  hair  cells  in  the  cochlea 
may  cause  a profound  or  total  hearing  loss. 
Ototoxicity,  trauma,  meningitis,  cochlear 
otosclerosis,  and  viral  labyrinthitis  are  a few 
of  the  acquired  conditions  which  may  cause 
destruction  of  the  inner  ear.  Until  recently, 
nothing  could  be  done  for  these  patients,  and 
basically  these  patients  lived  in  a silent  world, 
with  communication  dependent  upon  sign 
language  or,  in  some  instances,  lip  reading. 
The  cochlear  implant  was  designed  to  "re- 
store" the  function  of  the  inner  ear.  Cochlear 
implants  use  micro-electronic  technology  to 
convert  acoustic  information  into  electric  sig- 
nals that  can  be  transmitted  to  the  brain  and 
perceived  as  sound.  They  are,  as  the  name 
implies,  implanted  into  the  inner  ear.  The  use 
of  electricity  to  produce  auditory  sensations 
goes  back  as  far  as  the  18th  century  when 
Volta,  using  his  newly  invented  storage  bat- 
teries, applied  electric  current  to  his  own  ears 
using  metal  rods.  He  reported  auditory  sen- 
sations; however,  he  apparently  lost  con- 
sciousness and  advised  that  this  experience 
not  be  repeated.  In  1930,  when  Wever  and 
Bray  reported  that  the  function  of  the  coch- 
lea was  to  convert  mechanical  sound  energy 
into  electrical  impulses,  a major  breakthrough 
had  occurred.  Subsequently,  several  investi- 
gators in  Europe,  Simmons  in  1966  in  the 
United  States  and  House  and  Michaelson 
shortly  thereafter,  tried  to  use  this  concept  to 
devise  procedures  to  deliver  electrical  stimuli 
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into  the  cochlea  so  that  they  could  be  picked 
up  by  the  nerve  of  hearing.  It  was  indeed  an 
extraordinary  feat  by  bio-engineers,  in  con- 
junction with  otologists  and  audiologists,  to 
construct  a computerized  device  which  would 
be  small  enough  to  be  implanted  into  the  pa- 
tient's skull  and  inner  ear  and  to  still  be  ca- 
pable of  generating  electrical  impulses. 

A couple  of  decades  ago,  this  computerized 
mechanism  probably  would  have  occupied  a 
space  the  size  of  a filing  cabinet. 

Now,  the  miniaturization  allows  us  to 
implant  the  internal  receiver  into  the  skull  of 
the  patient  and  then  to  lead  the  electrode 


through  the  mastoid  and  the  posterior-supe- 
rior area  of  the  mesotympanum  (facial  re- 
cess), via  a cochleostomy,  into  the  scala  tym- 
pani  of  the  basilar  turn  of  the  cochlea  in  the 
inner  ear  (Fig.  1).  Such  a device,  using  a single 
channel,  was  first  perfected  by  Dr.  William 
House  in  Los  Angeles.^®  On  October  31, 
1985,  the  Nucleus  multichannel  device  was 
approved  by  the  FDA  for  use  in  post-lingually 
deafened  adults.  FDA  approval  for  use  in 
children  was  granted  on  june  27,  1990. 

The  cochlear  implant  consists  of  an  inter- 
nal and  external  part  (Fig.  2).  The  external 
components  consist  of  a transmitting  coil,  di- 


FIGURE  I 

Nucleus  Multichannel  Cochlear  Implant 


FIGURE  II 

Internal  and  external  components 
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rectional  electret  microphone  and  a signal 
processor  or  Mini  Speech  Processor  (MSP) 
the  size  of  a cigarette  box  which  can  be 
placed  into  a shirt  pocket.  The  microphone, 
at  the  level  of  the  ear,  is  encased  in  what 
looks  like  a behind-the-ear  hearing  aid.  This  is 
held  in  place  with  an  ear  mold.  A cord  at- 
taches the  microphone  and  transmitting  coil 
to  the  MSP.  Signals  are  picked  up  by  the 
microphone  and  sent  via  the  cord  to  the 
MSP,  which  extracts  information  from  the 
signal  and  encodes  it  into  stimulation  para- 
meters. The  encoded  information  is  sent  back 
up  the  cord  and  through  the  transmitting  coil, 
via  magnetic  induction,  through  the  skin  to 
the  internal  part,  the  implanted  receiver-stimu- 
lator. This  in  turn  activates  the  appropriate 
electrodes  implanted  into  the  cochlea  and 
thus  stimulates  the  nerve  of  hearing.  The  MSP 
has  an  on-off  switch,  a "squelch"  (background 
reduction  setting),  and  a sensitivity  control 
which  increases  or  decreases  the  acoustic 
field  much  like  a volume  control  on  a hearing 
aid. 

SURGICAL  TECHNIQUE 

The  surgical  technique  consists  of  a large 
C-like  incision  behind  the  ear  with  diverging 
limbs  to  assure  good  blood  supply.  After  the 
flap  is  developed  and  a seating  for  the  inter- 
nal receiver  is  prepared  in  the  skull,  an  intact 
canal  wall  mastoidectomy  is  performed  to 


gain  access  to  the  round  window  via  a facial 
recess  approach  without  violating  the  facial 
nerve,  the  ear  drum,  or  the  external  ear  canal. 
Once  the  round  window  is  visualized,  a small 
opening  is  made  just  anterior  to  it  (cochle- 
ostomy),  and  the  scala  tympani  is  exposed. 
Thereafter,  the  cochlear  implant  is  guided 
into  the  scala  tympani  and  inserted  into 
approximately  one  full  turn  of  the  cochlea  to 
accommodate  the  22  bands  (channels)  of  the 
Nucleus  multi-channel  cochlear  implant  (Fig. 
3^3,7,10,11  YVg  have  not  experienced  any 
complications  of  this  procedure.  The  compli- 
cation mostly  reported  is  skin  flap  necrosis. 
On  very  rare  occasions,  reinsertion  of  the 
electrode  due  to  mechanical  failure  or  slip- 
page may  be  necessary.  All  patients  are  thor- 
oughly evaluated  by  our  cochlear  implant 
team  as  to  the  suitability  for  this  procedure.’ 

CLINICAL  RESULTS  IN  PATIENTS 

Cochlear  implant  patients  tell  us  that  with 
the  multichannel  implant  a wide  range  of 
hearing  sensations  can  be  experienced.  All 
sorts  of  environmental  sounds  which  the 
patient  could  not  hear  can  be  heard  now. 
Anecdotally,  patients  tell  me  that  they  can 
now  hear  bird  songs,  and  one  patient,  who  is 
an  avid  turkey  hunter,  can  now  hear  the 
turkeys  gobble  and  chatter.  Patients  state 
that,  with  the  cochlear  implant,  lipreading  is 
vastly  improved,  and  most  can  communicate 


FIGURE  III 

Insertion  of  the  electrode  array  into  scala  tympani 
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easily  if  lipreading  is  utilized.  Approximately 
30%  can  carry  on  normal  conversations 
without  lipreading  and  some  are  able  to 
converse  on  the  telephone. 

In  this  Clinic,  eight  post-lingually  deafened 
adults  have  been  implanted  during  the  past 
two  years.  As  in  other  clinics,  there  is  a large 
degree  of  variability  in  the  benefits  obtained 
from  use  of  the  cochlear  implant.  One  pa- 
tient, a Latvian  who  lost  his  hearing  during 
the  Second  World  War  and  subsequently 
moved  to  Nebraska,  uses  the  implant  only  for 
environmental  sounds.  It  was  found  during 
the  rehabilitation  period  that  his  grasp  of 
English  was  insufficient  for  him  to  make  use 
of  the  auditory  input  for  processing  speech. 
The  amount  of  communicative  improvement 
in  the  remaining  seven  patients  is  quite  vari- 
able, but  can  be  seen  in  the  data  from  two 
examples  of  the  rehabilitation  tasks  included 
in  the  ten  week  therapeutic  program. 

First,  patients  are  tested  pre-  and  post- 
operatively  (following  rehabilitation)  on  their 
ability  to  lipread,  with  and  without  sound,  a 
standardized  set  of  25  sentences  (CID  Every- 
day Sentences).  Scores  for  our  patients, 
excluding  the  Latvian  patient,  are  seen  in 
Table  1. 


TABLE  I 


Patient 

Devise  Used  Lip 

reading 

Lipreading 

only 

Plus  Sound 

#1 

Pre-op 

FM  System 

28% 

96% 

Post-op 

Cochlear  implant 

41% 

99% 

#2 

Pre-op 

BTE  hearing  aid 

92% 

98% 

Post-op 

Cochlear  implant 

99% 

100% 

#3 

Pre-op 

None-NMR  with  aid 

50% 

CNT 

Post-op 

Cochlear  implant 

60% 

78% 

#4 

Pre-op 

None-could  not  use 

33% 

CNT 

Post-op 

Cochlear  implant 

51% 

95% 

#5 

Pre-op 

BTE  hearing  aid 

27% 

43% 

Post-op 

Cochlear  implant 

39% 

90% 

#6 

Pre-op 

BTE  hearing  aid 

62% 

89% 

Post-op 

Cochlear  implant 

76% 

97% 

#7 

Pre-op 

Body  hearing  aid 

3% 

14% 

Post-op 

Cochlear  implant 

14% 

86% 

Second,  patients  were  tested  on  the  number 
of  words  per  minute  they  could  speech-track 
with  and  without  their  implants.  This  was 
measured  by  having  the  patient  repeat  word- 
for-word,  across  a 10-minute  test  period,  pas- 
sages which  were  being  read  from  a stan- 
dardized book  by  the  audiologist.  As  such, 
this  is  a measure  of  the  patient's  ability  to 
follow  connected  discourse  on  a word-by- 
word  basis  over  a moderate  length  of  time  by 
lipreading  only  and  by  lipreading  plus  audi- 


tory input  from  the  cochlear  implant.  The 


data  in  Table 

II  shows  the 

results 

patients. 

TABLE  11 

Speech  Tracking 

Patient  Lipreading  only  Lipreading  plus 

(words  per  minute) 

#1  (age  67) 

7.6 

56.6 

#2  (age  37) 

56.0 

73.0 

#3  (age  63) 

17.4 

51.6 

#4  (age  57) 

15.5 

57.4 

#5  (age  74) 

19.5 

76.7 

#6  (age  43) 

39.1 

82.1 

#7  (age  80) 

4.3 

32.8 

SUMMARY 

Cochlear  implantation  to  restore  some  of 
the  hearing  in  the  profound  or  totally  coch- 
lear deaf  patient  has  been  briefly  presented. 
An  approximate  two  year  follow  up  has  not 
shown  any  complications.  The  Nucleus  22 
channel  cochlear  implant,  as  presently  manu- 
factured, is  a very  useful  device  to  rehabili- 
tate profoundly  or  totally  cochlear  deaf  pa- 
tients. 
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COMMENTS: 

I would  like  to  commend  Dr.  John  H. 
Fritsch  for  this  fine  review,  and  as  being  the 
first  otologist  in  the  State  of  Nebraska  to  sur- 
gically insert  a cochlear  implant.  The  coch- 
lear implant  is  a tremendous  techological  ad- 
vancement as  it  is  the  only  treatment  for 
profoundly  deafened  adults  and  children.  I 
would  like  to  call  attention  to  several  other 
issues  and  to  the  recent  National  Institutes  of 
Health  Consensus  Development  Conference 
Statement  on  Cochlear  Implants'  to  answer 
just  a few  additional  concerns. 

A cochlear  implant  candidate  is  someone 
who  has  a severe  to  profound  sensorineural 
hearing  loss  who  derives  little  or  no  benefit 
from  hearing  or  tactile  aids.  It  is  important  at 
this  point  for  any  child  or  adult  who  consid- 
ers a cochlear  implant  to  be  properly  and 
thoroughly  evaluated  by  a cochlear  implant 
team  consisting  of  an  otologist,  audiologist, 
speech  pathologist  and  psychologist.  In 
addition,  a high  degree  of  motivation  by  the 
patient  and/or  parents  is  imperative. 

There  must  be  no  medical  contraindica- 
tions to  a surgical  procedure.  A CT  scan  of 
the  temporal  bones  is  performed  to  deter- 
mine the  status  and  patency  of  the  cochlea. 
Meningitis,  which  is  the  leading  cause  for  a 
profound  sensorineural  hearing  loss  in  chil- 
dren can  induce  ossification  of  the  cochlea. 
This  decreases  the  chance  for  success  in  not 
only  inserting  the  device,  but  also  providing 
stimulation  to  the  remaining  spiral  ganglion 
cells.  Thus,  any  patient  who  does  experience 


profound  sensorineural  hearing  loss  after 
meningitis  should  be  evaluated  early  and  fol- 
lowed closely. 

Cochlear  implants  provide  various  degrees 
of  auditory  stimuli.  It  takes  a great  deal  of 
time,  effort,  and  rehabilitation  to  properly 
interpret  these  auditory  signals.  One  of  the 
most  challenging  aspects,  especially  in  chil- 
dren, is  the  rehabilitation  phase  of  implanta- 
tion surgery. 

At  this  time  there  have  been  over  several 
thousand  adults  and  over  500  children  im- 
planted. This  is  no  longer  an  experimental  de- 
vice and  through  many  measuring  parame- 
ters, the  cochlear  implant  appears  to  be 
extremely  beneficial  for  most  recipients.  Much 
still  needs  to  be  learned  and  investigated. 
Many  unanswered  questions  remain  regard- 
ing the  actual  workings  and  interactions  be- 
tween the  implant  and  remaining  spiral  gan- 
glion cells.  At  this  time,  there  are  no  definitive 
preoperative  tests  which  will  indicate  who 
will  be  a more  successful  performer  as  op- 
posed to  others.  Research  continues  not  only 
with  the  device  itself  but  much  more  impor- 
tantly in  the  preservation  of  hearing  and 
prevention  of  hearing  loss  in  general. 
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Traditionally,  the  term 

"perinatal  asphyxia"  has  been 
applied  to  circumstances 
characterized  by  neonatal  depression  and  low 
Apgar  scores.  Most  have  assumed  that  these 
findings  are  tantamount  to  respiratory  if  not 
metabolic  acidosis.  Modern  investigation  has 
revealed  that  there  is  a very  poor  correlation 
between  Apgars  and  blood  gases,  becoming 
progressively  poorer  with  increasing  degrees 
of  prematurity. 

Technically,  asphyxia  implies  a disturbance 
in  respiratory  gas  exchange,  ultimately  lead- 
ing to  respiratory  acidosis  which  can  eventu- 
ally result  in  metabolic  acidosis  through  an- 
aerobic glycolysis  and  through  "pump  failure" 
(myocardial  depression).  Perinatal  asphyxia  is 
that  occuring  in  the  period  from  20  weeks' 
gestation  through  28  days  after  birth.  In 
common  (but  inaccurate)  use,  it  usually  means 
the  expectation  of  a low  Apgar  baby  suffering 
disturbed  gas  exchange  in  close  proximity  to 
birth.  As  stated,  this  is  not  and  should  not  be 
used  synonymously  with  neonatal  depression, 
which  can  have  other  causes  at  least  80%  of 
the  time,  if  the  5-minute  score  is  used  as  the 
frame  of  reference. 

Any  phenomenon  which  disturbs  the  fetal 
gas  exchange  for  a long  enough  time  can 
produce  true  asphyxia.  Almost  all  such  events 
which  are  recognized  are  flagrant.  Examples 
are  placental  abruption,  maternal  bleeding 
and  shock,  severe  maternal  hypoxia,  convul- 
sions, excessive  oxygen  demand  from  violent 
exercise  or  fever,  etc.  The  most  distressing  to 
the  providers,  though,  are  the  vast  majority 
which  occur  subclinically  in  the  antepartum, 
unmonitored  patient.  Much  such  morbidity 
and  unexplained  death  has  been  attributed  to 
"cord  accidents".  It  should  be  noted  that,  al- 
though there  are  many  circumstances  which 
might  place  the  fetus  at  risk  for  cord  impinge- 
ment and  which  are  associated  with  sudden 
fetal  death,  there  are  no  reliable  pathologic 
correlates  with  "cord  accident"  deaths  in  the 
absence  of  tightening  a true  knot.  The  proper 


term  should  probably  be  "presumed  cord 
accident". 

The  only  hope  of  minimizing  the  risk  of 
damage  or  death  from  antepartum  perinatal 
asphyxia  is  to  avoid  predispositions  to  known 
causes,  such  as  abruption  associated  with 
hypertension,  smoking,  or  cocaine  abuse; 
maternal  shock  from  hemorrhage  from  pla- 
centa previa  or  from  sepsis;  serious,  symptop- 
matic  excess  in  exercise;  prolonged  fevers  or 
immersion  in  hot  tubs;  and  acquiring  a sub- 
stantial amount  of  good  luck  in  avoiding  the 
80-90%  of  hypoxigenic  events  which  go  un- 
noticed and  untreated. 

Hypoxia  will  always  manifest  itself  in  con- 
temporaneous fetal  heart  rate  abnormalities. 
A reactive  and  reassuring  tracing  excludes 
asphyxia  at  that  time.  It  also  diminishes  but 
does  not  eliminate  the  possibility  of  asphyxia's 
developing  later,  in  the  absence  of  acute 
events  as  discussed  above. 

The  obvious  problems  are:  (1)  what  types 
of  heart  rate  abnormalities  are  tolerable  be- 
cause they  have  not  led  nor  will  lead  to 
asphyxia  or,  more  importantly,  to  damage? 
Asphyxia  is  not  necessarily  injurious;  in  fact,  it 
seems  rarely  to  injure  when  we  are  at  all  aware 
of  it;  and  (2)  how  can  one  prove  that  asphyxia 
has  not  occurred  earlier,  compromising  the 
baby  in  a way  which  may  lead  to  "fragility"  and 
intolerance  of  normal  labor  events  which 
would  be  handled  well  by  an  uncompromised 
child. 

In  relation  to  question  (1),  certainty  is  be- 
yond the  expectations  of  medicine.  Babies, 
however,  who  react  to  stimuli,  who  demon- 
strate accelerations  of  the  heart  rate,  who 
have  normal  baseline  rates  and  variability,  and 
who  are  not  adrift  in  a sea  of  deteriorating 
maternal  environmental  support  should  not 
have  asphyxia  of  an  injurious  nature.  As  to 
which  babies  are  being  injured  under  less 
favorable  circumstances,  one  can  say  only 
that  babies  surviving  the  most  grievous  cir- 
cumstances (resuscitated  stillborns,  those 
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with  prolonged  dependency  on  external  sup- 
port, episodes  of  neonatal  cardiac  arrest)  have 
a high  early  mortality  rate  (around  50%)  but  a 
startlingly  high  rate  of  normality  among  survi- 
vors (around  80%).  It  is  now  considered  in- 
compatible with  the  diagnosis  of  intrapartum 
asphyxial  damage  to  have  a baby  born  with 
good  Apgar  scores.  The  American  College  of 
Obstetricians  and  Gynecologists  has  stated 
that  "A  neonate  who  has  had  severe  hypoxia 
close  to  delivery  that  is  severe  enough  to 
result  in  hypoxic  encephalopathy  will  show 
other  evidence  of  hypoxic  damage  including 
all  of  the  following: 

• A profound  umbilical  artery  metabolic  or 
mixed  acidemia  (ph  < 7.00) 

• Persistence  of  an  Apgar  score  of  0-3  for 
longer  than  5 minutes 

• Neonatal  neurologic  sequelae,  e.g.,  sei- 
zures, coma,  hypotonia 

• Multiorgan  system  dysfunction,  e.g.,  car- 
diovascular, gastrointestinal,  hematolo- 
gic, pulmonary  or  renal. 

The  term  birth  asphyxia  is  imprecise  and 
should  not  be  used."  (ACOG  Committee 
Opinion  #91  — February,  1991). 

The  answers,  therefore,  are:  (1)  optimize 
fetal  heart  records  by  supporting  the  patient's 
welfare;  (2)  recognize  that  the  pertinence  of 
signs  of  health  override  the  prognostic  capac- 
ity of  signs  of  periodic  ill-health;  (3)  determine 
projected  delivery  times  in  relation  to  adverse 
trends  in  heart  rate  patterns,  and  use  opera- 
tive delivery  to  bring  delivery  times  into  the 
acceptable  period  of  fetal  tolerance  of  on- 
going events  (without  adding  traumatic 
events  to  the  other  jeopardies  to  which 
mother  and  baby  are  exposed;  i.e.,  manage 
the  patient  by  sound  clinical  judgment:)  and 
(4)  have  a good  lawyer  who  knows  how  to 
defend  good  practice  against  allegations  of 
misconduct  resulting  in  a bad  outcome. 

As  to  question  2,  the  demonstration  of 
neonatal  intracranial  pathology  objectively 
occurring  at  an  earlier  time  can  suggest  earlier 
insults.  Atrophy,  cystic  changes,  and  ventricu- 
lar dilation  are  examples,  as  are  the  findings  of 
calcifications  and  other  peripheral  neurologic 
signs  such  as  optic  fundal  lesions  at  birth. 
Global  cerebral  dysfunction  in  the  absence  of 
severe,  prolonged  neonatal  depression,  respi- 
rator dependency,  renal  and  cardiac  compro- 
mise, and  perhaps  seizures  in  many  cases  is 
untenable  as  having  originated  intrapartum; 
but  it  does  little  good  to  do  these  time-de- 


pendent studies  months  after  the  birth.  They 
must  be  done  neonatally  if  the  baby  appears 
ill. 

Studies  of  term  infants  have  shown  no  more 
than  a 20%  correlation  between  acidosis  and 
depression  of  the  5-minute  Apgar  score  ( the 
1-minute  score  is  of  no  use  in  this  regard).  The 
fact  is,  no  more  than  20%  of  those  with 
acidosis  will  be  depressed,  and  no  more  than 
20%  of  those  with  depression  will  have  acido- 
sis. This  obviously  has  led  many  to  question 
the  routine  performance  of  cord  arterial 
blood  gas  sampling,  for  one  can  theoretically 
create  as  many  new  incriminating  cases  as 
one  avoids.  Current  recommendations  to 
send  gases  only  if  the  baby  is  depressed  have 
great  rationale. 

As  indicated  above,  neonatal  multi-system 
dysfunction  characterizes  the  truly  (signifi- 
cantly) asphyxiated  infant.  There  are  no  scien- 
tifically solid  data  tying  damage  to  any  level  of 
p02,  no  matter  how  low,  without  acidosis.  The 
damage,  if  it  occurs,  must  come  from  the  con- 
comitant circulatory  failure  which  results  from 
"pump  collapse",  resulting  in  generalized 
deprivation. 

Neonatal  asphyctic  depression  and  brain 
damage  candidacy  is  characterized  by  the 
flaccid,  unresponsive  baby  with  renal  dysfunc- 
tion, cardiac  compromise,  respirator  depend- 
ency, oliguria,  and  who  generally  develops 
seizures  within  the  first  12-24  hours.  EEG 
findings  are  almost  invariably  abnormal.  Early 
CT  scans  may  show  nothing  but  "swelling"  of 
brain  and  ventricular  narrowing.  Hemor- 
rhages can  come  later.  Only  after  prolonged 
siege,  with  very  tenuous  self-sufficiency  after 
7-14  days,  can  the  nature  of  the  deficit  be 
expected  to  be  assessable.  Thereafter,  mark- 
edly delayed  developmental  and  growth  mile- 
stones are  expected,  feeding  difficulties  and 
other  signs  of  brain  stem  and  other  vertebral 
arterial  system  involvement  are  seen,  and 
progressive  cerebral  atrophic  signs  on  radiol- 
ogic study  appear.  Microcephaly  may  take 
longer  than  the  neonatal  period  to  show  up, 
even  from  perinatal  causes. 

In  summary,  the  term  "birth  asphyxia" 
should  be  avoided  and  "perinatal  asphyxia"  is 
often  diagnosed  when  newborns  do  not  meet 
our  immediate  or  long-term  expectations  for 
excellence.  There  is  little  evidence  that  this 
event,  if  it  occurs  as  a cause  of  neurologic 
handicap,  tends  to  do  so  while  we  are  watch- 
ing. 
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Reflections 


PAUL  E.  COLLICOTT,  M.D. 
President.  Nebraska  Medical  Association 


As  the  term  of  my  presidency  of  your 
Nebraska  Medical  Association  draws  to  its 
end,  I felt  it  only  appropriate  to  try  to  summa- 
rize the  issues  that  we  have  had  to  face  in  the 
past  twelve  months  and  state  where,  in  my 
opinion,  we  seem  to  be  heading.  The  Ne- 
braska Medical  Association  is  fortunate  to 
have  the  skilled  leadership  ability  of  Doctor 
Perry  T.  Williams  of  Omaha  as  the  incoming 
President  for  1991-1992.  Doctor  Williams 
brings  with  him  the  maturity,  the  insight  and 
persistence  that  is  required  in  order  to  accom- 
plish this  task. 

Much  of  the  effort  that  I have  expended  this 
year  has  been  primarily  dealing  with  federal 
issues  as  they  affect  the  medical  profession  in 
Nebraska.  I have  spent  most  of  my  ramblings 
on  this  President's  Page  to  that  end.  I have 
tried  to  keep  the  membership  informed  as  to 
national  issues  that  are  affecting  Nebraska 
practitioners  of  medicine  and  I have  tried  to 
increase  the  lines  of  communication  between 
the  Nebraska  Medical  Association  and  our 
congressional  delegation.  To  that  end  we  did 
accomplish  a physician  payment  reform  un- 
der Medicare  for  the  State  of  Nebraska  as  well 
delaying  the  implementation  of  the  CLIA  regu- 
lations. Unfortunately,  the  Medicare  physi- 
cian payment  reform  is  being  questioned  by 
one  branch  of  our  federal  government.  How- 
ever, we  have  been  able  to  express,  in  a public 
forum,  (the  passage  of  the  Senate  Finance 
Committee  Report  in  OBRA  1990)  the  intent 
of  the  physicians  of  the  State  of  Nebraska. 
HCFA  is  fully  alert  to  the  declaration  of  this 
intent  as  never  before.  It  is  our  understanding 
that  some  compromise  may  well  be  worked 
out  with  administrative  rules  at  the  time  that 
the  1992  Physician  Payment  Reform  schedule 
is  put  into  place.  At  the  time  of  this  writing, 
however,  no  definite  or  positive  statement  has 
been  publicly  made. 

A considerable  amount  of  time  and  effort 
has  been  expended  in  the  development  of  a 
Health  Policy  Agenda  for  the  State  of  Ne- 


Paul  E.  Collicott,  M.D. 


braska  through  the  Health  Planning  Commit- 
tee. This  work  will,  out  of  necessity,  have  to 
continue  for  a significant  period  of  time  in 
order  to  position  the  Nebraska  Medical  Asso- 
ciation as  a leader  in  the  State  of  Nebraska  to 
protect  our  patients  from  hastily-imposed 
federal  regulations  and  to  help  our  patients 
decide  what  they  feel  are  basic  health  care 
needs.  As  you  are  aware.  Governor  Ben  Nel- 
son is  calling  for  the  development  of  a "Task 
Force  for  Quality  Health  Care"  in  Nebraska. 
The  Nebraska  Medical  Association  will  pro- 
vide a strong  leadership  role  in  this  task  force 
along  with  members  of  the  insurance  industry, 
business,  education,  consumers  and  small 
businesses  in  this  important  effort.  It  is  my 
belief  that  this  task  force  will  essentially  be  the 
"coalition"  that  was  perceived  by  the  House  of 
Delegates  when  they  voted  to  initiate  the  de- 
velopment of  such  a coalition.  The  futuristic 
thinking  of  the  House  of  Delegates  in  realizing 
the  problems  that  are  facing  Nebraskans, 
should  be  appropriately  recognized.  In  discus- 
sions with  the  leadership  of  organizations 
involved  in  the  delivery  of  health  care  for  the 
State  of  Nebraska,  it  is  my  belief  that  we  can 
adequately  and  appropriately  become  the 
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catalyst  to  develop  a definitive  health  care 
policy  for  the  citizens  of  Nebraska. 

We  have  been  able,  for  the  first  time,  to 
have  the  Nebraska  Medical  Association  repre- 
sented on  the  Search  Committee  for  the  new 
Chancellor  of  the  University  of  Nebraska 
Medical  Center  Campus.  This  recognition  of 
the  Medical  Association  as  a unified  voice  for 
medicine  in  Nebraska  is,  in  my  opinion,  signifi- 
cant. We  will,  for  the  first  time,  to  my  knowl- 
edge, be  able  to  influence  the  selection  of  the 
person  who  occupies  this  important  position 
in  our  state. 

We  have  continued  to  increase  the  mem- 
bership of  the  Nebraska  Medical  Association 
to  a record  level.  Additionally,  we  have  en- 
hanced the  variety  and  availability  of  Associa- 
tion endorsed  member  benefits  in  an  effort  to 
control  dues  escalations. 

The  Nebraska  Medical  Association  contin- 
ues to  improve  not  only  its  image  but  its  day- 
to-day  relationships  with  our  state  elected 
officials  and  agencies.  It  is  my  opinion  that 
communications  with  these  offices  and  agen- 
cies is  at  an  all-time  high.  The  importance  of 
communication  between  these  agencies  and 
your  association  cannot  be  over  emphasized. 

Significant  issues  have  faced  the  medical 
profession  of  Nebraska  in  the  most  I'ecent 


Unicameral  legislative  session.  Again  through 
countless  efforts  of  your  Association  and  the 
volunteer  efforts  of  its  members,  we  have 
maintained  the  integrity  of  the  profession  as 
well  as  enhancing  our  patients'  welfare. 

I would  be  remiss  if  I did  not  reiterate  to  our 
membership  what  a fine  support  group  exists 
in  your  Association  office.  Without  the  dedi- 
cation and  professionalism  of  your  NMA  staff, 
this  job  and  the  efforts  of  your  commissions 
would  be  impossible.  Therefore,  I wish  to 
personally  thank  Bill,  Jim,  Kelly,  Bobbie,  Kris 
and  Janet  for  all  of  their  efforts  over  the  past 
year  and  the  continued  high  quality  of  their 
work. 

I also  wish  to  thank  the  tireless  efforts  of  the 
Board  of  Directors  and  elected  officers  of  the 
Association  whose  cooperation  and  sharing 
of  ideas  has  made  this  job  much  easier. 

Finally,  I wish  to  thank  the  members  of  my 
family,  my  professional  practice  partners  and 
office  staff  for  their  willingness  to  work  a little 
harder  and  suffer  a little  more  in  order  for  me 
to  give  the  time  required  to  do  this  job.  This 
year's  experience  has  been  not  only  pleasant 
but  extremely  educational  and  I wish  to  thank 
you,  the  membership,  for  allowing  me  the 
opportunity  to  serve  as  your  President  during 
1990-1991. 
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THE  AUXILIARY 


"Presidents  Message" 


JEANETTE  SCHLICHTEMEIEK 
NMAA  President 


LEGISLATIVE  DAY  was  a success!  A special 
thanks  to  Janet  Bausch,  NMAA  Legislative 
Chairman,  for  her  work  in  organizing  this 
event.  A Health  Check  for  the  senators  and 
their  spouses  took  place  in  the  Capitol  Ro- 
tunda on  the  morning  of  January  28th.  Partici- 
pants included  Lincoln  and  Omaha  hospitals. 
A special  lunch  hosted  by  the  Nebraska  Medi- 
cal Association  and  Auxiliary  took  place  at 
noon  at  the  Nebraska  Club.  Seventy-three 
people  attended,  including  many  senators  and 
their  spouses.  The  new  Speaker  of  the  Legisla- 
ture, Dennis  Baack,  addressed  the  group.  Af- 
ter lunch,  Dave  Buntain,  the  NMA  lobbyist, 
gave  Auxilians  an  update  on  specific  bills  of 
interest  to  medicine. 

A highlight  of  the  February  13th  MID- 
WINTER BOARD  MEETING  was  Carmen 
Kleager's  address,  "Who  cares  . . . about 
healthcare?"  Her  knowledge  and  expertise  on 
the  subject  stimulated  many  questions  and 
lively  discussions.  County  reports  included 
work  in  the  areas  on  health  projects,  legisla- 
tion, AMA-ERF  fund  raising  and  membership. 
Officers  and  committee  chairmen  brought  us 
up  to  date  on  their  activities.  Copies  of  the 
AMA  Auxiliary's  Restructuring  Proposal  were 
distributed  and  explained. 

DOCTOR'S  DAY  was  March  30th.  Presi- 
dent Bush  signed  a "National  Doctor's  Day 
Proclamation"  culminating  efforts  by  auxilians 
across  the  nation.  It  officially  establishes  a day 
to  recognize  the  many  contributions  physi- 
cians have  made  to  our  society.  We're  proud 
of  our  physicians!  The  NMAA  Board  has  spon- 
sored a Doctor's  Day  Sharing  Card  Announce- 
ment appearing  in  this  issue  as  well  as  the 


Jeanette  Schlichtmeier 


NMAA  Newsletter  to  honor  Nebraska  physi- 
cians. A conribution  to  the  AMA  Education 
and  Research  Foundation  has  been  made  in 
their  honor. 

The  66th  ANNUAL  MEETING  of  the  Ne- 
braska Medical  Association  Auxiliary  will  be 
held  APRIL  26-28  in  Lincoln.  Plan  now  to 
attend!  Friday,  April  26th,  the  Board  Meeting 
will  begin  at  9:00  a.m.  at  the  Cornhusker 
Hotel.  A seminar  at  1:15  p.m.  will  feature 
Judge  Samuel  VanPelt  discussing  Medical 
Ethics.  The  Awards  Brunch  will  be  held  Satur- 
day at  10:00  a.m.  at  the  University  Club,  13th 
and  P Streets.  Cathie  Martin,  AMAA  North- 
Central  Region  Director,  will  install  new  offi- 
cers and  be  our  guest  speaker.  Entertainment, 
led  by  Jan  Eakins,  will  be  the  Lincoln  Suzuki 
Violin  Croup.  The  Spring  NMAA  Newsletter 
has  further  details  and  registration  informa- 
tion. I'll  see  you  in  Lincoln  on  the  26th! 
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WELCOME  NEW  MEMBERS 


Brian  J.  Bossard,  M.D. 

Robert  J.  Anderson,  M.D. 

1701  S.  17th  St. 

601  N.  30th  St.,  #6715 

Lincoln,  NE  68502 

Omaha,  NE  68131 

Robin  R.  Clemmer,  M.D. 

Dorothy  A.  Zink,  M.D. 

4239  Farnam  St.,  #734 

202  High  St. 

Omaha,  NE  68131 

Tecumseh,  NE  68450 

Suzanne  H.  Granger,  M.D. 

Gretchen  M.  McCoy,  M.D. 

601  N.  30th  St. 

120  Wedgewood  Dr. 

Dept,  of  Radiology 
Omaha,  NE  68131 

Lincoln,  NE  68510 

Ziad  L.  Zawaideh,  M.D. 

Kathryn  E.  Hodges,  M.D. 

4951  Center  St. 

8111  Dodge  St. 

Omaha,  NE  68106 

Omaha,  NE  68114 

Lynnette  A.  Moseman,  M.D. 

41 8 N.  Spruce 
Ogallala,  NE  69153 

SALUTE  TO 

MEDICAL  DOCTORS'  DAY 

These  members  of  the  state  board  of  the 

Nebraska  Medical  Association  Auxiliary 

have  contributed  to  the 

American  Medical  Association 

Education  and 

Research  Foundation 

in 

honor  of 

MEDICAL  DOCTORS'  DAY 

Colleen  Adam 

Kay  Reed 

Diane  Bailey 

Peggy  Fletcher 

Sheri  Hulbut  Carol  Rogers 

Rogene  Bainbridge 

Harriette  Francis 

Shirley  Johnson  Jeanette  Schlichtemeier 

Roxanne  Bascom 

Cynthia  Frank 

Carmen  Kleager  Rita  Seiler 

Sally  Becker 

Barb  Gammel 

Helen  Krause  Virginia  Skoch 

AUeen  Bosley 

Ardis  Grace 

Ben  Kruger  Donna  Stone 

Linda  Brown 

Janis  Haggstrom 

Elba  Lau  Jane  Tonniges 

Joan  Cahoy 

Maryarme  Harry 

Pat  Lundak  Arladeane  Urbauer 

Susan  Carraher 

Cyndi  Hartman 

Dorothy  Matson  Kaiym  Vrbicky 

Mona  Damico 

Carol  Ann  Hehner  Joan  O'Brien  Jean  Waldman 

Debbie  Elson 

Pam  Hoesing 

Maria  O'Donohue  Diane  Weldon 
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COMING  MEETINGS 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 12-14,  1991,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 
Omaha. 

ANNUAL  SESSION  — House  of  Delegates, 
April  27-30,  1995,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 21-23,  1995,  Cornhusker  Hotel, 
Lincoln. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
FOR  CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 


PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conven- 
ience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicians 
how  to  access  information  from  their  own 
PCs  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information  contact:  Center  for 
Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MED 
CONSULT  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
FOR  CONTINUING  EDUCATION 

EMERGENCY  MEDICAL  SERVICES 
COURSE  SCHEDULE 

ADVANCED  TRAUMA  LIFE  SUPPORT  (ATLS) 
-April  4-5,  1991,  May  16-1  7,  1991. 

ADVANCED  CARDIAC  LIFE  SUPPORT  (ACLS) 
April  22,  1991,  (Recertification).  April  23, 
1991,  (Instructor).  May  7-8, 1991,  (Provider). 
June  3,  1991  (Recertification).  June  4,  1991, 
(Instructor). 
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MAYO  FOUNDATION 

MAY  10-11,  1991  — Ophthalmic  Reviews, 
Rochester,  Minnesota,  Contact:  Postgradu- 
ate Courses,  Section  of  Continuing  Educa- 
tion, Mayo  Foundation,  Rochester,  MN 
55905.  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 

MAYO  SYMPOSIUM  ON  SPORTS  MEDI- 
CINE — November  8-9,  1991,  Rochester, 
Minnesota,  Contact:  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo 
Foundation,  Rochester,  MN  55905,  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 

CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE 

JUNE  15-22,  1991  — The  Tenth  Annual 
Conference  will  be  held  at  Wolverine 
Lodge,  Lynn  Lake,  Manitoba,  Canada.  Fee, 
150.00. 

For  more  information,  contact:  Sharlene  Knippel- 
meyer,  RN,  BS,  Education  & Staff  Development,  Lincoln 
General  hlospital,  2300  South  16th  Street,  Lincoln,  NE 
68502,  (402)  473-5638. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 
COURSE  SCHEDULE 

APRIL  8-19,  1991  — Family  Practice  Review, 
University  of  Nebraska  Medical  Center  Cam- 
pus. 

APRIL  20,  1991  — Nebraska  Association  of 
Pathologists  Spring  Meeting,  University  of 
Nebraska  Medical  Center  Campus. 

MAY  1 8, 1 991  — Hands-on  Workshop  on  Stero- 
taxis.  University  of  Nebraska  Medical  Center 
Campus. 

JUNE  6-7,  1991  — 40th  Annual  Program  on 
Obstetrics  and  Gynecology,  Red  Lion  Inn, 
Omaha,  Nebraska 

JUNE  21-23,  1 991  — Treatment  of  the  Allergic 
Patient,  Madden's  Resort,  Brainard,  Minne- 
sota 

JUNE  22-23,  1991  — Lipids/CV  Disease  Pro- 
gram, Mahoney  State  Park 

OCTOBER  24-27, 1 991  — Nebraska-Dartmouth 
Ethics  Conference,  Red  Lion  Inn,  Omaha,  Ne- 
braska. 


CREIGHTON  UNIVERSITY 
CME  PROGRAMS 

MAY  6,  1991  — Distinguished  Guest  Lecture 
Series,  Boys  Town  National  Research  Hospi- 
tal Auditorium,  Omaha,  Nebraska/1  credit 
hour  Category  1 AMA. 

MAY  25-26,  1991  — Family  Medicine  Update, 
Okoboji,  Iowa.  CME  Application  to  be  pro- 
cessed 

JUNE  7-8,  1991  - (June  6,  1991  "Optional" 
Surgical  Observation)  — Therapeutic  Lapa- 
roscopy for  General  Surgeons,  Creighton 
University,  Omaha,  Nebraska 

JULY  9-13,  1991  — Present  and  Future  Clinical 
Applications  of  Tumor  Markers,  Ritz  Carlton 
Hotel,  Kona,  Hawaii/Category  1 AMA  credit 
will  be  available. 

SEPTEMBER  6,  1991  — Advances  in  Surgical 
Cancer,  Marriott  Hotel,  Omaha,  Nebraska. 

SEPTEMBER  27-28,  1991  - Foot  and  Ankle 
Care  for  the  Primary  Physician,  Marriott  Ho- 
tel, Omaha,  Nebraska.  CME  Application  to 
be  processed. 

OCTOBER  10,  1991  — Thomas  Timothy  Smith 
Lecture,  Omaha,  Nebraska.  CME  Applica- 
tion to  be  processed. 

OCTOBER  25-26,  1991  - Sixth  Annual  A Day 
With  the  Perinatologists,  Holiday  Inn  Cen- 
tral, Omaha,  Nebraska.  CME  Application  to 
be  processed. 

NOVEMBER  9-10,  1991  — Second  Annual 
Acute  Management  of  the  Trauma  Patient, 
Marriott  Hotel,  Omaha,  Nebraska 

DECEMBER  7,  1991  — Urology  Conference, 
tentative. 

MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships  on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 
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SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha;  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROEESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical 
Education  Division,  Omaha,  Nebraska  68178-0072, 

1 -800-5 48-CM ED  or  1-402-280-1830. 


14TH  ANNUAL  BLACK  HILLS  SEMINAR 

JUNE  19-21,  1991  — Eourteenth  Annual  Black 
Hills  Seminar-Advances  in  Clinical  Pediat- 
rics, Golden  Hills  Resort,  Lead,  South  Da- 
kota, sponsored  by  University  of  South  Da- 
kota School  of  Medicine  and  the  A.A.P. 
South  Dakota  Chapter.  Topic  areas  include 
Infectious  Disease,  Gastroentherology,  Car- 
diology, Ambulatory  and  General  Pediatrics. 
Contact:  Debbie  Meyer,  USD  School  of 
Medicine,  1100  S.  Euclid,  P.O.  Box  5039, 
Sioux  Falls,  SD  571  1 7-5039,  (605)  333-71  78. 
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PURPOSE: 

The  Scientific  Sessions  Committee  of  the  Nebraska  Medical  Association,  as 
its  continuing  medical  education  mission,  seeks  to  satisfy  the  educational  needs 
and  interests  of  participants  in  the  Nebraska  Medical  Association  with 
scientifically-sponsored  programs.  Needs  and  interests  are  adjusted  according  to 
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Daniel  Lydiatt,  D.D.8.,  M.D.,  Houston,  Texas 

The  objective  of  this  course  is  to  acquaint  practicing  physicians  with  the  newly- 
identified  biologic  markers  for  head  and  neck  cancer  and  optimal  surgical 
therapy  for  early  glossal  cancer. 
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NEBRASKA 
MEDICAL 
ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING  • LINCOLN,  NEBRASKA  68508 


PHONE:  (402)  474-4472 
• FAX:  (402)  474-2198 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Out 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 

The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining  dues  at  the  lowest  level  possible. 

We  hope  that  you  will  take  advantage  of  this  offer  that  provides  extended  benefits 
you.  Simply  complete  the  brief  application  on  the  reverse  side  of  this  letter 
and  return  to  FirsTier  Bank,  National  Association, 

Nebraska. 

Sincerely, 

PcUfJ  <T.  ^ 

Paul  E.  Collicott,  M.D.,  President 
Nebraska  Medical  Association 


Please  mail  to:  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101 


BOARD  OF  DIRECTORS 

PAUL  E.  COLLICOTT,  M.D.,  President  / PERRY  T.  WILLIAMS,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
RICHARD  A RAYMOND,  M.D.  / DONALD  J.  PAVELKA  M.D. 

HERBERT  A HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D. 

Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  / JAMES  K RUIGH,  Assistant  Executive  Director 


/ fj/>ecia/  I ait  a tloy I to 

^ \e/»Yis/ia  ^ ffedica/  ^ issouatto^i 


fIe/)iAe/n 


The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  added 
benefits  package  designed  specifically  to  meet  our  members’  needs. 


Our  benefits  package  includes: 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

• 18%  A.P.R. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  VISA  or 
Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit  line 

• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/stole 

PLUS,  a special  credit  card  protection  package. 


I I Complete  this  form  and  return.  EH  INDIVIDUAL  EH  JOINT 


THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 


Last  Name  iPkasc  Print) 

First  Name 

Initial 

Social  Security  No 

Date  of  Birth 

Telephone  No 
( ) 

err 

Cil> 

State 

Zip 

Present  Emplover 

Yrs 

•Mo  Salarv 

IrKome  from  alimonv.  child  support,  or  separate  maintenance  pasmenis  need  not  be  revealed  if 

Source  of  Other  Income 

Amount 

you  do  not  choose  to  have  ii  considered  by  us  as  a basis  for  repay  ment 

Bank  uiih  Checking  Cii>  Account  No.  Bank  uiih  Savings  City  Account  No 


Annual  Percentage  Rate  For  Purchases:  18%  A PR 

Grace  f^riod  For  Repayment  of  the  Balance  For  Purchases:  You  have  25  days  from  (he  billing  cycle 
closing  date  (o  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases 

Method  of  Computing  the  Balance  For  Purchases:  Average  Daily  Balance  (including  new  purchases) 
Annual  Fees:  S20  per  year 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec.  1989. 
when  It  was  printed  This  information  may  change  after  the  printing  date 

To  find  out  what  may  have  changed,  call  us  at  1-800-432-3209.  Or.  write  to  us  at  FirsTier  Bank  Credit 
Card  Center.  PO  Box  7.  Omaha.  NE  68101-9972. 


Imagine  A AAedkal  Center 
M Ybur  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 

Let  us  show  you  how  Synapse  can 
provide  valuable  j 
support  for  your  I4-*  Enter 
patient  practice.  || 

Inter  into  a partnership  - a partnership 
in  patient  management. 


A service  of  your  University  of  Nebraska  Medical  Center 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Paul  E.  CoUicoU,  M.D.,  Lincoln President 

Perry  T.  Williams,  M.D.,  Omaha  President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln  Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln  Executive  Director 

James  K.  Uuigh,  Lincoln  Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney:  — 
John  D.  Coe,  M.D.,  Omaha:  — Louis  J.  Gogela,  M.D. 
Lincoln:  — Blaine  Y.  Roffman,  M.D.,  Omaha 
BOARD  OF  DIRECTORS 

Paul  E.  Collicott,  M.D.,  Chairman  Lincoln 

Perr>’  T.  Williams,  M.D.,  Vice-Chairman Omaha 

Chris  C.  Caudill,  M.D.,  Secretary-Treasurer  Lincoln 

Richard  A.  Raymond,  M.D.,  Past  President  Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

David  R.  Little,  M.D Hastings 

Stanley  F.  Nabity,  M.D.,  Grand  Island 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Chairman  Lincoln 

David  L.  Bacon,  M.D Kearney 

Lawrence  C.  Bausch,  M.D Lincoln 

Douglass  A.  Decker,  Jr.,  M.D Lincoln 

Robert  J.  Fitzgibbons,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Charles  D.  Gregorius,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  OF  ASSOCIATION  AFFAIRS 

Joseph  E.  Stitcher,  M.D.,  Chairman Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

James  M.  Carraher,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Joel  T.  Johnson,  M.D Kearney 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O’Donohue,  M.D Omaha 

John  C.  Wilcox,  M.D Aurora 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice  Chairman  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Thomas  F.  Eastman,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  AuchMoedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Scott  G.  Rose,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  LOW  LEVEL 
RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman  Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Dennis  D.  Hatch,  M.D Superior 

David  J.  Hoelting,  M.D Pender 

Ernest  O.  Jones,  Ph.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

W’illiam  H.  Northwall,  M.D Kearney 

AD-HOC  COMMITFEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman  Lincoln 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Stacey  D.  Goodrich,  M.D Tecumseh 

Roger  A.  Jacobs,  M.D Seward 

Kenneth  M.  Johnson,  M.D McCook 

Ronald  W.  Klutman,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Michael  R Nabity,  M.D Omaha 

Heirold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  ll,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 
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NMA  PRO  OVERVIEW  COMMITTEE 


Gordon  J.  Hmicek,  M.D.,  Chairman  Grand  Island 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Richard  E.  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

John  T.  McGreer,  III,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMHTEE 

M.  Jack  Mathews,  M.D.,  Chairman  Lincoln 

Timothy  J.  Biga,  M.D Norfolk 

C.  T.  Frerichs,  M.D Beatrice 

John  C.  Sage,  M.D Omaha 


COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 


Ronald  W.  Klutman,  M.D.,  Chairman  Columbus 

Charles  D.  Gregorius,  M.D.,  Vice-Chairman Lincoln 

Dennis  D.  Beavers,  M.D Omaha 

Judith  A.  Butler,  M.D Superior 

Melvin  A.  Churchill,  M.D Lincoln 

Donald  A.  D>mek,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R Gelber,  M.D Lincoln 

Michael  J.  Germer,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

Tamara  R Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

D.  G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

James  N.  Shreck,  M.D North  Platte 

John  W.  Smith,  M.D Omaha 

Steven  R Thomas,  M.D York 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman  Omaha 

Joel  T.  Johnson,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  R Palmer,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

Willis  L.  Wiseman,  M.D Wayne 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap,  M.D.,  Chairman  Norfolk 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman  Omaha 

Ronald  L.  Asher,  M.D Nortli  Platte 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

Steffan  R Lacey,  M.D Norfolk 

Richard  L.  O'Brien,  M.D Omaha 

William  R Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 


AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 


Patrick  E.  Clare.  M.D.,  Chairman  Lincoln 

Ix)iinie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R Jones,  M.D Lexington 

George  Sullivan,  RP.T Lincoln 


AI>^IOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chairman  Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Stephen  J.  Lanspa,  M.D Omaha 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 


COMMISSION  ON  PUBLIC  AFFAIRS 


Rodney  S.W.  Easier,  M.D.,  Chairman  Lincoln 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Jon  J.  Hinrichs,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Joseph  M.  Stavas,  M.D Lincoln 


AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 


Kirk  B.  Muffly,  M.D.,  Chairman 

Jeffrey  D.  Akerson,  M.D 

Krynn  K.  Buckley,  M.D 

Susanne  E.  Eilts,  M.D 

James  A.  Fosnaugh,  M.D 

Lawrence  D.  Helmick,  M.D 

Jeffrey  B.  Itkin,  M.D 

Verlin  K.  Janzen,  M.D 

Tamara  R.  Johnson,  M.D 

Robert  M.  Langdon,  Jr.,  M.D 

Michael  J.  McGahan,  M.D 

Marjorie  Mellor,  M.D 

Kevin  D.  Nohner,  M.D 

Timothy  P.  O'Holleran,  M.D 

Roselyn  M.  Remington,  M.D 

Glenn  A.  Ridder,  M.D 

Jerry  K.  Seiler,  M.D 

Kay  M.  Shilling,  M.D 

Michael  J.  Sullivan,  M.D 

Jeffrey  L.  Susman,  M.D 

Keith  W.  Vrbicky 

Mohammed  K.  Zahra,  M.D 


Omaha 

Sidney 

Lincoln 

Omaha 

Lincoln 

Kearney 

Omaha 

Nebraska  City 

Cambridge 

Omaha 

....  West  Point 
..  Central  City 

Omaha 

..  North  Platte 

Schuyler 

Randolph 

Hastings 

Omaha 

Aurora 

Omaha 

Norfolk 

Norfolk 


COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 


Hiram  R.  Walker,  M.D.,  Chairman Kearney 

John  B.  Bryd,  M.D Neligh 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

William  A.  Schiffermiller,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Stephen  D.  Torpy,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 


Russell  L.  Gorthey,  M.D.,  Chairman  Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 


AEKHOC  COMMITTEE  RE:  MEDICARE 


Robert  F.  Shapiro,  M.D.,  Chairman  Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Robert  D.  Harry,  M.D Lexington 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  O.  Martin,  M.D Ord 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Richard  B.  Svehia,  M.D Omaha 

Hiram  R Walker,  M.D Kearney 

Milton  C.  Zadina,  M.D Columbus 


NMA  TASK  FORCE  ON  AIDS 


Scot  C.  Sorensen,  M.D.,  Chairman  Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Jane  S.  Roccaforte,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Philip  W.  Smith,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMIITEE 
(NMA)  Represenlallves) 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  W.  Klutman,  M.D Columbus 

David  R Little,  M.D Hastings 

Linda  S.  Mazour,  M.D I^ed  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairman Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer  Lincoln 

John  I.  Cherry,  M.D Lincoln 

Mrs.  Larry  L.  Fletcher  Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bemeird  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  Robert  G.  Osborne  Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Mrs.  William  R.  Schlichtemeier  Omaha 

ftobert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone Lincoln 

Peter  J.  Wliitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Anthony  P.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R Schenken,  M.D Omaha 

AD-HOC  COMMITI'EE  ON  MATERNAL  & CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairman Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairman  Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Craig  A.  Bassett,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

James  H.  Elston,  M.D., Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

G.  William  Orr,  M.D Omaha 

Richard  P.  Perkins,  M.D Omaha 

Carl  V.  Smith,  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

Clarence  Davis,  Jr.,  M.D Osceola 

Jaime  L.  Frias,  M.D Omaha 

Kenneth  M.  Johnson,  M.D McCook 

Robert  M.  Nelson,  M.D Omaha 

James  M.  Plate,  M.D Kimball 

Gregg  F.  Wright,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


OBSTETRICS  - GYNECOLOGY 
William  Gomes,  M.D. 

John  P.  Reilly,  M.D. 


PEDIATRICS 
Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-90 


LINCOLN 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
SURGERY  OF  TRAUMA 
• GENERAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 

PAUL  E.  COLLICOTT,  M.D.,  FACS  JOHN  I.  CHERRY,  M.D.,  FACS 

CHESTER  N.  PAUL,  M.D,,  FACS  RICHARD  M.  PITSCH,  JR„  M.D.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  6851 0 

Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462 

11-90 


LINCOLN,  cont.^^ 

NEBRASKA  HEART  INSTITUTE 

Supports  The 

Nebraska  Medical  Association 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  George  Papanicolaou,  M.D. 

R.  Kent  Jex,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-90 


i OMAHA*- 

□■■■■■  CONSULTATIVE 

□"■■■S  nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Meml-)ers  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1 -800-633-5462 


NEBRASKA  HEART  INSTITUTE 

Supports  the 

Nebraska  Medical  Association 


Cardiology  Consultants,  P.C. 


Walt  F.  Weaver 
Dale  A.  Hansen  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 


(402)489-6554  or  1-800-MED-LINC 

11-90 


Filkins  Eye  Consultants 


434  The  Doctors  Building 
4239  Farnam  Street 
Omaha,  NE  68131 
402/5.39-2020 

237  Eighty-One  Eleven 
Medical  Center 
8111  Dodge  Street 
Omaha,  NE  681 14 
402/390-8100 


Diseases  And 
Surgeiy  of  the  Eye 


John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottnian,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D.  n.90 
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Omaha,  cont. 


ONCOLOGY  ASSOCIATES,  P.C. 

DODGE  PROFESSIONAL  CENTER 
8601  West  Dodge  Road  — Suite  18 
Omaha,  Nebraska  681 1 4 

HERBERT  A.  HARTMAN,  JR.,  M.D.,  FACP 

Medical  Oncology  & Hematology 

Office  Phone:  Home  Phone:  Dial  M.D. 

(402)  391  -1 922  (402)  551  -7364  (402)  390-6786 

11-90 


W& 

PHYSICIANS 
LABORATORY 
SERVICES.  INC. 

4840 ’F- STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 
PHONE:  402-731-4145 
WATS:  800  642-1117 


NEBRASKA  MEDICAL  ASSOCIATION 

Fall  Session 


September  12-14,  1991 


CORNHUSKER  HOTEL 
Lincoln,  Nebraska 


c.A.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.O. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


7441  -0‘  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  6851 0 
1 -91  PHONE:  402-488-7710 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  othenvise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln.  NE  68508. 

PRACTICE  WHERE  OTHERS  WANT  TO  VACA- 
TION! — E.P.  to  join  active  full  range  3-man  family 
practice  in  Salida,  CO  near  skiing,  golfing,  fishing, 
hunting.  Write  T.  Sandell,  M.D.,  1 1 1 Shavano,  Sal- 
ida,  CO  81201. 

OSCEOLA,  IOWA  — Weekend  coverage  avail- 
able in  emergency  department  of  48-bed  hospital. 
Competitive  hourly  rate  and  malpractice  insur- 
ance provided.  Contact  Emergency  Consultants, 
Inc.,  2240  South  Airport  Road,  Room  62,  Traverse 
City,  Ml  49684;  1-800-253-1795  or  in  Michigan 
1-800-632-3496. 

ESTHERVILLE,  IOWA  — Seeking  physicians  in 
primary  care  speciaties  to  provide  weekend  cover- 
age at  low  volume  emergency  department  in 
northwestern  Iowa.  Excellent  compensation  and 
paid  malpractice  insurance.  Contact  Emergency 
Consultants,  Inc.,  2240  South  Airport  Road,  Room 
62,  Traverse  City,  Ml  49684;  1-800-253-1  795  or  in 
Michigan  1-800-632-3496. 

CENTERVILLE,  IOWA  — Weekend  coverage 
available  in  emergency  department  at  this  33-bed 
facility.  Competitive  hourly  rate  and  malpractice 
insurance  provided.  Contact  Emergency  Consult- 
ants, Inc.,  2240  South  Airport  Road,  Room  62, 
Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

EAMILY  PRACTICE  OPPORTUNITY  - South- 
east Nebraska  community  of  1,600  seeking  two 
family  practitioners.  Practice  would  cover  a large 
rural  area.  If  interested  in  discussing  an  excellent 
practice  location,  please  contact  Daryl  D.  Wusk, 
Chairman  of  Doctor  Search  Committee,  P.O.  Box 
225,  Wilber,  Nebraska  68465.  Phone  402-821- 
2240  after  6:00  p.m.  or  402-471-5390. 


KANSAS/MISSOURI  - Excellent  full-time  and 
part-time  opportunities  in  Emergency  Medicine 
for  primary  care  and  ABEM  Certified  and  pre- 
pared physicians.  Facilities  range  from  3,000- 
20,000  patient  visits  per  year.  Big  city  amenities 
with  good  quality  of  life.  Contact  Emergency 
Medical  Services,  3101  Broadway,  Suite  1000, 
Kansas  City,  Missouri  64111,  (800)  821-5147. 


FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 


FAMILY  PRACTICE-HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY  — Dynamic  growth-ori- 
ented hospital  in  beautiful  North  Central  Wis- 
consin is  seeking  Family  Physicians  to  join  a 
growing  practice  in  a new  facility.  The  adminis- 
trative burdens  of  medical  practice  will  be  mini- 
mized in  this  hospital-managed  clinic.  The  hospi- 
tal has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than  similar 
opportunities.  Package  includes  base  income, 
incentive  bonus,  malpractice,  disability,  signing 
bonus  and  student  loan  reduction/forgiveness 
program.  All  relocation  costs  will  be  borne  by 
the  hospital.  Please  contact  Kari  Wangsness, 
Associate,  The  Chancellor  Croup,  Inc.,  France 
Place,  Suite  920,  3601  Minnesota  Drive,  Bloom- 
ington, Minnesota,  55435.  (612)  835-5123. 


FAMILY  PRACTICE  PHYSICIAN  - To  join  staff 
of  well-equipped  hospital  based  clinic.  Salary  of 
$100,000  to  $120,000,  malpractice  and  health 
paid,  35  days  paid  personal  leave,  $1,500  CME 
allowance,  relocation  allowance.  Contact  Shirley 
May,  Administrator,  Bennett  County  Hospital, 
Martin,  S.D.  57551,  605-695-6622. 
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0^ Check  Out  The  Services 
Your  NMA  Membership  Offers 

Special  services  are  available  to  you  through  your  membership  in 
Nebraska  Medical  Association.  Check  them  out  to  make  sure  you  are  not 
passing  up  the  real  benefits  offered. 


NMA  Blue  Cross-Blue  Shield  health  care  coverage. 

Your  family  and  staff  can  be  covered. 

ffl^NMA  Group  Term  Life  Insurance.  — Excellent  plans  available. 

H^NMA  VISA  Card  Program.  — Review  the  benefits. 

Accounts  Collection  Service  offered  by  Bantling  and  Hinkle,  P.C., 
attorneys-at-law.  They  are  endorsed  by  NMA. 

ffl^nquire  to  the  Nebraska  Medical  Association  for  full  details  on  these  and 
other  special  services  available  exclusively  to  NMA  members. 


ADVERTISER’S  INDEX 


Clarkson  Hospital 
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D 

Donley  Medical  Supply 
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Eli  Lilly  & Company 

M 

Merck  Sharp  & Dohme  (Vasotec) 
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The 

most  important  thing 

we  can  tell  you  about  our 

Rehab  Center, 
you  probably  already 

know. 


You  know  that  when  you  refer  patients  to 
the  Immanuel  Rehabilitation  Center,  they 
will  receive  the  quality  care  you  expect  — 
no  matter  what  their  injury  or  illness. 

That's  because  they  will  be  supported  by 
a unique  team  of  physiatrists  and 
other  rehab  professionals.  They  will  be 
treated  as  individuals.  And,  given  the 
comprehensive  care  they  need.  As  their 


primary  care  physician,  you  will  be 
updated  on  patient  progress.  And,  your 
patients  will  be  referred  back  to  you 
after  treatment. 

At  the  Immanuel  Rehabilitation  Center, 
you  know  your  patients  will  be  given  the 
best  chance  at  returning  to  a more 
meaningful  and  self-reliant  lifestyle.  There 
is  nothing  more  important. 


Immanuel 

REHABILTATION  CENTER 

69(J1  North  72nd  Street  • Omaha,  Nebraska  6S122 

1-402-572-2295 

Achieving  Independence  Through  Rehabilitation  Since  1968. 


JCAHO  and  CARF  Accredited 


AUDIO-DIGEST  INVITES  YOU  TO  . . . 

Try  One  On  Us! 

Discover  what  Audio-Digest  is  all  about.  Why’’  Because  we  want  you  as  a subscriber— 
and  what  better  way— than  for  you  to  experience  an  actual  Audio-Digest  postgraduate 
medical  program?  So  the  hrst  issue  is  on  us.  And  here's  what  you  get. 

Current  clinical  information  — recorded  live  from  major  medical  sessions— months 
ahead  of  printed  publication  • m.eticulous  electronic  fine  editing  • valuable  accompany- 
ing printed  reference  materials  • two  hours  Categorv’  1 credit  for  ever\-  one-hour  program 
toward  the  AMA’s  Physician’s  Recognition  Award  and  additional  credit  where  designated 
by  qualified  boaids  and  associations  • tax  deductible  eligibility. 

Check  the  FREE  issue  you'd  like— no  strings  attached 

□ Anesthesiology—  Topics  in  Pain  Management 

□ Emergency  Medicine— your  EMS  System:  Are  you  Prepared? 
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For  your  insulin-mixing 
or  NPH-using  patients 


Humulin 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


Specify 

HumuHri 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  Injection 
(recombinant  DNA  origin) 

Humulin  has 
just  the  right  mix 


Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage. 

Leadership  In  Diabetes  Care 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 
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Get 
all  the 
Facts. 


Sort  through  the  complexities 
of  upper-intestinal  diagnosis 
at  Saint  Joseph  Hospital's 
Esophageal  and  Gastric  Laboratory. 

Before  prescribing  long-term  medical  therapy 
or  surgery,  you'll  want  to  get  all  the  facts  you  can 
about  your  patient's  upper-intestinal  problems. 
Work  with  the  professionals  at  Omaha's  most 
comprehensive  esophageal  and  gastric  lab. 

At  Saint  Joseph  Hospital,  we  have  the  testing 
facilities  you  need  to  accurately  diagnose  your 
patients  with  advanced  upper-intestinal 
problems.  And  the  results  will  be  sent  quickly 
and  directly  to  you.  So  you'll  be  able  to  make 
the  best  diagnosis  possible  using  the  history'  of 
your  patient  and  the  results  of  our  tests. 

Our  lab  has  the  specialized  equipment  to 
perform  these  tests: 

* Esophageal  Manometry 

* 24-Hour  Ambulatory  Esophageal/Gastric 
pH  Monitoring 

* 24-hour  Ambulatory  Esophageal  Manometry 

* Upper  Intestinal  Endoscopy 

* Gastric  Acid  Secretion  Tests 

With  this  type  of  capability  and  commitment. 
Saint  Joseph  Hospital  continues  to  be  a pioneer 
in  esophageal  and  gastric  testing. 


Esophageal  and  Gastric  Laboratory 
601  North  30th  Street  • Omaha,  NE  68131 
(402)  449-4259 


Saint  Joseph  Hospital 


_ Crdgjiton  University  Medical  Center  _ 

Teaching,  healing,  leading. 

For  more  information  or  assistance  call: 
R.S.V.P.  Physician  Consultation  Service 
1-800-642-RSVP  in  Nebraska 
1-800-228-RSVP  Adjacent  States 


EDITORIAL 


Some  Inflammatory  Observations 

BENJAMIN  R.  CELBEK,  M.O. 


As  I write  this  I am  recovering  from  a small 
bowel  resection  for  the  treatment  of  inflamma- 
tory bowel  disease.  Having  undergone  an 
almost  identical  procedure  in  1973,  I have  a 
unique  opportunity  to  survey  the  progress  in 
this  area  of  small  bowel  surgery  over  the  18 
year  interval.  The  most  interesting  observation 
is  that  very  little  has  changed.  Of  course,  this 
perhaps  may  be  due  to  a high  level  of  develop- 
ment of  gastrointestinal  surgery  compared  to 
newer  surgical  disciplines.  It  is  possible  the 
revolutionary  progress  made  in  subspecialties 
such  as  neurosurgery  over  that  same  time 
interval  may  have  been  accomplished  by  the 
gastrointestinal  surgeons  at  an  earlier  date  so 
they  don't  have  as  far  to  go.  Modern  gastroi- 
ntestinal surgery  had  its  beginnings  toward  the 
end  of  the  19th  century  and  had  already 
reached  a fairly  high  level  of  development  in 
the  days  of  William  Halsted  at  Johns  Hopkins 
and  the  Mayo  Brothers  in  Rochester,  Minne- 
sota, and  all  this  in  the  early  part  of  this 
century.  However,  with  the  revolution  in  com- 
puterized diagnostic  imaging,  development  of 
new  drugs  and  new  surgical  techniques  in 
other  fields,  it's  interesting  how  little  change 
there's  been  in  small  bowel  surgery.  Some  new 
surgical  techniques,  such  as  continent 
ileostomy,  have  been  developed,  and  stapling 
devices  have  simplified  anastomotic  technique, 
but  progress  appears  pretty  slow,  and  the 
etiology  of  both  Crohn's  disease  and  ulcer- 
ative colitis  remains  a mystery. 

It  is  interesting  that  the  bowel  from  the 
duodenum  to  the  ileocecal  valve  remains  a 
diagnostic  no  man's  land.  Our  modern  compu- 
terized imaging  techniques  have  not  been 
successfully  applied  to  this  region  of  the  body, 
but  they  should  be.  Barium  sulfate  is  still  the 
contrast  agent  of  choice.  I noticed  that  the 
barium  of  1 991  is  not  as  gritty  as  that  of  1973, 
it  tastes  a little  better,  but  other  than  that, 
there's  not  much  to  be  said  for  it.  It's  almost  as 
if  we  neurosurgeons  continued  to  use  Panto- 


paque  for  our  myelography.  As  you  know, 
Pantopaque  was  used  for  nearly  40  years  for 
imaging  of  the  spinal  subarachnoid  space  but 
at  the  end  of  each  procedure,  it  had  to  be 
removed  and  may  have  contributed  to  the 
development  of  arachnoiditis.  Now  we  use 
water-soluble  contrast  agents  which  are  gen- 
erally well  tolerated  with  relatively  few  side 
effects  and  do  not  need  to  be  removed,  but 
rather  are  absorbed  into  the  circulation,  and 
are  excreted  in  the  urine.  Someone  needs  to 
develop  a water-soluble  Gl  contrast  material 
which  is  pleasant  to  drink,  easy  to  eliminate, 
provides  excellent  contrast  and  which  also 
might  be  useful  for  computerized  imaging 
techniques. 

The  most  unpleasant  part  of  the  experience 
was  the  nasogastic  tube.  It's  uncomfortable  to 
have  the  tube  put  in  and  after  a few  days  it 
produces  a terrible  sore  throat,  and  it  requires 
frequent  irrigation  to  keep  it  draining  properly. 
Yet  the  need  for  gastric  intubation  and  suction 
are  not  as  well  established  as  one  might  ex- 
pect. I did  not  have  a nasogastric  tube  after  my 
surgical  procedure  18  years  ago.  This  time  I 
had  one.  There  was  no  difference  in  the  amount 
of  nausea  or  distention,  so  it  makes  one  won- 
der when  such  gastric  intubation  is  necessary. 
Is  there  a subgroup  of  patients  who  require 
intubation,  and,  therefore,  a subgroup  that 
does  not?  If  no  one  were  intubated  until  spe- 
cific indications  appeared,  would  it  be  ad- 
equate to  perform  the  intubation  at  that  time, 
or  is  prophylactic  nasogastric  suction  supe- 
rior? Have  these  things  been  studied  by  the 
physicians  and  surgeons  who  treat  gastroin- 
testinal disease?  How  about  developing  a soft 
tube  which  is  non  irritating,  or  promoting 
alternate  techniques  for  gastrointestinal  suc- 
tion which  bypass  the  nasopharynx? 

One  area  where  there  has  been  excellent 
progress  is  in  pain  control.  The  traditional 
narcotic  analgesia  with  intramuscular  injec- 
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tions  every  three  to  four  hours  at  patient 
request  leads  to  wide  swings  in  drug  level  and 
produces  over-sedation  just  after  injection, 
but  then  leads  to  inadequate  analgesia  before 
the  next  dose  is  due.  The  understandable 
reluctance  of  both  physicians  and  nurses  to 
increase  dosages  at  patient  request  also  can 
lead  to  underuse  of  narcotic  analgesia.  Al- 
though we  all  know  that  patients  who  require 
narcotic  analgesics  as  a result  of  major  surgery 
do  not  become  addicted  or  drug  abusers,  the 
fear  of  contributing  to  that  or  being  fooled  by 
a patient  who  is  already  a substance  abuser 
leads  to  these  attitudes.  However,  it  can  also 
lead  to  unnecessary  suffering  on  the  part  of 
patients  who  are  having  genuine  post-surgical 
pain.  The  patient-controlled  analgesia  pump 
("PCA  pump")  solves  many  of  these  problems. 
The  overall  dosage  is  programmed  into  the 
machine  but  it  is  controlled  by  the  patient. 
Therefore,  the  hospital  personnel  do  not  need 
to  concern  themselves  with  potential  abuse  of 
the  drug  by  the  patient.  By  giving  himself  a 
frequent  regular  intravenous  narcotic  dose, 
the  patient  can  ensure  a smooth  blood  level  of 
the  drug  and  a smooth  level  of  analgesia 


without  the  peaks  and  valleys  which  occur 
using  more  traditional  methods.  However, 
tolerance  to  the  narcotic  develops  quickly  but 
by  the  time  this  happens,  surgical  patients  will 
be  over  the  acute  post-surgical  pain  and  can 
then  switch  to  milder  forms  of  analgesia  read- 
ily. In  addition  to  my  experience  as  a patient, 

I have  prescribed  the  PCA  pump  for  my  pa- 
tients undergoing  major  spinal  procedures 
and  have  been  quite  pleased  with  the  way 
they  tolerate  it,  and  patient  acceptance  has 
been  quite  good. 

Finally,  I must  note  that  I am  once  again 
impressed  by  the  hard  work  and  long  hours 
put  in  by  personnel  on  the  nursing  units.  They 
are  underpaid  and  overworked,  and  it's  no 
surprise  that  they  are  in  short  supply.  In  these 
days  of  exploding  medical  costs  and  draco- 
nian measures  of  cost  control,  the  men  and 
women  who  do  the  day-to-day  work  of  caring 
for  our  patients  should  not  be  forgotten.  The 
rapid  changes  in  public  policy  toward  medical 
costs  should  address  this  problem  so  that 
direct  patient  care  becomes  an  attractive 
profession  for  bright  young  people.  We  need 
them  more  than  they  need  us. 
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LETTER  TO  THE  EDITOR 


STEPHEN  B.  SMITH,  M.D.,  F.C.C.P. 
Director  of  the  Sleep  Center 
Bishop  Clarkson  Memorial  Hospital 


To  the  Editor: 

I read  with  interest,  the  recent  article  in  the 
March  issue  of  the  Nebraska  Medical  Journal 
regarding  surgical  treatment  of  obstructive 
sleep  apnea. 

I agree  with  the  comments  made  and  found 
the  discussion  to  be  quite  thorough.  The  au- 
thors, however,  would  leave  the  readers  with 
the  impression  that  surgical  treatment  should 
be  considered  as  the  initial  therapy  for  this 
disorder. 

Experience  around  the  world,  and  in  our 
own  center  would  indicate  a 70-80%  compli- 
ance rate  for  nasal  CPAP.  A well  educated 
patient  and  a comfortable  fit  to  the  mask  are 
the  keys  to  success.  Our  initial  therapy  has 
been  and  continues  to  be  nasal  CPAP  for  our 
patients  with  obstructive  sleep  apnea. 

References  are  made  to  this  in  several  chap- 
ters in  the  book.  Principals  and  Practice  of 


Sleep  Medicine  by  Meir  Kryger.  Chapter  59 
by  Sullivan,  chapter  60  by  Guilleminault,  and 
chapter  61  by  Kryger,  all  refer  to  CPAP  as  the 
preferred  initial  form  of  therapy. 

If  CPAP  fails  because  of  non-compliance  or 
anatomical  problem,  consideration  should  be 
given  for  surgical  management  at  that  time.  As 
discussed  in  the  article,  the  correct  procedure 
depends  on  careful  radiographic  studies  to 
determine  the  site  of  the  obstruction. 

Stephen  B.  Smith,  M.  D.,  F.C.C.P. 
Director  of  the  Sleep  Center 
Bishop  Clarkson  Memorial  Hospital 
Omaha,  NE 


1 . Meier  Kryger,  M.  H.,  et,  al..  Principals  and  Practice 
of  Sleep  Medicine  W.  B.  Saunders  Company,  1989. 
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ORIGINAL  ARTICLE 


It's  Not  Always  "Better  to  be  Safe  than  Sorry": 

A Fourth  Amendment  Restriction  on  Mandatory  AIDS  Testing 


scon  T.  BOYD, 


INTRODUCTION 

IN  the  past,  tuberculosis,  multiple 
sclerosis,  and  epilepsy  have  been 
at  issue  in  various  court  battles. 
Generally,  however,  courts  have  determined 
that  disease  is  a public  health  concern  and  not 
of  judicial  consequence.  Acquired  Immune 
Deficiency  Syndrome,  commonly  referred  to  as 
AIDS,  is  a growing  exception. 

Controversy  has  arisen  in  many  different  fo- 
rums, including  schools,  prisons,  and  branches 
of  the  military.  AIDS  appears  to  be  the  first 
"politically  protected"  disease.  Some  states  have 
taken  steps  to  pass  laws  which  would  regulate 
AIDS  testing  and  federal  legislation  is  being 
considered.  Suits  concerning  AIDS  have  been 
brought  on  the  grounds  of  violation  of  privacy 
rights,  unreasonable  search  and  seizure  and  dis- 
crimination. Because  of  the  unique  nature  of 
the  disease,  AIDS  testing  must  be  examined 
from  scientific,  ethical,  and  legal  perspectives  to 
ensure  that  an  appropriate  balance  is  struck  be- 
tween the  public's  interest  in  health  and  safety 
and  the  individual's  interest  in  privacy  and 
security. 

Search  and  seizure  is  the  main  issue  in  Glover 
V.  ENCOR.To  merit  Fourth  Amendment  protec- 
tion, an  individual's  expectation  of  privacy  must 
be  one  which  "society  is  prepared  to  consider 
reasonable".  In  Glover,  the  8th  Circuit  Court  of 
Appeals  recently  took  an  important  step  toward 
protecting  health  care  employees'  individual 
privacy  rights  when  it  determined  that  employ- 
ees of  a multicounty  health  services  agency 
have  a reasonable  expectation  of  privacy  in  the 
personal  information  contained  with  their  bodily 
fluids.  The  court  found  ENCOR's  procedure  for 
HIV  & Hepatitis  B testing  to  be  a violation  of 
the  employees'  Fourth  Amendment  rights  given 
the  relatively  minute  risk  of  on-the-job  AIDS 
transmission. 

When  discussing  AIDS,  much  controversy 
has  arisen  over  what  steps  are  appropriate  to 


take,  legally,  ethically,  and  morally,  in  the  best 
interest  of  those  infected,  while  still  offering 
maximum  protection  to  those  still  uninfected, 
especially  when  dealing  with  the  health  care 
setting.  The  Glover  decision  determined  that 
the  constitutional  rights  of  employees  cannot 
be  sacrificed  unless  there  is  an  actual  and 
compelling  government  interest  at  stake. 

This  paper  will  explore  the  constitutionality  of 
mandatory  AIDS  testing  given  the  severe  conse- 
quences of  exposure  to  the  deadly  virus.  It  will 
also  examine  the  potential  repercussions  this 
decision  will  have  on  the  medical  community  in 
light  of  the  recent  decision  in  Glover  v.  ENCOR. 

FACTS 

The  Eastern  Nebraska  Community  Office  of 
Retardation  (ENCOR),  a sub-agency  of  the 
Eastern  Nebraska  Human  Services  Agency 
(ENHSA),  is  a community  based  program  which 
provides  residential,  vocational  and  other  spe- 
cialized services  for  the  mentally  retarded. 
ENCOR  serves  approximately  600  clients  who 
are  mentally  retarded,  ranging  from  the  mild  to 
the  profound  level  of  retardation.  Behavioral 
disturbances  are  varied,  ranging  from  totally  flat 
affect  to  overtly  violent  and  aggressive  patterns. 

In  1 987,  motivated  by  national  media  public- 
ity, ENCOR's  administration  began  to  gather 
startling  information  regarding  the  AIDS  epi- 
demic. In  July,  1987,  certain  clients  who  had 
been  transferred  to  ENCOR  from  another  facil- 
ity, were  rumored  to  have  been  exposed  to  HIV 
prior  to  the  transfer.  Although  these  residents 
tested  negative  for  AIDS,  the  initial  reporting  of 
the  potential  HIV  exposure  caused  an  accelera- 
tion in  the  previously  informal  AIDS  discussion 
at  ENCOR.  Several  months  later,  in  a separate 
unrelated  incident,  an  ENCOR  employee  died 
of  AIDS-related  causes. 

Following  these  events,  ENHSA  became  con- 
cerned that  clients  who  manifested  violent  or 
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aggressive  behaviors  associated  with  their 
conditions,  such  as  biting  or  scratching  were  at 
risk  for  contracting  a disease  from  an  infected 
employee.  As  a result,  Chronic  Infectious  Dis- 
ease Policy,  No.  8.85  was  adopted.  The  policy, 
which  applied  to  those  job  descriptions  with 
frequent  direct  client  contract,  requires  manda- 
tory blood  testing  for  the  AIDS  and  hepatitis  B 
viruses.  Employees  are  required  to  inform  a 
personnel  officer  when  they  know  or  suspect 
that  they  have  one  of  the  infectious  diseases 
and  to  disclose  medical  records  relating  to 
treatment  they  receive  for  those  diseases. 
Medical  diagnosis  of  the  diseases  or  violation  of 
the  policy  have  a potentially  negative  effect  on 
employment.  Concerned  that  this  testing  policy 
was  an  invasion  of  the  employee's  reasonable 
expectations  of  privacy  and  given  the  highly 
stigmatized  nature  of  the  AIDS  virus,  a suit  was 
filed.  Outcomes  of  this  suit  would  have  direct 
implications  for  the  entire  medical  community. 

THE  COURT'S  ANALYSIS 

The  Court  determined  that  the  mandatory 
blood  test,  involving  an  involuntary  intrusion 
into  the  body  by  the  State  for  the  purpose  of 
withdrawing  blood,  constituted  a search  and 
seizure  as  defined  by  the  Fourth  Amendment. 
Having  determined  that  the  mandatory  blood 
test  required  by  the  policy  did  constitute  a 
search  and  seizure,  the  court  set  out  to  deter- 
mine whether  the  search  met  the  Fourth  Amend- 
ment standards.  In  Glover,  the  court  balanced 
the  employee's  reasonable  expectation  of  pri- 
vacy with  ENCOR's  interest  in  a safe  training 
and  living  environment  for  all  developmentally 
disable  persons  receiving  services  from  the 
agency. 

The  court  held  that  a "theoretical  risk"  does 
not  justify  a policy  which  interfered  with  the 
constitutional  rights  of  the  staff  members.  While 
admitting  that  there  is  no  absolute  guarantee 
that  a client  could  not  contract  AIDS  virus  from 
an  agency  employee,  the  court  could  not  allow 
this  "better  to  be  safe  than  sorry"  approach  to 
unreasonably  constrict  the  staff  members'  Fourth 
Amendment  rights. 

The  Court  of  Appeals  adamantly  restricted  its 
decision  to  the  facts  articulated  in  Glover.  The 
court  held; 

By  our  decision,  we  intend  no  broad-based 
rule  with  regard  to  testing  public  employees  for 
any  infectious  disease,  including  AIDS.  We 
hold  only  that  under  the  facts  established  in  this 
case,  the  District  Court  properly  enjoined 
ENHSA's  policy,  and  an  unreasonable  search 


and  seizure  under  the  Fourth  Amendment.  . . 

The  District  Court  did  not  take  lightly,  nor  do 

we,  the  severe  nature  of  the  diseases  at  which 

ENHSA's  policy  is  aimed. 

Because  the  risk  of  disease  transmission  was 
found  to  be  so  minute  in  the  ENCOR  environ- 
ment. ENHSA's  stated  interest  in  mandatory 
testing  was  not  constitutionally  justified  to  pro- 
tect the  clients  from  an  infected  employee.  The 
court  further  concluded  that  ENHSA's  blood 
testing  policy  was  not  reasonable  at  its  incep- 
tion under  applicable  Fourth  Amendment  stan- 
dards. 

Various  prospectives  must  be  examined  to 
make  sure  that  the  correct  balance  is  struck  be- 
tween the  public's  interest  in  health  and  safety 
and  the  individual's  interest  in  privacy  and 
liberty.  The  reasonableness  standard  used  by 
the  court  in  Glover  was  that  "both  the  inception 
and  the  scope  of  the  intrusion  must  be  reason- 
able". 

Since  AIDS  is  still  incurable,  it  is  imperative 
that  emotional  factors  which  could  panic  the 
court  or  cloud  its  judgment  are  restricted.  For 
this  reason,  in  evaluating  the  risk  of  potential 
transmission  from  an  employee  to  client,  medi- 
cal resources  must  be  consulted.  Extensive  re- 
search has  been  conducted  to  determine  carri- 
ers of  the  virus  and  its  method  of  transmission. 
Medical  evidence  presented  in  Glover  showed 
that  the  AIDS  virus  is  present  in  semen,  vaginal 
and  cervical  secretions,  blood,  breast  milk,  and 
in  rare  instances,  tears  and  saliva.  The  primary 
routes  of  transmissions  are  sexual  contact  with 
an  infected  person  and  intravenous  drug  use. 
Blood  transfusions,  and  prolonged  exposure  of 
broken  skin  to  massive  amounts  of  infected 
blood  may  also  be  methods  of  transmission.  In 
very  rare  instances,  the  virus  has  also  been 
transmitted  to  health  care  workers  through  ac- 
cidental needle  sticks  and  through  prolonged 
and  repeated  contact  with  contaminated  mate- 
rials. The  medical  evidence  is  undisputed  that 
the  disease  is  not  contracted  by  casual  contact. 

The  court  examined  the  known,  medically  es- 
tablished ways  that  AIDS  can  be  transmitted  in 
an  effort  to  weigh  the  governmental  interests  in 
such  a search  and  seizure.  In  Glover,  the  evi- 
dence established  that  the  risk  of  transmission 
of  the  disease  to  clients  as  a result  of  a client 
biting  or  scratching  a staff  member,  and  poten- 
tially drawing  blood,  is  "extraordinarily  low, 
approaching  zero".  The  risk  of  transmission  of 
the  virus  from  staff  to  client  due  to  the  staff 
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member  attending  to  a "client's  personal  hy- 
giene needs  is  zero".  Further,  there  is  "abso- 
lutely no  evidence  of  drug  use  or  needle  sharing 
at  ENCOR,  nor  is  there  a problem  of  sexual 
abuse  of  clients  by  staff". 

To  determine  how  much  weight  these  con- 
cerns should  carry,  the  individual'sexpectations 
of  privacy  and  personal  security  were  examined 
in  depth.  In  Glover,  given  the  special  training  of 
the  health  care  employees  at  ENCOR,  coupled 
with  the  protective  clothing  and  techniques 
utilized  by  health  care  employees,  the  risk  of 
AIDS  transmission  in  the  ENCOR  environment 
is  minimal  at  best.  The  low  public  image  of  AIDS 
patients  was  also  considered  on  the  "individual 
expectations"  side  of  the  scale. 

Without  a known  cure  of  treatment,  AIDS  is 
a killer.  The  government's  interest  in  curtailing 
the  spread  of  such  a contagious  and  untreatable 
disease  is  obvious.  However,  the  court  in  Glover 
determined  that  the  governmental  interest  at 
stake  was  not  sufficient  to  tip  the  scale,  given  the 
individual  sacrifice.  On  these  facts,  the  court  de- 
termined that  "the  evidence  in  this  case  estab- 
lishes that  the  risk  of  transmission  of  the  HIV  vi- 
rus at  ENCOR  is  miniscule  at  best  and  will  have 
little,  if  any,  effect  in  preventing  the  spread  of 
HIV  or  in  protecting  the  clients".  Because  the 
risk  was  so  minute,  the  court  could  not  justify 
the  testing  procedure  that  would  not  accom- 
plish its  stated  purpose.  Therefore,  the  proce- 
dure was  not  valid  at  its  inception. 

FUTURE  RAMIFICATIONS 

A decision  in  favor  of  testing  those  health 
care  employees  for  AIDS  would  most  certainly 
have  had  ramifications  for  the  medical  commu- 
nity at  large.  This  Nebraska  case  is  the  current 
local  precedent  which  explains  why  health  care 
employees  are  not  currently  required  to  submit 
to  mandatory  testing.  In  determining  that  this 
procedure  would  be  an  invasion  of  privacy  for 
physicians,  nurses,  and  technicians,  the  court 
took  into  account  the  existing  inaccurate  method 
of  screening  for  the  virus. 

Medical  evidence  establishes  that  determi- 
nation of  HIV  infection  depends  on  recovery  of 
the  virus  from  body  tissues  or  fluids.  Two  tech- 
niques are  available  to  detect  HIV  - culture  and 
antigen  capture.  Culture  is  relatively  insensitive, 
time  consuming,  expensive,  and  requires  pre- 
cise specimen  acquisition  and  handling.  Anti- 
gen capture  detects  HIV  proteins  in  bodily 
fluids,  but  is  not  widely  available  and  its  clinical 


significance  is  uncertain.  Neither  HIV  culture 
nor  antigen  capture  is  useful  or  population 
screening. 

Serological  test  which  measure  antibodies  to 
HIV  proteins  produced  during  infection  are 
more  useful  for  HIV  screening  than  culture  or 
antigen  assays.  In  1985,  the  FDA  licensed  the 
first  enzyme  immunoassay  (EIA)  commercial 
kits  for  detection  of  antibody  screening  for 
blood  banks  and  clinical  labs,  because  of  their 
low  cost,  standardized  procedure,  high  repro- 
ducibility, and  rapid  turnaround. 

A person  is  identified  as  HIV  infected  when  a 
sequence  of  tests,  beginning  with  an  EIA  and 
including  a confirmatory  assay,  are  repeatedly 
reactive.  However,  the  absence  of  antibodies 
does  not  necessarily  mean  that  a person  is  free 
of  HIV  infection  since,  in  the  first  few  weeks  to 
months  after  exposure,  antibody  levels  may  be 
undetectable. 

Detection  of  HIV  antibody  by  EIA  indicates 
past  exposure  to  the  virus  but  does  not  indicate 
clearing  of  viral  particles,  loss  of  infectivity,  or 
clinical  cure.  In  fact,  HIV  antibody-positive 
persons  should  be  considered  contagious  for 
life.  Even  though  a positive  HIV  antibody  result 
is  not  an  accurate  indication  of  active  AIDS, 
there  is  high  probability  of  future  disease.  There- 
fore, much  controversy  remains. 

THE  8th  CIRCUIT  COURT  OF  APPEALS 
LOOKED  AT  OTHER  CASES  BEFORE  MAK- 
ING ITS  DECISION. 

Schmerber  v.  California  was  the  first  case 
to  allow  searches,  which  formerly  would  have 
been  characterized  as  unconstitutional.  Here 
they  felt  that  the  public  interest  was  so  great  as 
to  justify  sacrificing  individual  rights.  The  issue  in 
Schmerber  was  whether  a state  may  have  a 
physician  extract  blood  from  a person  sus- 
pected of  drunken  driving  without  violation  of 
the  suspect's  right  secured  by  the  Fourth  Amend- 
ment not  to  be  subjected  to  unreasonable 
searches  and  seizures.  Schmerber  allowing 
minor  intrusions  into  an  individual's  body  under 
limited  conditions. 

Following  Schmerber,  there  have  been  sev- 
eral cases  in  which  governmental  interests  have 
been  determined  to  override  individual  consti- 
tutional rights.  One  such  case,  Rushton  v.  NPPD 
held  that  a public  employer's  random  drug  and 
alcohol  testing  program  did  not  violate  Fourth 
Amendment  rights  of  nuclear  power  plant 
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employees.  The  court  felt  the  employer  had  an 
overriding  interest  in  the  health  and  safety  of  the 
public  and  its  employees.  In  Rushton,  the  court 
held  that  the  heavily  regulated  nature  of  the  nu- 
clear power  plant  gave  the  employees  reason 
to  expect  that  their  privacy  would  be  dimin- 
ished. Interestingly,  this  is  the  same  argument 
that  was  rejected  by  the  court  in  Glover.  It  was 
successful  in  Rushton. 

On  the  employee  rights  side  of  the  scale,  the 
court  recognized  the  employee's  potential  for 
embarrassment  by  the  drug  testing  procedure. 
However,  when  the  court  weighed  the  poten- 
tial harm  ofthe  nuclearplantmalfunction  due  to 
an  employee's  temporary  self-inflicted  impair- 
ment against  potential  employee  embarrass- 
ment, the  drug  testing  procedure  was  upheld. 

In  the  drug  testing  cases,  the  government's 
interest  in  curtailing  the  use  of  drugs  and  alcohol 
while  operating  an  automobile  or  working  in 
potentially  hazardous  situations  seems  to  out- 
weigh most  all  individual  Fourth  Amendment 
rights.  The  courts  are  not  as  willing  to  sacrifice 
individual  Fourth  Amendment  rights  in  other 
areas  however. 

For  instance,  Winston  v.  Lee  held  that  a 
surgical  intrusion  into  an  attempted  robbery 
suspect's  chest  to  recover  a bullet  fired  by  the 
victim  constituted  an  unreasonable  search  and 
seizure  under  the  Fourth  Amendment  analysis. 
The  government's  interest  was  considerable 
given  that  the  recovered  bullet  would  prove  the 
suspect's  guilt.  The  court,  however,  utilized  the 
constitutional  balancing  test  and  determined 
that  the  intrusion  was  not  reasonable  given  the 
individual's  interest  in  privacy  and  security.  The 
court  determined  that  the  individual's  interests 
outweighed  the  government's  interest  in  con- 
victing an  accused  criminal. 

In  Glover,  the  court  was  not  willing  to  sacri- 
fice the  Fourth  Amendment  interests  of  the 
state  agency  employees.  Whether  or  not  they 
will  be  more  willing  to  do  this  in  the  future  will 
depend  upon  the  pubjic's  reaction  to  the  AIDS 
virus.  Public  outrage  fueled  the  attack  on  drug 
use  and  the  court  system  reacted.  A similar 
result  will  likely  occur  with  AIDS  testing.  What 
impact  will  this  have  on  health  care  personnel? 

A few  states  already  employ  random  AIDS 
testing  for  health  care  employees.  In  California, 
for  example,  they  have  determined  that  it  is 
reasonable  to  test  health  care  employees  based 
on  the  idea  that  employees  are  "medically 


screened".  Medical  screening  is  used  to  assess 
current  physical  ability  to  perform  the  required 
job  safely  and  efficiently  and  to  predict  whether 
one  currently  capable  is  at  high  risk  of  develop- 
ing a condition  that  would  preclude  future  sat- 
isfactory job  performance  and  public  safety. 
Mandatory  AIDS  testing  can  be  characterized 
as  a means  of  screening  individuals  for  physical 
impairments  which  the  employer  believes  dis- 
qualifies them  from  certain  positions. 

Some  health  care  employees  argue  that  pa- 
tients should  be  routinely  screened  pre-opera- 
tively,  but  due  to  the  sensitivity  and  specificity  of 
these  tests  and  the  fact  that  all  patients  should 
be  treated  with  universal  precautions  anyway 
the  idea  becomes  much  too  expensive. 

Although  Glover  v.  ENCOR  currently  set  the 
precedent  for  AIDS  testing  of  health  care 
employees,  another  argument  is  soon  to  follow 
in  Nebraska.  Many  people  who  want  health 
care  employees  tested  use  the  argument  that  in 
the  employment  setting,  an  employer  can  be 
expected  to  conduct  reasonable  inquiries  into 
an  employee's  fitness  for  a prospective  job.  In 
many  cases,  an  employer  can  be  expected  to 
require  a medical  examination  related  to  the 
job.  An  employee  or  prospective  employee  in 
the  health  care  industry  can  be  expected  to  be 
aware  of  the  necessity  for  compliance  with 
procedures  designed  to  create  a disease-free 
environment.  Attempting  to  assure  that  a health 
care  employee  is  free  of  a communicable  dis- 
ease such  as  AIDS  when  working  in  this  environ- 
ment is  clearly  consistent  with  existing  health 
care  practices. 

Of  greater  concern,  perhaps  is  the  scope  or 
degree  of  intrusion  experienced  when  others 
acquire  the  results  of  the  test.  Information  relat- 
ing to  a person's  health  is  generally  confidential. 
Equally,  the  information  obtained  in  an  AIDS 
test  need  not  be  subjected  to  public  scrutiny.  It 
should  be  used  only  in  the  best  interests  of  the 
person  tested  and  the  public.  Only  the  em- 
ployee's superior  need  be  made  aware  of  test 
results  so  that  both  parties  interests  and  objec- 
tives might  be  assessed.  Well  planned  security 
procedures  could  be  implemented  to  ensure 
thatthe  information  is  not  disseminated.  As  long 
as  proper  safeguards  are  in  place,  there  is  no 
reason  to  assume  that  confidentiality  cannot  be 
maintained. 

The  legal  requirement  of  mandatory  AIDS 
testing  for  health  care  personnel  has  not  yet 
been  established  in  Nebraska.  While  the  Glover 
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case  is  a big  reason  why  these  tests  are  not  man- 
dated, each  situation  must  be  looked  at  indi- 
vidually. As  the  accuracy  of  AIDS  testing  im- 
proves and  the  public  hysteria  surrounding  this 
deadly  disease  mounts,  many  battles  will  be 
fought  over  employee  rights  vs.  patient  rights.  In 
weighing  the  invasion  of  personal  rights  by  the 
AIDS  blood  test  against  the  need  forthe  particu- 
lar search  in  each  case,  there  is  little  doubt  as  to 
the  outcome.  Although  privacy  interests  are 
implicated,  the  intrusion  on  each  person  is  slight 
in  relative  comparison  to  the  public  interest  in 
preserving  public  health.  The  next  time  a similar 
question  finds  its  way  before  the  Nebraska 
Supreme  Court,  Glover  v.  ENCOR  will  not 
provide  a stable  foundation  for  health  care 
employees  to  invoke  on  their  behalf.  As  the 
court  in  Glover  clearly  stated,  the  testing  exclu- 
sion is  limited  to  this  situation  and,  therefore, 
will  have  limitedapplicabilitytoothersituations. 
Mandatory  AIDS  testingfor  health  care  employ- 
ees seems  to  be  a relative  certainty,  the  only 
variable  is  when. 
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INTRODUCTION 

Arterial  aneurysms  have 
been  known  since  antiquity. 
Early  accounts  described 
aneurysms  in  the  neck  and  upper  extremity. 
The  principle  of  proximal  control  was  de- 
scribed over  2000  years  ago.  The  practice  of 
blood  letting  (for  treatment  of  multiple  dis- 
eases) led  to  occasional  injury  of  the  bra- 
chial artery,  and  this  in  turn  led  to  false  aneu- 
rysm formation.  John  Hunter  became  fa- 
mous for  his  treatment  of  these  aneurysms 
in  the  late  1 700's.  Astley  Cooper  ligated  an 
external  iliac  artery  by  a retroperitoneal 
approach  to  treat  a femoral  aneurysm  in 
1808,  and  later  ligated  the  aorta  in  a similar 
manner.  Definitive  repair  of  abdominal  aneu- 
rysm had  to  wait  for  a suitable  replacement 
material.  Dubost,  in  1951,  performed  the 
first  modern  aortic  aneurysm  operation,  using 
an  aortic  homograft  for  the  replacement. 
These  homografts  degenerated  rapidly,  and 
textile  engineers  soon  were  able  to  develop 
durable  synthetic  grafts. 

The  incidence  of  aneurysms  is  about  2% 
in  autopsy  series,  and  is  probably  4%  in  the 
elderly.  A patient  is  more  likely  to  have  an 
aneurysm  if  one  has  been  found  in  a first 
degree  relative.  This  finding  supports  the 
theory  that  there  is  at  least  a partial  genetic 
basis  for  aneurysm. 

A true  aneurysm  is  defined  as  an  enlarge- 
ment of  a segment  of  an  artery,  greater  than 
1 50%  of  normal  diameter,  with  all  layers  of 
the  arterial  wall  present.  A false  aneurysm  is 
defined  as  an  aneurysm  which  does  not 
have  artery  wall  around  it.  In  present  times, 
the  most  common  false  aneurysm  is  seen  at 
the  site  of  an  invasive  arterial  catheteriza- 
tion. When  the  small  defect  in  the  artery  wall 
does  not  seal  over,  blood  fills  a space  near 
the  artery  and  is  surrounded  only  by  adja- 
cent tissues  and  fibrin. 


The  etiology  of  common  "arteriosclerotic" 
aneurysms  is  multifactorial.  The  infrarenal 
abdominal  aorta  does  not  have  the  vasa 
vasorum  that  other  arteries  have.  The  hy- 
draulic pressure  reflection  from  the  bifurca- 
tion leads  to  stress  in  the  mid  infra  renal 
aorta.  A defect  in  formation  of  collagen  and 
elastin,  or  an  increase  in  collagenase  and 
elastase  may  weaken  the  wall.  Atherosclero- 
sis may  interfere  with  artery  wall  nutrition  to 
accelerate  the  process,  or  may  merely  be  a 
response  to  the  other  changes. 

There  are  many  types  of  aneurysms.  As 
noted,  the  arteriosclerotic  type  is  the  most 
common.  Frequent  locations  in  the  arterial 
system,  from  most  frequent  to  less  so,  are 
abdominal  aorta  below  renal  arteries,  com- 
mon iliac  arteries,  popliteal  arteries,  and 
femoral  arteries.  Aneurysms  can  occur  in 
any  artery,  but  other  locations  are  uncom- 
mon. 

Another  type  is  anastomotic  and  graft 
aneurysms.  Since  a synthetic  graft  cannot 
"heal"  to  an  artery,  the  junction  is  depend- 
ent on  the  sutures  to  hold  the  two  structures 
together  indefinitely.  If  the  suture  strength 
fails,  or  if  the  sutures  pull  out  of  the  artery 
wall,  disruption  and  false  aneurysm  will  occur. 
The  presence  of  scar  usually  ensures  that 
these  enlarge  slowly.  Any  type  of  arterial 
graft  can  develop  aneurysm,  but  it  is  most 
common  in  collagen  tube  grafts  such  as 
bovine  or  umbilical  vein  grafts. 

Congenital  aneurysms  are  best  known  in 
the  arteries  of  the  base  of  the  brain.  Genetic 
abnormalities  may  lead  to  conditions  such 
as  Ehlers-Danlos  or  Marfans  syndrome,  and 
aneurysms  may  result. 

Aneurysms  associated  with  pregnancy  are 
rare.  They  may  be  in  locations  such  as  splenic. 
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renal,  or  iliac  artery.  Their  presence  is  un- 
known and  unsuspected.  Rupture  leads  to 
pain  and  shock.  This  can  be  a very  confusing 
problem  late  in  pregnancy. 

Aortic  dissection  is  often  called  "aneu- 
rysm", but  strictly  is  not.  These  occur  in  hy- 
pertensive patients,  and  the  aortic  wall 
appears  essentially  normal  in  most,  except 
for  the  separated  layers. 

Traumatic  aneurysms  can  be  caused  by 
blunt  or  penetrating  trauma,  and  are  usually 
false  aneurysms. 

Aneurysms  due  to  infection  include  blood 
borne  infection  such  as  subacute  bacterial 
endocarditis.  Extravascular  causes  include 
nearby  infection,  penetrating  wounds,  and 
in  large  cities,  the  commonest  infected 
aneurysm  occurs  in  drug  abusers.  Infections 
such  as  syphilis  and  salmonella  can  lead  to 
aneurysm,  but  these  are  seen  rarely. 

The  natural  course  of  aneurysms  is  to  en- 
large and  rupture.  The  Law  of  Laplace  states 
that  tension  (the  force  trying  to  deform  the 
wall  of  the  tube)  is  equal  to  pressure  times 
radius.  Thus,  the  already  weakened  wall  of 
the  aneurysm  is  being  stretched  further  by 
the  same  blood  pressure  that  is  tolerated  by 
the  adjacent  normal  artery.  As  aneurysms 
get  larger,  a layer  of  fibrin  forms  along  the 
wall,  but  this  has  little  strength.  If  this  fibrin 
breaks  loose,  it  is  carried  down  stream  to  ob- 
struct a distal  artery. 

DIAGNOSIS 

At  the  time  that  the  patient's  aneurysm  is 
diagnosed,  80%  are  asymptomatic.  Only 
30%  will  have  been  found  on  physical  exam, 
and  the  others  were  diagnosed  by  an  imag- 
ing study  (often  looking  for  something  else) 
or  at  operation.  Abdominal  aneurysms  in 
obese  patients  and  those  with  the  barrel 
chest  of  emphysema  are  often  impossible  to 
palpate. 

The  20%  of  abdominal  aneurysm  patients 
with  symptoms  will  have  pain  and/or  signs 
of  rupture.  Pain  is  most  often  in  the  back  and 
easily  confused  with  primary  lumbar  spine 
problems.  Pressure  on  adjacent  nerves  can 
lead  to  referred  pain  in  groin  or  extremity.  A 
few  patients  lose  weight  because  of  early 
satiety,  presumably  due  to  pressure  on  stom- 
ach and  other  parts  of  the  intestinal  tract. 
With  rupture,  hypotension  and  collapse  may 


be  the  only  clues,  but  the  diagnosis  must  be 
suspected  and  searched  for. 

Multiple  imaging  techniques  are  available. 
A lateral  X-Ray  of  the  lumbar  spine  is  the 
least  expensive,  and  will  show  the  lesion, 
particularly  if  there  is  calcium  in  the  wall.  Ab- 
dominal ultrasound  is  very  accurate  for  meas- 
uring size  and  extent.  C.T.  scan  of  the  abdo- 
men is  the  best  way  to  see  rupture  in  ques- 
tionable cases.  C.T.  scan  will  also  demon- 
strate thoracic  aneurysms  which  are  impos- 
sible to  see  by  ultrasound.  Aortogram  is  the 
best  way  to  define  the  branches  near  the 
aneurysm  and  help  in  operative  planning. 
Obviously,  no  patient  needs  all  these  stud- 
ies, and  some  don't  need  any,  but  selecting 
one  or  more  depending  on  the  patient  will 
ensure  an  accurate  diagnosis  and  permit  ap- 
propriate treatment. 

Abdominal  aneurysm  belongs  in  the  dif- 
ferential diagnosis  of  most  abdominal  and 
retroperitoneal  diseases.  A partial  list  of 
admitting  diagnoses  from  patients  who  were 
ultimately  found  to  have  a symptomatic  ab- 
dominal aneurysm  includes  tortuous  aorta, 
tumors,  bowel  obstruction,  diverticulitis, 
herniated  disc,  ureteral  stone,  pancreatitis, 
appendicitis  and  perforated  ulcer. 

Lollowup  of  non-operated  patients  has 
shown  an  exponential  rise  in  the  risk  of 
rupture  after  the  diameter  of  the  abdominal 
aneurysm  reaches  5 cm  in  diameter.^ 

Indications  for  operation  include  the 
patient  with  symptoms  and  the  patient  with 
an  aneurysm  of  5 cm  diameter  or  greater. 
Distal  emboli  and  associated  gastrointesti- 
nal bleeding  are  also  indications.  Since 
aneurysms  do  not  get  smaller,  an  abdominal 
aneurysm  in  the  4 to  5 cm  range  should  be 
repaired  in  a younger,  healthy  patient.^  In 
addition,  those  which  enlarge  0.5  cm  in  6 
months  while  under  observation  have 
demonstrated  that  they  are  going  to  get  big- 
ger, and  therefore  should  be  repaired  if 
there  is  no  contraindication.  Contraindica- 
tions include  associated  diseases  so  severe 
that  the  patient  cannot  survive  the  opera- 
tion, or  is  not  expected  to  live  another  year 
or  two  (for  example,  a patient  with  uncon- 
trolled malignancy). 

Careful  evaluation  of  the  entire  patient  is 
required  before  operation.  All  systems  should 
be  in  optimal  condition.  A few  patients  will 
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need  coronary  artery  dilation  or  bypass  to 
improve  cardiac  function  before  repair  of 
their  aneurysm. 

TREATMENT 

The  appropriate  treatment  is  to  open  the 
aneurysm,  replace  with  a synthetic  graft, 
and  wrap  the  remnants  of  the  aneurysm 
around  the  graft  (to  separate  it  further  from 
parts  of  the  intestinal  tract). 

Possible  complications  are  numerous. 
They  include  bleeding,  clotting,  declamping 
shock,  renal  failure,  distal  emboli,  ureteral 
injury,  ischemic  colitis,  paraplegia,  graft 
infection,  false  aneurysm,  as  well  as  the  com- 
plications which  can  accompany  any  major 
abdominal  operation  (myocardial  infarction, 
stroke,  pneumonia,  stress  ulcer,  and  wound 
infection). 

Mortality  in  the  elective  case  ranges  from 
2 to  5%.  In  patients  with  symptoms,  it  is  in 
the  20%  range.  Those  patients  with  ruptured 
aneurysm  have  a 50%  mortality  with  opera- 
tion, and  if  they  are  in  shock  before  the 
operation,  the  death  rate  is  about  90%. 
These  results  are  the  best  argument  for  elec- 
tive repair. 

Long-term  survival  after  abdominal  aneur- 
ysm replacement  is  not  as  good  as  in  age- 
matched  controls,  presumably  due  to  coro- 
nary artery  disease,  but  survival  is  very  much 
better  than  in  those  who  choose  to  have  no 
operation. 

RETROPERITONEAL  OPERATION 

The  traditional  operation  for  abdominal 
aneurysm  is  done  transperitoneally,  from  an 
anterior  approach.  We  first  tried  the  retro- 
peritoneal operation,  done  from  the  flank,  in 
a few  high-risk  patients.^  They  did  so  well,  we 
were  encouraged  to  use  the  operation  more 
often.  We  then  analyzed  55  consecutive  pa- 
tients (not  a randomized  study).  There  were 
28  transperitoneal  patients  (23  men)  and  27 
retroperitoneal  (16  men).  Aneurysm  diame- 
ter averaged  5.5  and  5.6  cm  in  the  two 
groups.  Operating  times  averaged  2.2  and 
2.0  hours.  The  time  postoperatively  to  inges- 
tion of  a regular  diet  was  5 days  in  both 
groups.  The  significant  differences  were  in 
length  of  stay  and  hospital  charges.  The 
transperitoneal  patients  averaged  1 1 days  in 
the  hospital  with  a total  charge  of  $13,239, 
while  the  retroperitoneal  patients  stayed  7 


days  and  had  charges  of  $8,455  (amounts 
corrected  for  1987  dollars  in  all  patients). 

Many  factors  contribute  to  the  shorter 
stay  and  lower  cost.  These  include  long- 
acting  anesthetic  injection  of  intercostal 
nerves  during  closure  which  usually  means 
that  the  patient  can  breathe  freely  in  the  re- 
covery room  and  does  not  need  mechanical 
ventilation.  This,  in  turn,  means  less  time  in 
the  intensive  care  unit,  fewer  postoperative 
laboratory  tests  and  X-Rays.  We  feel  that  the 
patients  have  less  ileus,  probably  because 
the  bowel  is  not  handled  or  exposed  to 
drying. 

PERIPHERAL  ANEURYSMS 

Popliteal  and  Femoral  aneurysms  make 
up  90%  of  all  peripheral  aneurysms.  Most  of 
these  are  arteriosclerotic.  Others  include 
traumatic,  anastomotic  and  mycotic  aneu- 
rysms. 

The  presence  of  a peripheral  aneurysm 
demands  a search  for  other  aneurysms. 
Femoral  aneurysms  are  associated  with  other 
aneurysms  in  75%  of  cases,  while  the  same 
is  true  of  popliteal  aneurysms  in  60%. 

The  natural  course  of  these  aneurysms  is 
a little  different  from  those  in  the  abdomen. 
There  isn't  enough  room  in  the  extremity  to 
bleed  to  death  with  rupture.  These  arteries 
cause  symptoms  more  often  by  distal  em- 
bolization of  the  clot  within  them. 

These  aneurysms  occur  most  often  in 
elderly  men.  70%  of  these  will  be  popliteal 
and  35%  femoral  in  location.  Only  25%  will 
be  unilateral.  Of  all  patients  with  a popliteal 
aneurysm,  40%  will  have  an  abdominal 
aneurysm.  If  they  have  bilateral  popliteal 
aneurysms,  50%  will  have  an  abdominal  aneu- 
rysm. 

Clinically,  1/3  will  be  asymptomatic,  while 
45%  will  have  claudication,  and  38%  rest 
pain  or  gangrene. 

Symptoms  will  be  due  to  embolization  or 
compression  of  adjacent  nerve  or  vein.  A 
tiny  embolus  may  cause  no  symptom  or 
perhaps  a cyanotic  toe  tip.  A larger  embolus 
may  occlude  a tibial  artery.  Since  there  are 
three  tibial  arteries,  the  patient  may  not 
notice  until  two  or  even  three  are  occluded. 
With  occlusion  of  the  outflow  arteries,  the 
aneurysm  will  often  clot  and  the  patient  then 


May  1991  Nebraska  Medical  Journal  139 


seek  help  for  a severely  ischemic  leg  and 
foot. 

The  diagnosis  should  be  suspected  from 
physical  examination  or  the  history.  It  can 
then  be  confirmed  by  one  of  the  imaging 
techniques  listed  above. 

Treatment  is  surgical  in  an  attempt  to  stop 
further  complications  and  restore  blood  flow. 
This  is  most  often  exclusion  of  the  aneurysm 
with  bypass  graft  around  it  to  an  open  artery. 
Thrombectomy  is  often  futile  because  the 
arteries  are  chronically  occluded. 

Results  in  large  series  show  the  advantage 
of  early  operation  for  popliteal  aneurysm.  If 
the  aneurysm  is  thrombosed,  40%  will  re- 
quire amputation.  If  ruptured,  75%  will  need 
amputation.  Those  with  distal  emboli  have 
an  11%  amputation  rate,  and  asymptomatic 


popliteal  aneurysm  patients  have  no  compli- 
cations and  no  amputations. 

No  "size  statistics"  are  available  for  pe- 
ripheral aneurysms.  The  presence  of  the 
aneurysm  is  an  indication  for  its  repair. 
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ABSTRACT 

Keywords>  chondroid  syringoma;  mixed 
tumor  of  the  skin,  salivary  gland  type 

INTRODUCTION 

CHONDROID  syringoma  is  an 
uncommon  mixed  epithelial 
neoplasm  of  sweat  gland  ori- 
gin. It  was  first  described  in  1961  by  Hirsch 
and  Helwig  as  a sweat  gland  tumor  with  a 
prominent  cartilage-like  component.^  Prior 
to  this  time,  the  tumor  was  described  as  a 
"mixed  tumor  of  the  skin,  salivary  gland 
type."  Generally,  these  tumors  occur  in  men, 
are  benign,  and  present  in  the  head  and 
neck  region.^  In  contrast,  the  malignant  vari- 
ety is  more  common  in  women,  and  over 
80%  occur  on  the  extremities.  ’.2,4,6,7,10,12,13,14,16,18 
Both  benign  and  malignant  varieties  occur 
as  asymptomatic,  unfixed,  solitary  nodules 
and  tend  to  exist  unchanged  for  years.  The 
malignant  neoplasm  differs  from  the  benign 
counterpart  by  aggressive  local  invasion, 
lymph  node  involvement,  and  distant  metas- 
tases.  To  date,  only  16  cases  of  malignant 
chondroid  syringoma  have  been  reported, 
and  no  evidence  of  malignant  degeneration 
of  a pre-existing  benign  chondroid  syrin- 
goma has  been  noted.  Clinical  diagnosis  is 
often  difficult,  requiring  a high  index  of 
suspicion  and  confirmed  only  after  histologi- 
cal examination. 

Review  of  the  literature  has  disclosed  a 
paucity  of  reported  cases  and  no  well-de- 
fined treatment  protocols.  In  this  case  report, 
an  interesting  atypical  chondroid  syringoma 
will  be  presented  with  review  of  the  previ- 
ous literature  and  current  treatment  modali- 
ties. 

CASE  REPORT 

A 29-year-old  black  male  presented 
to  the  emergency  room  24  hours  after  an  al- 
tercation in  which  he  sustained  a human  bite 
to  his  left  facial  cheek  area.  At  the  time  of 
evaluation,  the  lesion  was  a 1.5  cm.  trau- 


matic ulcer  overlying  his  left  mandibular  rim 
immediately  inferior  to  the  parotid  gland 
and  3 cm.  anterior  to  the  angle  of  the 
mandible.  Within  the  ulcer  there  was  a firm, 
nontender,  subcutaneous  nodule  partially 
exposed  by  the  denuded  epidermis.  The 
patient  gave  a 4-month  history  of  this  mass 
which  had  slowly  grown  to  its  present 
dimensions.  Past  medical  history  and  physi- 
cal examination  were  otherwise  unremark- 
able with  no  evidence  of  axillary,  cervical,  or 
inguinal  adenopathy.  He  denied  any  sali- 
vary gland  enlargement  or  tenderness.  The 
mass  was  widely  excised. 

On  gross  examination  of  the  specimen  at 
the  time  of  surgery,  the  lesion  was  a well- 
circumscribed  nodule  and  was  excised  en 
bloc  with  primary  closure  of  the  wound.  The 
excised  specimen  measured  3 x 1.#  x 0.8 
cm.  and  cut  surfaces  had  a gray-pink  granu- 
lar appearance.  Microscopically  the  dermis 
and  underlying  subcutaneous  tissue  con- 
tained a neoplasm  composed  of  multiple 
lobules  of  epithelial  cells  arranged  in  nests 
and  cords  (Fig.  1).  The  individual  epithelial 
cells  were  polygonal  with  mildly  pleomor- 
phic, mildly  hyperchromatic  nuclei,  and 
scattered  mitotic  figures  (Fig  2).  The  epithe- 
lial cell  formations  contained  numerous 
lumina,  some  of  which  were  cystically  di- 
lated, and  some  of  which  contained  amor- 
phous eosinophilic,  focally  hyalinized,  mate- 
rial (Fig.  3).  The  epithelial  cells  were  embed- 
ded in  a myxoid  stroma  (Fig.  4)  with  areas 
resembling  immature  cartilage  (Fig.  5).  Areas 
of  the  stroma  also  contained  small  aggre- 
gates of  epithelial  cells  without  lumina,  as 
well  as  single  epithelial  cells  (Fig.  6).  Several 
of  the  largest  epithelial  cell  nests  showed 
central  hemorrhage  and  necrosis  (Fig.  7). 
There  was  focal  hemorrhage  and  necrosis  of 

'Address  correspondence  and  reprint  requests  to:  Brent  V. 
Stromberg,  M.D.,  Department  of  Surgery,  601  North  30th 
Street,  Omaha,  Nebraska  68131. 
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areas  of  the  tissue  not  involved  by  the  tumor, 
and  the  overlying  epidermis  was  centrally  ul- 
cerated (Fig  8). 

Histologically,  the  lesion  was  a mixed 
tumor  (chondroid  syringoma)  of  skin  ap- 
pendage origin.  It  was  unusual  in  showing 
a typical  features  (nuclear  hyperchromasia, 
mitoses,  necrosis),  but  these  were  interpreted 


as  effects  of  trauma.  No  unequivocal  evi- 
dence of  malignancy  was  seen.  However, 
because  of  the  atypical  features,  re-excision 
was  recommended,  and  the  patient  agreed 
to  undergo  wide  local  excision  and  wound 
revision.  This  second  specimen  showed 
residual  tumor  in  the  deep  dermis,  but  resec- 
tion margins  were  free  of  neoplasia. 
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Neoplastic  epithelial  cells  within  the  subcutaneous  tissue.  The  neoplastic  cells  are 


FIGURE  1. 

Neoplastic  epithelial  cells  within  the  subcutaneous  tissue.  The  neoplastic  cells  are 
arranged  in  nests  and  cords,  within  a myxochondroid  stroma.  Hematoxylin  and  eosin 
(X  100). 
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FIGURE  2. 

Neoplastic  epithelial  cells  displaying  mild  nuclear  plemorphism  displaying  mild 
nuclear  pleomorphsim.  Note  mitotic  figure  (arrow).  Hemotoxylin  and  eosin  (X  400). 
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DISCUSSION 

Chondroid  syringoma  (formerly  desig- 
nated as  mixed  tumor  of  salivary  gland  type) 
is  a rare  sweat  gland  tumor.  As  in  this  case, 
these  lesions  generally  present  as  firm, 
subcutaneous,  or  intracutaneous  nodules 
usually  0.5  to  3 cm.  in  size.  ^ The  malignant 


neoplasms  are  commonly  larger  at  2 to  10 
cm. 2, 6, 7,8,12, 13, 14, 16, 18  tumor  is  often  de- 

scribed as  a well-circumscribed  mass  which 
is  easily  "shelled  out"  from  the  surrounding 
tissue.  ^ Although  the  overlying  skin  may  be 
attached  to  the  tumor,  it  is  usually  not  in- 
vaded.^ 
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FIGURE  3. 

Lumina  within  neoplastic  epithelial  cell  formations.  Many  of  these  lumina  contain 
amorphous  material.  Hematoxylin  and  eosin  (X  400). 


FIGURE  4. 

Hypocellular  area  of  the  tumor  showing  the  myxoid  nature  of  the  stroma.  Hematox- 
ylin and  eosin  (X  400). 
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These  neoplasms  usually  present  in  the 
latter  half  of  life.  They  have  been  reported 
in  patients  14  to  83  years  of  age. 
1,2,4,6,7,8,9,10,12,13,14,15,16,17,18  benign  Variety  is 

more  common.  It  occurs  most  frequently  in 
men  in  a 3:1  ratio.  The  benign  variety  has 
a special  predilection  for  the  head  and  neck 


region.  Hirsch  and  Helwig  reviewed  187 
benign  chondroid  syringomas  and  found 
150  in  the  head  and  neck  area  with  122  of 
these  occurring  in  men.^  The  tumors  occur 
primarily  on  the  nose,  cheek,  upper  lip, 
scalp,  forehead,  and  chin. 
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FIGURE  5. 

Neoplastic  epithelial  cells  arranged  singly  and  in  small  nests.  The  stroma  in  this  area 
shows  chondroid  features.  Hematoxylin  and  eosin  (X  400) 
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FIGURE  6. 

An  area  of  stroma  containing  aggregates  of  epithelial  cells  without  lumina,  as  well 
as  single  epithelial  cells.  Hematoxylin  and  eosin  (X  400). 


144  Nebraska  Medical  Journal  M?y  1991 


The  benign  mixed  tumors  tend  to  be 
asymptomatic  single  nodules  which  present 
with  minimal  change  in  size  for  years  prior 
to  evaluation.  Excision  is  the  definitive  treat- 
ment, and  recurrence  is  unlikely  unless 
removal  is  incomplete  or  electrodessication 
is  used. 


However,  malignant  chondroid  syringo- 
mas behave  quite  differently.  The  malignant 
type  of  mixed  tumor  is  more  aggressive  and 
may  present  as  a painful  nodule  with  local 
recurrence  after  excision.^- 
metastasesto  lymph  nodes,  lung, 

2,12,14,15  bone^''*  distant  sites®-'^  have  been 


FIGURE  7. 

A portion  of  one  of  the  largest  epithelial  all  nests,  showing  necrosis  and  hemorrhage 
(left  and  center).  Viable  area  of  tumor  is  seen  at  right.  Hematoxylin  and  eosin  (X 
100). 


FIGURE  8. 

One  edge  of  the  central  area  of  epidermal  ulceration  overlying  the  tumor.  Hema- 
toxylin and  eosin  (X  400). 
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reported.  Malignant  chondroid  syringomas 
often  remain  quiescent  for  prolonged  peri- 
ods prior  to  evaluation  and  after  local  resec- 
tion. A variable,  undetermined  period  span- 
ning many  months  from  resection  to  recur- 
rence and  metastasis  often  exists. 

Chondroid  syringomas  can  resemble  a 
variety  of  neoplasms,  and  the  differential 
diagnosis  is  lengthy.  These  tumors  are  often 
clinically  confused  with  sebaceous  cysts, 
benign  epidermal  inclusion  cysts,  fibromas, 
and  dermoid  cysts.  They  may  also  resemble 
histologically  the  synovial  sarcomas,  carci- 
nomas with  largely  mucinous  stromas,  or 
mesenchymal  tumors  with  chondroid  foci."*'^'^ 
However,  all  of  these  neoplasms  may  be  dif- 
ferentiated histologically  from  the  chondroid 
syringoma  upon  close  examination.  Ac- 
cording to  Hirsch  and  Helwig,  chondroid 
syringoma  can  be  identified  microscopically 
by  nests  of  cuboidal  or  polygonal  cells,  ductal 
elements,  tubuloalveolar  structures,  occa- 
sional keratinous  cysts,  and  a matrix  with  a 
variable  appearance  on  hematoxylin-eosin 
staining.^ 

Due  to  the  rarity  of  this  tumor,  no  defini- 
tive treatment  protocol  has  been  advocated 
for  malignant  chondroid  syringomas.  Most 
cases  of  local  lesions  have  been  treated  with 
wide  local  excision  with  a good  outcome. 
However,  in  cases  of  metastatic  disease,  the 
results  have  not  been  as  promising.  There 
have  been  three  reported  deaths  out  of  nine 
cases  with  metastases.^-®-^^  Redono  et  al. 
presented  the  only  reported  case  of  a che- 
motherapeutic trial  for  this  tumor,  and 
although  their  patient  is  still  alive,  she  has 
shown  no  improvement.’®  Schemmer  reports 
the  only  trial  with  radiotherapy,  but  follow- 
up data  are  unavailable.’® 

SUMMARY 

In  summary,  chondroid  syringoma  is  a 
rare  sweat  gland  neoplasm  characterized  by 
its  slow  growth  and  unpredictable  growth 
phase.  When  malignant,  it  has  a significant 
potential  for  recurrence,  metastases,  and 
even  death.  Due  to  the  rarity  of  this  tumor, 
an  accurate  preoperative  diagnosis  is  diffi- 
cult. Therefore,  it  is  important  for  the  clini- 
cian to  have  a high  degree  of  suspicion  for 
chondroid  syringoma  when  considering  the 
differential  diagnosis  of  solid  cutaneous 
nodules.  A patient  has  been  presented  with 
a chondroid  syringoma  with  atypical  fea- 


tures, but  no  unequivocal  evidence  of  malig- 
nancy. This  poses  a therapeutic  dilemma. 
At  the  present  time,  the  best  therapeutic 
option  appears  to  be  accurate  diagnosis, 
wide  local  excision,  and  close  follow-up. 
Further  research  will  elucidate  the  role  of  ad- 
junctive treatment  modalities. 
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We  report  the  clinical  and  light  micro- 
scopic features  of  a rare  case  of  an  atypical 
chondroid  syringoma.  The  lesion  presented 
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as  a subcutaneous  nodule  over  the  left  man- 
dible. Microscopically  the  dermis  and  under- 
lying subcutaneous  tissue  contained  a neo- 
plasm composed  of  multiple  lobules  of  ep- 
ithelial cells  arranged  in  nests  and  cords. 
These  epithelial  cell  formations  contained 
numerous  lumina  and  were  embedded  in  a 
myxoid  stroma.  The  individual  epithelial 
cells  were  polygonal  with  atypical  features 
consisting  of  mildly  pleomorphic  hyperchro- 


matic  nuclei  and  scattered  mitotic  figures. 
We  discuss  the  clinical  and  histopathologic 
findings  of  this  tumor  with  a review  of  the 
literature  and  current  treatment  modalities. 


ACKNOWLEDGEMENT: 

The  authors  gratefully  acknowledge  Daniel  J.  Santa 
Cruz,  M.D.,  for  his  consultative  assistance  in  evaluat- 
ing the  histopathology  in  this  case. 


May  1991 


Nebraska  Medical  Journal  147 


PERINATAL  PAGE 


Management  Of  The  Infant  With 
Meconium  Stained  Amniotic  Fluid 

MARY  EMILY  BUSSEY,  M.D. 

Assistant  Professor  of  Pediatrics 
Joint  Division  of  Newborn  Medicine  of  Creighton  University  and 
the  University  of  Nebraska  Medical  Center 


Meconium  aspiration  syn- 
drome (MAS)  is  a much 
dreaded  complication  of  the 
term  or  post-term  pregnancy  with  meconium 
stained  amniotic  fluid.  The  passage  of  meco- 
nium rarely  occurs  before  34  weeks  gestation 
and  is  seen  with  increasing  frequency  in  the 
post-dates  {>  42  weeks). The  association  of 
meconium  stained  amniotic  fluid  with  compro- 
mise of  the  placental  circulation  and  subsequent 
fetal  asphyxia  was  documented  by  Walker  in 
1954.^  Aspiration  of  meconium  into  the  tracheo- 
bronchial tree  has  been  shown  in  animal  models 
to  produce  mechanical  obstruction  as  well  as 
chemical  inflammation  of  the  alveoli.’’  These 
processes  in  turn  may  produce  air  leak  and 
atelectasis  with  resulting  hypoxemia  and  acido- 
sis, which  produce  persistent  pulmonary  hyper- 
tension (PPHN)  in  the  newborn  infant.^  Prior  to 
the  advent  of  extracorporeal  membrane  oxy- 
genation to  treat  this  condition,  mortality  was 
reported  to  be  as  high  at  50%  in  some  series. 
Conventional  treatment  includes  the  use  of 
mechanical  ventilation  and  supplemental  oxy- 
gen to  increase  pH  and  pO^,  sodium  bicarbon- 
ate to  increase  pH,  tolazoline  to  reduce  pulmo- 
nary resistance,  and  volume  and  pressor  sup- 
port to  maintain  adequate  perfusion. 

In  light  of  the  severity  of  the  disease  and  the 
highly  invasive  nature  of  the  treatment,  primary 
emphasis  has  rightly  been  placed  upon  preven- 
tion. Several  key  investigations  have  directed 
standard  obstetric  and  pediatric  management  of 
the  meconium  stained  infant.  Gregory  ^ ^ 
prospectively  evaluated  the  incidence  and  con- 
sequences of  meconium  stained  amniotic  fluid 
in  1 ,000  consecutive  deliveries. ^Meconium  stain- 
ing was  noted  in  8.8%  of  deliveries,  and  80  of 
the  88  stained  infants  were  intubated  for  tra- 
cheal suctioning  immediately  after  delivery.  56% 
of  these  infants  demonstrated  meconium  within 
the  trachea.  50%  of  infants  with  meconium 
suctioned  from  the  trachea  had  abnormal  chest 
radiographs,  and  35%  required  supplemental 
oxygen  to  maintain  normal  oxygenation  and/or 


developed  some  type  of  pulmonary  air  leak.  In 
other  words,  20%  of  all  meconium  stained 
infants  had  clinical  symptoms  of  respiratory 
distress.  These  authors  argued  that  immediate 
intubation  and  suctioning  of  the  trachea  of  all 
infants  with  meconium  stained  fluid  reduced 
their  mortality  to  0%,  and  they  concluded  that 
this  procedure  should  be  carried  out  as  soon  as 
possible  after  birth  to  minimize  aspiration  of 
meconium  into  the  smaller  airways  and  alveoli. 
46%  of  all  infants  with  meconium  staining  had 
one  and  five  minute  Apgar  scores  < 6 (46%  and 
1 9%  respectively),  suggesting  an  unusually  high 
incidence  of  birth  asphyxia  in  this  series.  Also  of 
note  in  this  series  was  an  18%  incidence  of 
tracheal  meconium  in  the  absence  of  meco- 
nium suctioned  from  the  naso-  or  oropharynx. 

Ting  and  Brady  retrospectively  reviewed  the 
hospital  courses  of  all  infants  with  moderate  or 
severe  meconium  staining  of  the  amniotic  fluid, 
who  were  admitted  to  the  intensive  care  nurs- 
ery for  observation.^  Of  125  infants  43  devel- 
oped symptoms  of  respiratory  distress,  while  82 
were  asymptomatic.  Of  the  43  symptomatic 
infants,  eight  subsequently  died  from  respira- 
tory failure.  Comparison  of  a variety  of  historical 
factors  revealed  the  only  significant  difference 
between  symptomatic  and  asymptomatic  in- 
fants to  be  a history  of  immediate  tracheal 
suction  in  the  delivery  room.  Among  97  infants 
receiving  immediate  tracheal  suction,  there  was 
a 28%  incidence  of  respiratory  symptoms,  and 
only  one  infant  died.  Of  the  28  infants  receiving 
no  tracheal  suction,  there  was  a 57%  incidence 
of  respiratory  symptoms  with  seven  of  the  16 
going  on  to  die  from  respiratory  failure.  Com- 
parison of  Apgar  scores  in  this  series  showed  no 
significant  difference  between  symptomatic  and 
asymptomatic  infants. 

The  necessity  of  immediate  tracheal 
intubation  in  all  cases  of  meconium  staining 
was  questioned  by  Carson  who  utilized  a 
combined  obstetric  and  pediatric  approach.® 
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Hypothesizing  that  complete  removal  of  meco- 
nium from  the  naso-and  oropharynx  priorto  the 
initiation  of  effective  breathing  might  prevent 
MAS,  they  instituted  a policy  of  thorough  DeLee 
suctioning  of  the  upper  airways  immediately 
after  delivery  of  the  head  in  vaginal  deliveries. 
After  delivery  of  the  infant  direct  laryngoscopy 
was  performed  by  the  pediatrician  to  determine 
whether  or  not  meconium  was  present  at  the 
level  of  the  cords.  The  infant  was  intubated  and 
suctioned  only  if  meconium  was  visualized  at 
this  time.  Utilizing  this  type  of  intrapartum 
suctioning,  in  a series  of  1,681  deliveries  with  a 
1 6%  incidence  of  meconium  staining,  mortality 
from  MAS  was  reduced  to  zero,  and  only  one 
case  of  "mild"  MAS  occurred  (defined  as  an 
oxygen  requirement  of  <40%  for  <48  hours). 
This  was  compared  with  previous  mortality  rate 
of  28%  from  MAS  with  a 1.5%  incidence  of 
clinical  disease  in  meconium  stained  deliveries. 
These  authors  argued  that  intrapartum  suctioning 
was  the  critical  factor  and  obviated  the  need  for 
tracheal  suctioning  after  delivery,  unless  meco- 
nium was  seen  at  the  level  of  the  cords.  In 
another  report  these  authors  suggested  that 
more  vigorous  suctioning  is  necessary  when  the 
infant  is  delivered  by  Cesarean  section,  because 
the  decreased  thoracic  pressure  in  this  situation 
does  not  adequately  expel  lung  fluid.® 

These  investigations,  all  performed  in  the 
middle  1970's,  have  directed  obstetric  and  pe- 
diatric management  of  the  meconium  stained 
infant  for  the  past  decade.  Because  of  the  dra- 
matic decreases  in  morbidity  and  mortality  re- 
ported, many  institutions  have  encouraged  a 
combination  of  intrapartum  upper  airway 
suctioning  and  obligatory  post-partum  tracheal 
suctioning.  Only  recently  has  the  need  for  rou- 
tine intubation  of  all  meconium  stained  infants 
been  questioned.  In  a prospective  study  Linder 
et  ^ randomly  assigned  vigorous  (one  minute 
Apgar>8),  vaginally  delivered  term  infants  with 
meconium  stained  amniotic  fluid  to  intubation 
or  no  intubation  groups.'®  All  infants  received 
thorough  intrapartum  suctioning  of  the  upper 
airways.  Of  572  infants  included,  308  were 
intubated  and  264  were  not  intubated  after 
delivery.  The  non-intubated  group  had  rm  respi- 
ratory complications,  while  six  infants  in  the 
intubated  group  had  respiratory  complications 
(four  infants  with  MAS,  two  infants  with  laryn- 
geal stridor  with  residual  hoarseness  persisting 
at  six  months  of  age).  There  were  no  differences 
between  the  groups  in  gestational  age,  weight, 
or  the  incidence  of  particulate/pea  soup  amni- 
otic fluid.  These  authors  argued  quite  convinc- 
ingly that  tracheal  intubation  is  not  without  risk 
and  that  it  is  not  necessary  in  the  vigorous  term 


infant  delivered  vaginally  with  meconium  stained 
amniotic  fluid. 

The  addition  of  this  investigation  allows  us  to 
form  a more  rational  protocol  for  management 
of  the  meconium  stained  infant.  In  the  vigorous 
vaginally  delivered  infant  with  meconium  stain- 
ing who  has  received  adequate  intrapartum 
suctioning  of  the  upper  airways,  tracheal 
intubation  is  not  necessary.  The  vigorous  infant 
delivered  by  Cesarean  section  should  have  the 
cords  visualized  if  meconium  is  present  in  the 
naso-  and  oropharynx  after  delivery,  since  tho- 
racic compression  may  not  have  been  adequate 
to  expel  lung  fluid.  The  infant  with  a low  Apgar 
score  should  still  be  managed  very  aggressively. 
Intrauterine  hypoxia  and  acidosis  may  lead  to 
intrauterine  gasping,  producing  m utero  aspira- 
tion of  meconium."  '^  The  depressed  infant 
should  have  vigorous  intrapartum  suctioning 
and  immediate  tracheal  intubation  and 
suctioning.  This  method  of  approach  will  hope- 
fully decrease  the  incidence  of  iatrogenic  com- 
plications, as  well  as  facilitating  the  decline  in 
morbidity  and  mortality  associated  with  meco- 
nium stained  amniotic  fluid. 
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I would  like  to  make  a few  remarks  on 
professionalism  and  advocacy,  patient's  advo- 
cacy and  violence  in  America  and  Nebraska. 

I'm  not  going  to  bring  up  the  subject  of 
relying  on  Federal  Government  to  find  solu- 
tions. As  we  know  so  many  times  they  become 
part  of  the  problem  instead  of  the  solution. 

Someone  said,  "Put  the  Federal  Government 
in  charge  of  the  Mojave  Desert  and  in  three 
years  you  will  have  a shortage  of  sand." 

We  continue  to  add  to  the  good  life  of 
Nebraska.  Our  medical  association  is  proud  to 
continue  making  good  life  available  and  true  for 
our  citizens.  We  can  assure  the  public  we  will 
always  bear  our  responsibility  in  reliable  profes- 
sional faith.  And  we  expect  the  same  trust  in 
return. 

First  and  foremost,  our  main  duty  as  an 
association  is  to  be  the  physician's  advocate. 
We're  dedicated  to  protecting  physician  rights 
and  promoting  the  profession.  We  foster  medi- 
cine and  protect  it  from  a multitude  of  chal- 
lenges each  year,  and  constantly  assess  the 
encroachment  on  medical  practice  by 
bureaurocracies,  both  federal  and  corporate. 

But  I am  optimistic  and  am  up  beat  about 
Medicine.  I'm  bullish  about  medical  practice. 
We're  doing  things  right  and  we  ought  to  be 
proud  of  it,  and  we  should  let  it  be  known.  We 
have  an  accomplished  set  of  personal  physi- 
cians in  primary  care  roles  in  general  and  family 
practice,  internal  medicine  and  pediatrics.  We 
have  a highly  competent  group  of  other  special- 
ists and  consultants  in  both  specialties  and  sub- 
specialties. Most  are  available  in  relatively  close 
proximity.  What  a wonderful  circumstance  for 
patients  of  Nebraska  and  we  should  be  proud 
of  our  part  in  it.  This  is  not  to  deny  some  areas 
of  shortage  are  continuing  to  grow  and  must  be 
corrected  somehow. 

So  much  of  the  time  we  hear  negatives  and 
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there  are  some,  but  these  are  chiefly  from 
outside  forces  which  appear  to  be  meddling  a 
lot  of  the  time.  Constructive  criticism  we  can 
take  and  consider  it  educational  in  content.  But 
rules  and  regulations  which  are  senseless  or 
appear  to  be  little  more  than  non-productive 
red  tape  are  a disturbing  hassle  factor  we  don't 
need. 

The  limelight  of  debate  and  discussion  must 
focus  on  the  lack  of  access  to  medical  insurance 
coverage  which  is  a major  economic  problem 
and  must  be  addressed  as  such. 

We  are  handling  thousands  of  patients  prob- 
lems, illnesses,  accidents  and  concerns  each 
day  in  a profoundly  efficient  manner,  much 
more  efficiently  than  ever  before  in  history.  We 
know  it  and  should  rightly  be  proud  of  it. 

We  can  emphasize  the  practice  of  medicine 
is  the  best  bargain  around.  We  can  promote  the 
reality  that  we  are  providing  not  only  better 
access  but  high  quality  at  great  value  to  pa- 
tients. 

Several  years  ago,  a Dr.  Victor  Heiser  wrote 
an  autobiography,  "An  American  Doctor's  Od- 
yssey". It  was  impressive  and  followed  the 
lifelong  career  of  a physician.  He  had  several 


fascinating  events  in  his  life  and  many  interest- 
ing circumstances.  There  is  no  doubt  in  my 
mind  that  every  physician's  life  is  as  interesting 
and  could  be  subject  to  outstanding  biogra- 
phies and  autobiographies.  We  live  with  a 
captivating  profession  and  so  do  our  families 
with  their  large  share  in  it.  Long  and  strange 
hours  but  very  gratifying  results  and  satisfaction 
in  the  service  provided. 

I actually  haveafamily  which  recently  moved 
back  to  Nebraska  from  the  East  somewhere, 
and  part  of  their  decision  to  return  was  medical. 
They  had  not  experienced  good  care  after  they 
left  Nebraska  and  were  now  returning.  They 
observed  considerable  differences  in  other 
states.  We  should  again  be  proud  of  Nebraska 
medicine  when  you  hear  reports  like  that. 

Unhappily  - we  don't  think  of  this  much  of 
the  time,  what  with  all  of  our  duties,  interfer- 
ence and  requirements.  But,  nevertheless,  it  is 
true.  We  are  reliable  members  of  a profession 
in  service  to  patients  entrusted  to  our  care. 

Society  has  traditionally  viewed  medicine  by 
the  degree  to  which  we  adhere  to  the  funda- 
mental professional  principles  that  make  us 
different  from  a trade.  These  are  an  education 
process  that  is  a lifetime  commitment,  willing- 
ness to  engage  in  professional  self  regulation 
and  peer  review,  and  our  understanding  of 
medicine  as  a social  good  with  its  emphasis  on 
honor,  compassion  and  a humane  response  to 
human  suffering. 

As  clinicians,  we  focus  talent,  judgement  and 
experience  to  bring  treatments  appropriate  to 
a problem  or  condition.  Ours  is  a very  impor- 
tant applied  science.  We  are  applying  science 
and  technology  by  bringing  them  to  the  people 
utilizing  our  first  rated  consulting  support  sys- 
tems. In  that  sense,  all  of  us  contribute  to  the 
clinical  experience  whether  in  direct  contact 
with  patients  or  not. 

But,  we  should  never  forget  that  our  heads 
are  far  more  important  than  any  computer  or 
device.  We  use  computing  technology  as  tools 
for  our  thinking,  as  sensor  extenders,  and  for 
information  gathering  but  brain  power  is  the  all 
important  interpreter  and  decision-maker  in 
our  search  for  knowledge  and  solutions.  It  is  not 
false  pride  to  keep  that  perspective,  but  it  could 
spell  disaster  to  forget  it.  But  ours  must  also  be 
a humble  profession.  That  was  stated  clearly  a 
couple  of  centuries  ago  by  the  then  famous 
French  surgeon,  Ambrase  Pare  quoting  often  in 


his  autobiography,  "I  dressed  his  wounds  and 
God  healed  them." 

We  shall  continue  our  anti-hassle  measures 
which  really  boil  down  to  insisting  on  efficient 
and  responsible  administration  by  third  parties 
not  only  in  understanding  and  managing  claims 
but  also  in  precertification  and  other  authoriza- 
tion functions. 

We  must  continue  to  monitor  the  PRO 
closely. 

We  must  continue  to  help  both  citizens  and 
physicians  with  Medicare's  underpayment  sys- 
tem and  try  to  correct  their  injustices  of  reim- 
bursement and  improve  their  management  of 
claims. 

"Cost  Containment"  has  become  "Price  Con- 
trol", but  there  is  no  effort  to  contain  our 
expenses  and  we  could  be  caught  in  a bind  if 
that  trend  continues.  Economically,  medical 
facilities  and  our  practices  have  the  right  to 
operate  with  reasonable  profit  margin. 

We'll  continue  to  push  for  tort  reforms. 

We'll  continue  helping  Medicaid  expand  and 
improve  coverage  for  our  indigent  and  unfortu- 
nate patients.  In  fact,  we  need  to  expand  our 
relationship  with  the  Social  Services  to  be  able 
to  assist  in  studies  and  lend  advice  and  support 
on  issues  of  their  responsibility.  These  include 
child  protection  and  adult  protection  services. 

Such  activities  point  in  the  direction  of  our 
second  important  role.  That  is  of  patient  advo- 
cacy. Medicine  historically  has  worked  for  the 
patient's  benefit  but  it  is  time  to  be  stated  and 
clarified  and  not  be  misinterpreted  as  self-serv- 
ing. Our  coalition  is  channeling  a great  deal  of 
effort  here. 

We  champion  and  protect  our  people  on 
many  issues.  Included  in  our  work  are: 

Vigorously  pursuingstrategiesforrural  health 
physician  shortage  and  finding  realistic  solu- 
tions. 

Suggestions  guidingplacement  of  maltreated 
children  in  the  foster  home  programs  which 
were  recently  publicized  as  inadequate. 

Interpreting  and  giving  advice  on  living  wills 
and  durable  powers  of  attorney  which,  by  the 
way,  become  mandatory  for  hospital  admis- 
sions in  December. 

Try  to  enact  changes  to  allow  substituting  a 
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life  insurance  policy  for  health  insurance  by  the 
terminally  ill. 

We  can  study  and  justify  issues  of  H IV  screen- 
ing. 

Doctors  have  been  protectors  as  well  as 
teachers  giving  guidance  and  helping  educate 
patients  to  be  more  competent  in  taking  care  of 
their  own  health  through  improved  life  styles 
and  compliance. 

It  is  very  possible  we  need  to  amplify  all  these 
facts  which  are  not  new,  we've  always  had  the 
patient's  health  at  heart  by  lending  a force  of 
stability.  We  can  be  proud  that  it  promotes  the 
good  life  in  Nebraska. 

We  are  the  patient's  advocate  when  we  act 
in  their  behalf  and  put  their  interests  first.  We 
cannot  resign  that  role  to  insurance  companies 
or  governmental  bodies.  We  are  caring  for 
people  not  statistics. 

The  public  wants  good  health!  A question  all 
of  us  will  be  restling  with  for  some  time  is  - what 
elements  constitute  a basic  health  package? 
Presenting  that  may  prove  to  be  the  most 
important  work  of  the  year.  Our  Health  Plan- 
ning Committee  has  given  us  a definition  as  a 
foundation  to  design  and  orchestrate  a plan. 

We  doctors  must  continue  to  be  the  ones 
who  best  know  and  understand  the  complexi- 
ties our  patients  and  their  families  face  when 
illness  and  injury  and  death  strike. 

For  a few  moments  in  closing,  I'd  like  to  turn 


to  the  subject  of  violence.  In  1989,  the  AMA 
first  took  interest  sponsoring  a National  Confer- 
ence on  Prevention  of  Family  Violence  and 
Victimization.  Recently  in  Miami,  at  a confer- 
ence on  violence  in  America  they  presented  a 
strong  program  on  the  subject  emphasizing 
domestic  violence  as  well  as  street  crime. 

Somehow  we  can  help  call  attention  to  ter- 
rible results  and  lend  our  efforts  toward  com- 
prehensive solutions.  But,  the  ony  way  society 
will  confront  these  problems  is  first  to  become 
aware  of  the  magnitude  and  pervasiveness,  and 
quit  hiding  behind  the  peaceful  comfort  of 
denial. 

Illicit  drugs  and  their  sale  are  responsible  for 
a large  share  of  the  problem,  but  by  no  means 
all. 

The  public  needs  insight  to  practice  preven- 
tive medicine  in  those  sick  areas  of  society.  Our 
dedication  will  be  to  alert  that  perception. 

All  of  these  issues  and  questions  will  be 
addressed  successfully  only  with  a united  force 
and  by  our  various  commissions,  committees 
and  delegates.  They  have  done  a superb  job  in 
the  past  and  we  have  the  greatest  confidence 
they  will  do  so  in  the  future.  Whatever  course  of 
action  the  House  of  Delegates  assigns  to  the 
Board  of  Directors  will  be  carried  out  with 
vigorous  attention  to  fulfill  the  serious  duties  of 
this  Association. 

I look  forward  to  sharing  these  duties  with  all 
of  you  and  thank  you  again  for  your  time,  hard 
work,  and  deliberations. 


WELCOME  NEW  MEMBERS 


Samuel  E.  Smith,  M.D. 
6920  Van  Dorn 
Lincoln,  NE  68506 


Carl  L.  Falcone,  M.D. 
450  E.  23rd 
Fremont,  NE  68025 


Robert  W.  Dugas,  M.D. 
6940  Van  Dorn,  #201 
Lincoln,  NE  68506 
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THE  AUXILIARY 


Health  Projects  Recognition 


JEANETTE  SCHLICHTEMEIEK 


Debbie  Elson,  State  Health  Projects  Chair- 
man, writes,  "Auxiliary  members  across  Ne- 
braska have  had  a busy  and  very  successful 
year  implementing  a variety  of  health  projects 
to  meet  the  needs  of  their  communities.  Eve- 
ryone is  to  be  congratulated  on  their  enthusi- 
astic contributions  and  remember  the  impact 
that  they  have  made  on  the  many  lives  that 
they  have  touched.  All  of  you  have  made  a 
difference!" 

A new  County  Health  Project  Recognition 
Program  was  instituted  this  year  at  the  Annual 
State  Convention  in  Lincoln  April  27th.  Each 
county  project  was  recognized  at  the  Awards 
Brunch.  Here  are  some  of  those  projects: 

ADAMS  COUNTY 

The  Adams  County  Medical  Society  Auxil- 
iary distributed  national  "Shape  Up  For  Life" 
coloring  books  to  all  students  K-3  in  the  public 
and  private  schools  of  Hastings.  This  was  done 
during  the  month  of  February  to  help  empha- 
size Heart  Month. 

Auxiliary  members  also  participated  in  the 
Imperial  Mall  Health  Fair  March  16  & 17. 

BUFFALO  COUNTY 

Following  suit,  the  Buffalo  County  Medical 
Auxiliary  also  placed  the  AMAA  "Be  A Winner: 
Shape  Up  For  Life"  coloring  books  at  the 
Kearney  Area  Children's  Museum  to  go  along 
with  its  Healthy  Heart  Display.  These  coloring 
booklets  encourage  children  to  make  good, 
healthy  lifestyle  choices  at  an  early  age.  Ac- 
cording to  Roxanne  Bascom,  their  auxiliary 
will  also  distribute  the  coloring  booklets  to 
kindergarteners  when  they  tour  the  hospital 
this  fall. 

Continuing  to  promote  good  health  in  the 
Buffalo  County  community,  the  auxiliary 
donated  funds  to  the  following: 

Good  Samaritan  Hospital  Foundation  for 
nursing  scholarships,  Kearney  Area  Substance 
Abuse  Prevention  Program  for  publications, 
SAFE  Center  in  Kearney,  a shelter  for  battered 
women  and  their  children,  for  programs  desig- 
nated by  the  Board  of  Directors. 


BURT-WASH  I NGTON  COUNTIES 

The  Burt-Washington  Auxiliary  members 
have  been  busy  with  the  Hospital  Sale,  so  that 
they  can  earn  enough  money  to  purchase  a 
blood-gas  machine. 

Regarding  good  health,  it  should  be  noted 
that  the  Burt-Washington  Auxiliary  originated 
a County  Health  Fair  years  ago.  Their  efforts 
have  been  continued  as  the  area  Hospital 
Auxiliary  continues  this  project  in  conjunction 
with  the  Health  Fair  of  the  the  Midlands. 

DODGE  COUNTY 

Seat  Belt  Safety  is  Dodge  County's  Health 
Project.  Their  goal  is  to  emphasize  the  need 
for  utilizing  seat  belts  in  order  to  decrease  the 
incidence  and  severity  of  injuries  suffered  by 
children  and  adults  in  traffic  accidents.  The 
auxiliary  will  have  a booth  at  the  Health  Fair  of 
Memorial  Hospital  of  Dodge  County  where 
they  will  be  showing  the  NMAA  video  "Seat 
Belts  and  the  Family"  and  distributing  bro- 
chures from  the  Nebraska  Department  of 
Health  entitled  "Kids  'N'  Cars,  Riding  Safe." 

The  "Kids  'N'  Cars,  Riding  Safe"  brochure 
explains  how  to  select  the  right  car  seat  and 
discusses  the  appropriate  ages  and  sizes  for 
the  use  of  infant  safety  seats,  child  safety  seats 
and  safety  belts.  The  Dodge  County  Medical 
Auxiliary  will  staff  the  booth  on  May  11. 

HALL  COUNTY 

In  order  to  raise  money  for  their  health- 
related  donations,  the  Hall  County  Medical 
Auxiliary  hosted  a Progressive  Dinner  featur- 
ing the  theme  — "An  English  Meal"  with  tea  and 
trifles  for  dessert.  According  to  Auxiliary  Presi- 
dent jeanne  Nabity,  their  auxiliary  will  meet 
later  in  March  to  select  the  fundraising  recipi- 
ents. 

In  December,  Hall  County  Medical  Auxil- 
iary selected  "Make  a Wish,"  which  helps 
make  wishes  come  true  for  terminally  ill  chil- 
dren, as  their  Christmas  contribution  recipi- 
ent. 
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LANCASTER  COUNTY 

The  Lancaster  County  Medical  Auxiliary 
hosted  a Health  Fair  at  the  Gateway  Mail  last 
February  featuring  "Health  in  the  90's."  Their 
goal  was  to  educate  the  public  by  focusing  on 
good  health  awareness  and  healthy  lifestyles 
as  well  as  provide  medical  tests  and  screening. 

Nineteen  health  related  organizations  par- 
ticipated in  the  Health  Fair  including  the  Lan- 
caster County  Medical  Society  and  the  Auxil- 
iary. 

The  Health  Fair  drew  a great  deal  of  positive 
response  from  the  organizations  involved  and 
from  the  community,  according  to  Lancaster 
Auxiliary  President  Pat  Lundak.  It  helped  in 
providing  the  public  with  general  health  infor- 
mation that  is  available  in  Lancaster  County 
and  gave  the  auxiliary  an  opportunity  to  share 
their  concern  for  developing  healthy  lifestyles. 

Since  this  Health  Fair  was  so  successful,  it 
was  planned  again  for  February  1991.  How- 
ever, due  to  technicalities  of  holding  the 
Health  Fair  in  a public  place,  it  had  to  be 
cancelled. 

LINCOLN  COUNTY 

The  Lincoln  County  Auxiliary  contributed 
the  winning  gingerbread  house,  a replica  of 
Buffalo  Bill's  home,  Scout's  Rest  Ranch,  for  the 
Gingerbread-Land  Benefit  sponsored  by  the 
hospital  auxiliary.  According  to  Auxiliary  Presi- 
dent Dorris  Ashley,  the  medical  auxiliary  had 
an  active  role  in  the  fundraiser,  which  will  go 
towards  the  addition  to  the  Great  Plains  Medi- 
cal Center. 

Another  health  project  includes  the  involve- 
ment in  the  upcoming  Health  Fair  in  North 
Platte,  jane  Taylor  will  chair  the  auxiliary  spon- 
sored booth. 

"Medical  Wives  Care"  has  been  a slogan  for 
the  Lincoln  County  Medical  Auxiliary.  In  order 
to  diversify  their  public  awareness,  auxiliary 
members  sponsored  luncheons  where  the  ad- 
mission charge  was  a contritution  to  AMA-ERF 
and  to  North  Platte's  Good  Fellow  Shoe  Fund. 

MOMSA 

MOMSA  has  joined  forces  with  the  Metro- 
politan Omaha  Medical  Society  in  studying 
the  AMA-American  Bar  Association  Drug  Pro- 


gram for  use  in  the  Omaha  area.  Thier  goal  is 
to  work  with  all  area  school  systems  in  order 
to  determine  the  best  way  to  implement  this 
program,  which  "unites  lawyers,  doctors, 
teachers,  parents,  and  youth  against  drug  and 
alcohol  abuse." 

Another  joint  project  with  MOMSA  is  the 
"Aide  to  Romania"  project.  Under  the  leader- 
ship of  Dr.  Jim  Manion,  an  Omaha  physician, 
and  Toma  Ovici,  a local  tennis  professional  of 
Romanian  origin,  a drive  is  underway  to  col- 
lect used  medical  equipment,  supplies,  and 
journals  to  be  sent  to  Romania. 

MOMSA  also  created  a support  group  for 
medical  spouses  whose  husbands  were  serv- 
ing in  Saudi  Arabia.  Auxiliary  members  mailed 
cards,  made  phone  calls,  took  spouses  out  for 
lunch,  and  offered  assistance  where  needed. 

Supporting  the  AMAA  adolescent  health 
program,  MOMSA  will  be  contributing  its 
Kitchen  Tour  profits  to  the  Uta  Halee  Girls 
Village,  which  was  established  in  1950  to 
provide  residential  psychiatric  treatment  for 
dependent,  neglected,  predeliquent,  emo- 
tionally troubled  young  girls  between  the  ages 
of  12-18.  Other  monies  will  be  donated  to 
AMA-ERF,  NMF  and  the  Organ  and  Tissue 
Donor  Task  Force. 

NORTHEAST  NEBRASKA 

The  Northeast  Nebraska  Medical  Auxiliary 
is  using  the  topic  of  sexual  and  verbal  abuse 
on  children  as  its  Health  Project.  They  have 
joined  a local  drug  awareness  group  to  reach 
out  to  the  children  of  their  community  through 
the  public  and  private  schools. 

SCOTTSBLUFF  COUNTY 

The  Scottsbiuff  County  Medical  Auxiliary 
will  be  promoting  bicycle  safety  by  informing 
children,  parents,  and  teachers  on  the  impor- 
tance of  selecting  the  right  size  bike,  helmet 
tips,  etc.  Bicycle  Safety  literature  will  be  dis- 
tributed to  schools,  youth  groups,  and  other 
community  groups  in  the  Scottsbiuff  area  this 
spring. 

They  have  also  received  commitment  for 
four  physicians  and  four  lawyers  to  present 
the  AMA-ABA  drug  partnership  program  to 
the  various  schools. 
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WHEREAS,  we  consider  it  fitting  and  proper 
to  express  our  thanks  to  all  who  have  contrib- 
uted to  the  success  of  the  convention  and  the 
accomplishments  of  the  past  year,  THERE- 
FORE BE  IT 

RESOLVED  that  we,  the  members  of  the 
Nebraska  Medical  Association  Auxiliary,  ex- 
tend our  sincere  thanks  and  appreciateion  to 
the  officers  and  other  members  of  the  Ne- 
braska Medical  Association  Auxiliary  Board  of 
Directors  who  have  so  ably  carried  on  the 
business  necessary  for  the  proper  function  of 
our  organization  and  be  it  further 

RESOLVED,  that  our  thanks  and  apprecia- 
tion be  directed  to  the  members  of  the  Lancas- 
ter County  Medical  Society  Auxiliary,  hostess 
to  this,  the  66th  Annual  Meeting,  for  the 
gracious  hospitality  extended  to  us  all;  and  be 
it  further 

RESOLVED,  that  we  exetend  our  welcome 
and  thanks  to  Cathie  Martin,  North  Central 
Regional  Director  of  the  American  Medical 
Association  Auxiliary  for  her  attendance  at 
our  convention;  and  be  it  further 

RESOLVED,  that  we  declare  particular  grati- 
tude to  the  President  of  the  Lancaster  County 
Medical  Society  Auxiliary,  Pat  Lundak,  to  our 
Convention  Chairman  Desta  Osborne;  to  our 
Co-Chairman  Dorothy  Shaffer,  their  gracious 
committee  and  to  all  who  have  assisted  so 
capably  in  planning  for  our  comfort  and  pleas- 
ure; and  be  it  further 

RESOLVED,  that  the  Nebraska  Medical 
Association  be  advised  of  our  appreciation  of 
their  assistance  and  leadership,  in  particular 
that  of  Paul  Collicott  M.D.  The  Commission  of 


Association  Affairs  be  informed  of  our  grate- 
fulness for  their  help  and  advice  throughout 
the  year  and  for  generously  sharing  with  us 
those  portions  of  their  program  we  are  priv- 
iledged  to  attend,  and  be  it  further 

RESOLVED,  that  we  make  known  to  Mr. 
William  Schellpeper,  Executive  Director  of  the 
Nebraska  Medical  Association,  Mr.  james 
Ruigh,  Assistant  Executive  Director,  and  to 
their  office  staff,  our  deep  appreciation  of  their 
support  and  assistance  in  all  matters  pertain- 
ing to  the  Auxiliary,  and  be  it  further 

RESOLVED,  that  our  thanks  be  extended  to 
Dr.  Benjamin  Gelber,  Editor  of  the  NEBRASKA 
MEDICAL  JOURNAL  for  the  inclusion  of  the 
Auxiliary  News  page;  to  Elba  Lau,  Editor  of  the 
NEWSLETTER  of  the  Nebraska  Medical  Asso- 
ciation Auxiliary;  to  Medical  Liability  .Mutual 
and  Methodist  Hospital  for  their  interest  and 
monetary  support  of  our  NEWSLETTER;  and 
the  NMA  office  personnel  for  their  help  in 
preparing  material  and  mailing  same,  and  be  it 
further 

RESOLVED,  that  we  pledge  our  loyalty  and 
devotion  to  the  Nebraska  Medical  Associa- 
tion Auxiliary,  that  we  continue  to  be  faithful 
in  supporting  its  activities,  promoting  its  proj- 
ects and  protecting  its  reputation  and  high 
ideals  and  be  if  finally 

RESOLVED,  that  these  resolutions  be  pub- 
lished in  the  NEBRASKA  MEDICAL  ASSOCIA- 
TION JOURNAL. 

Beverly  Kruger 
Chairman,  RESOLUTIONS 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
FOR  CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  — A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conven- 
ience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicians 
how  to  access  information  from  their  own 
PC's  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information  contact:  Center  for 
Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MED 
CONSULT  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


CONTINUING  MEDICAL  EDUCATION 
COURSE  SCHEDULE 

MAY  11  & 25,  1991  — Traineeship  for 
Norplant  Implantable  Contraceptive,  UNMC 
Campus. 

MAY  13-14,  1991  — Quality  Assurance  for 
Medical  Directors  in  Long  Term  Care  Facili- 
ties, UNMC  Campus. 


MAY  1 8, 1 991  — Hands-on  Workshop  on  Stero- 
taxis.  University  of  Nebraska  Medical  Center 
Campus. 

JUNE  6-7,  1991  — 40th  Annual  Program  on 
Obstetrics  and  Gynecology,  Red  Lion  Inn, 
Omaha,  Nebraska 

JUNE  21-23,  1 991  — Treatment  of  the  Allergic 
Patient,  Madden's  Resort,  Brainard,  Minne- 
sota 

JUNE  22-23,  1991  — Lipids/CV  Disease  Pro- 
gram, Mahoney  State  Park 

OCTOBER  24-27, 1 991  — Nebraska-Dartmouth 
Ethics  Conference,  Red  Lion  Inn,  Omaha,  Ne- 
braska. 

CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE 

JUNE  15-22,  1991  - The  Tenth  Annual 
Conference  will  be  held  at  Wolverine 
Lodge,  Lynn  Lake,  Manitoba,  Canada.  Fee, 
$150.00 

For  more  information,  contact:  Sharlene  Knippel- 

meyer,  RN,  BS,  Education  & Staff  Development,  Lincoln 

General  hlospital,  2300  South  16th  Street,  Lincoln,  NE 

68502,  (402)  473-5638. 


MAYO  FOUNDATION 

MAY  10-11,  1991  — Ophthalmic  Reviews, 
Rochester,  Minnesota,  Contact:  Postgradu- 
ate Courses,  Section  of  Continuing  Educa- 
tion, Mayo  Foundation,  Rochester,  MN 
55905.  Phone:  (507)  284-2509  or  Toll  Free 
800-323-2688. 

MAYO  SYMPOSIUM  ON  SPORTS  MEDI- 
CINE — November  8-9,  1991,  Rochester, 
Minnesota,  Contact:  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo 
Foundation,  Rochester,  MN  55905,  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 
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14TH  ANNUAL  BLACK  HILLS  SEMINAR 

JUNE  19-21,  1991  — Fourteenth  Annual  Black 
Hills  Seminar-Advances  in  Clinical  Pediat- 
rics, Golden  Hills  Resort,  Lead,  South  Da- 
kota, sponsored  by  University  of  South  Da- 
kota School  of  Medicine  and  the  A.A.P. 
South  Dakota  Chapter.  Topic  areas  include 
Infectious  Disease,  Gastroentherology,  Car- 
diology, Ambulatory  and  General  Pediatrics. 
Contact:  Debbie  Meyer,  USD  School  of 
Medicine,  1100  S.  Euclid,  P.O.  Box  5039, 
Sioux  Falls,  SD  571  1 7-5039,  (605)  333-71  78. 

Kiebraska  medical  association 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 13-14,  1991,  Cornhusker  Hotel, 
Lincoln 

ANNUAL  SESSION  — House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 
Omaha. 

CREIGHTON  UNIVERSITY 
CME  PROGRAMS 

MAY  25-26,  1991  — Family  Medicine  Update, 
Okoboji,  Iowa.  CME  Application  to  be  pro- 
cessed 

JUNE  7-8,  1991  — (June  6,  1991  "Optional" 
Surgical  Observation)  — Therapeutic  Lapa- 
roscopy for  General  Surgeons,  Creighton 
University,  Omaha,  Nebraska 

JULY  9-13,  1991  — Present  and  Future  Clinical 
Applications  of  Tumor  Markers,  Ritz  Carlton 
Hotel,  Kona,  Hawaii/Category  1 AMA  credit 
will  be  available. 


SEPTEMBER  6,  1991  — Advances  in  Surgical 
Cancer,  Marriott  Hotel,  Omaha,  Nebraska. 

SEPTEMBER  27-28,  1991  - Foot  and  Ank'e 
Care  for  the  Primary  Physician,  Marriott  Ho- 
tel, Omaha,  Nebraska.  CME  Application  to 
be  processed. 

OCTOBER  10,  1991  — Thomas  Timothy  Smith 
Lecture,  Omaha,  Nebraska.  CME  Applica- 
tion to  be  processed. 

OCTOBER  25-26,  1991  - Sixth  Annual  A Day 
With  the  Perinatologists,  Holiday  Inn  Cen- 
tral, Omaha,  Nebraska.  CME  Application  to 
be  processed. 

NOVEMBER  9-10,  1991  — Second  Annual 
Acute  Management  of  the  Trauma  Patient, 
Marriott  Hotel,  Omaha,  Nebraska 

DECEMBER  7,  1991  — Urology  Conference, 
tentative. 


MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 

SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha;  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 

University  School  of  Medicine,  Continuing  Medical 

Education  Division,  Omaha,  Nebraska  68178-0072, 

1 -800-5 48-CM ED  or  1-402-280-1830. 
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IN  MEMORIAM 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


ALISTER  1.  FINLAYSON,  M.D.  - (Born  Febru- 
ary 3,  1 91 4 — died  February  22,  1991).  Medi- 
cal Specialty  — Neurological  Surgery.  Doctor 
Finlayson  was  a graduate  of  the  University  of 
Nebraska  College  of  Medicine  in  1937  and 
practiced  in  Omaha.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association.  Survivors  in- 
clude wife,  Ruth;  sons  John  of  Omaha  and  jay 
of  Lincoln;  daughters  Judy  Watson  of  Okla- 
homa City,  OK,  and  Julie  Brandon  of  Lincoln; 
and  six  grandchildren. 

LOUIS  E.  DICKINSON,  M.D.  - (Born  Novem- 
ber 10,  1 91 0 — died  February  8,  1991)  Medi- 
cal Sepcialty  — General  Practice.  Doctor 
Dickinson  was  a graduate  of  the  University  of 
Nebraska  College  of  Medicine  in  1934  and 
practiced  in  McCook.  He  was  a member  of 
the  Nebraska  Medical  Association  and  the 
American  Medical  Association.  He  is  sur- 
vived by  a sister,  Janet  Dickinson  of  Denver. 

DAVID  M.  BLOCH,  M.D.  — (Born  December 
25,  1898  — died  February  7,  1991)  Medical 


Specialty  — General  Practice.  Doctor  Bloch 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1924  and  practiced  in 
Arlington.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association.  Doctor  Block  is  survived  by 
his  wife,  Mildred;  son.  Dr.  Dean  M.  of  Arling- 
ton; a step-son.  Dr.  Ronald  Wachter,  Spring- 
field,  MO;  a step-daughter,  Janey  Nelson  of 
Arlington,  VA;  three  grandchildren  and  seven 
great-grandchildren. 

CARL  P.  TRANISI,  M.D.  (Born  in  Sicily  — died 
January  21,  1991)  Medical  Specialty  — Gen- 
eral Surgery.  Doctor  Tranisi  was  a graduate  of 
the  Creighton  University  School  of  Medicine 
in  1950  and  practiced  in  Omaha.  He  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association. 
He  is  survived  by  his  wife,  Marie;  sons,  Frank, 
Paul  and  Jim;  daughters,  Carla  Stout,  Christie 
Keplinger  and  Rita  Bohlim;  a brother  Joe,  and 
sisters,  Christein  Salerno  and  Fina  Turco;  and 
two  grandsons,  all  of  Omaha. 
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ULCERAnVE  COLITIS 
CAN  STRIKE  ANY  FAMILY 


We  are  all  equally  at  risk. 

Young  and  old.  Rich  and  poor.  Black  and 
white.  Republican  and  Democrat. 

Ulcerative  colitis  and  Crohn’s  disease  don’t 
discriminate. 

These  two  dangerous  and  misunderstood 
diseases  now  affect  about  two  million  Ameri- 
cans from  every  walk  of  life. 

The  Bush  family  knows  this  only  too  well. 

In  1986,  ulcerative  colitis  nearly  claimed  the 
life  of  the  youngest  Bush  son,  Marvin. 

Only  surgery  to  remove  his  entire  large 
intestine  saved  him. 

Until  we  find  a cure,  countless  others  will 
endure  the  agony  and  humiliation  of  these 
devastating  diseases. 


The  hope  is  education  and  research. 

Marvin  Bush  and  the  Bush  family  urge  you 
to  learn  more  about  how  the  Crohn’s  & Colitis 
Foundation  of  America  is  helping  victims  and 
their  families. 

Together  we  can  make  a difference. 

Because  the  only  thing  shameful  about 
these  diseases  is  that  there’s  still  no  cure. 


Crohn’s  & Colitis  Foundation 

of  America,  In  c* 


1-800-343-3637 

In  metro  N.Y  area  212-685-3440. 


*(formerly  National  Foundation  for  Ileitis  and  Colitis,  Inc.) 


mill 


ACKNOWLEDGEMENTS 


The  Nebraska  Medical  Association  gratefully  acknowledges  the  support  of  the 
following  foundations,  hospitals  and  business  interests  for  their  contribution  to 
the  1991  Annual  Session. 


FOUNDATIONS 
Olney  Foundation 


HOSPITALS 


AMI  St.  Joseph  Hospital  and 
Center  for  Mental  Health 
Archbishop  Bergan  Mercy  Hospital 
Bishop  Clarkson  Memorial  Hospital 
Bryan  Memorial  Hospital 


Immanuel  Medical  Center 
Lincoln  General  Hospital 
Methodist  Hospital 
Richard  Young  Hospital 
Saint  Elizabeth  Community 
Health  Center 


BUSINESS  INTERESTS 


Abbott  Laboratories 
Add-Vantage 
Pancretec 
Omni-Flow 
Lifecare  PCA 

Blue  Cross  and  Blue  Shield 
of  Nebraska 

BCBSN-NMA  Health  Care  Plan 
HMO  Nebraska 
PPO  Nebraska 
Medicare  Supplemental 

CIBA  Pharmaceutical  Company 
Lotensin 
Estraderm 
Voltaren 

Glaxo  Pharmaceuticals 

Zantac 

Ceftin 

Zinacef 

Fortaz 


W.  L.  Gore  & Associates, 
Medical  Products  Division 
Gore-Tex  Removable  Ring  Graft 
Gore-Tex  Soft  Tissue  Patch 
Gore-Tex  Cardiovascular  Patch 
Gore-Tex  Suture 

Hewlett  Packard 

Monitors 
ECG  Machines 
Defibs 
Ultrasound 

lOLAB  Intraocular 

Intraocular  Lenses 
Am  Vise 

Micra  Instruments 
Site  Phaco 

Lederle  Laboratories 
Suprax 
Verelan 
Hib-Titer 
Minocin 
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BUSINESS  INTERESTS 


Mead  Johnson  Nutritional 
Division 

Enfamil 
Pro  Sobee 
Nutramigen 
Ricelyte 

Medical  Liability  Mutual  Ins. 
Co.  of  Nebraska 

Professional  Liability  Insurance 

The  Medical  Protective 
Company 

Professional  Liability  Insurance 

Miles,  Inc. 

Cipro  Oral 
Cipro  JV 
Nimotop 
Azlin/Mezlin  JV 

Norwich  Eaton 
Pharmaceuticals,  Inc. 

Macrodantin 

Entex 

Vivonex  T.E.N. 

Didconel 

Organon,  Inc. 

Norcuron 

Parke-Davis,  Division  of 
Warner-Lambert 

Lopid 
Dilantin 
Loestrin 
Procan  S.R. 


St.  Paul  Fire  & Marine 
Insurance  Company 

Physicians'  Professional  Liability 
Professional  Office  Package 
PAK  II 

Personal  & Commercial  Umbrella 

Sandoz  Pharmaceuticals 
DynaCirc 
Tavist 
Triaminic 
TheraFlu 

Searle  Laboratories 
Calan  SR 
Cytotec 
Kerlone 
Demulen  1/35 

Smith  Kline  Beecham 

Tagamet 

Augmentin 

Timentin 

Eminase 

Telectronics  Pacing  Systems 
META  DDDR 
META  II  VVIR 
REFLEX  DDD 
9600  Laptop  Programmer 

Wyeth-Ayerst  Laboratories 
Premarin 
Verelan 
Orudis 
LoDine 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 
308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

William  J.  Lawton,  M.D.  Agnes  Gomes,  M.D. 

Stanley  F.  Nabity,  M.D.  OBSTETRICS  - GYNECOLOGY  Karen  M.  Higgins,  M.  D, 
Barton  D.  Urbauer,  M.D.  William  Gomes.  M.D.  Larry  J.  Marshall,  M.D. 

INTERNAL  MEDICINE  John  P Reilly,  M D.  SURGERY 

William  J Landis.  M.D.  James  V.  Reiss,  M.D. 

11-90 


LINCOLN,  cont. 

NEBRASKA  HEART  INSTITUTE 

Supports  The 

Nebraska  Medical  Association 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  George  Papanicolaou,  M.D. 

R.  Kent  Jex,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-90 


LINCOLN, 

LINCOLN  SURGICAL  GROUP,  P.C. 

• PERIPHERAL  VASCULAR  SURGERY 
■ SURGERY  OF  TRAUMA 

• GENERAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 

PAUL  E.  COLLICOTT,  M.D.,  FACS  JOHN  I.  CHERRY,  M.D.,  FACS 

CHESTER  N.  PAUL,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  68510 

Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462 

11-90 


□■■■■■  CONSULTATIVE 

□"■■■S  nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


NEBRASKA  HEART  INSTITUTE 

Supports  the 

Nebraska  Medical  Association 


Cardiology  Consultants,  P.C. 


Walt  F.  Weaver 
Dale  A.  Hansen  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 


(402)  489-6554  or  1-800-MED-LINC 

11-90 


OMAHA 


Filkins  F'ye  Consultants 


434  The  Doctors  Building 
4239  Farnam  Street 
Omaha,  NE  68131 
402/559-2020 

237  Eighty-One  Eleven 
Medical  Center 
81 1 1 Dodge  Street 
Omaha,  NE  68114 
402/390-8100 


Diseases  And 
Surgery  of  the  Eye 


John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottinan,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D.  n.90 
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PHYSICIAN'S  DIRECTORY,  cont. 

Omaha,  cont. 


ONCOLOGY  ASSOCIATES,  P.C. 

DODGE  PROFESSIONAL  CENTER 
8601  West  Dodge  Road  — Suite  18 
Omaha,  Nebraska  681 14 

HERBERT  A.  HARTMAN,  JR.,  M.D.,  FACP 

Medical  Oncology  & Hematology 

Office  Phone:  Home  Phone:  Dial  M.D. 

(402)  391  -1922  (402)  551  -7364  (402)  390-6786 

11-90 


PHYSICIANS 
LABORATORY 
SERVICES.  INC. 


4840 'F'  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402  731-4145 
WATS:  800  642-1 1 1 7 


c.A.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,JR.,M.D. 
M.  SIMONS,  M.O. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


7441  -O'  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN.  NEBRASKA  68510 
1-91  PHONE:  402-488-7710 


NEBRASKA  MEDICAL  ASSOCIATION 

Fall  Session 


September  13-14,  1991 

CORNHUSKER  HOTEL 
Lincoln,  Nebraska 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASK.A  MEDiC.AL  JOURNAL.  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 

PRACTICE  WHERE  OTHERS  WANT  TO  VACA- 
TION! — F.P.  to  join  active  full  range  3-man  family 
practice  in  Salida,  CO  near  skiing,  golfing,  fishing, 
hunting.  Write  T.  Sandell,  M.D.,  1 1 1 Shavano,  Sal- 
ida, CO  81201. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

FAMILY  PRACTICE-HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY  — Dynamic  growth-ori- 
ented hospital  in  beautiful  North  Central  Wis- 
consin is  seeking  Family  Physicians  to  join  a 
growing  practice  in  a new  facility.  The  adminis- 
trative burdens  of  medical  practice  will  be  mini- 
mized in  this  hospital-managed  clinic.  The  hospi- 
tal has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than  similar 
opportunities.  Package  includes  base  income, 
incentive  bonus,  malpractice,  disability,  signing 
bonus  and  student  loan  reduction/forgiveness 
program.  All  relocation  costs  will  be  borne  by 
the  hospital.  Please  contact  Kari  Wangsness, 
Associate,  The  Chancellor  Group,  Inc.,  France 
Place,  Suite  920,  3601  Minnesota  Drive,  Bloom- 
ington, Minnesota,  55435.  (612)  835-5123. 

FAMILY  PRACTICE  PHYSICIAN  - To  join  staff 
of  well-equipped  hospital  based  clinic.  Salary  of 
$100,000  to  $120,000,  malpractice  and  health 
paid,  35  days  paid  personal  leave,  $1,500  CME 
allowance,  relocation  allowance.  Contact  Shirley 
May,  Administrator,  Bennett  County  Hospital, 
Martin,  S.D.  57551,  605-695-6622. 

WANTED  — Opportunities  exist  for  a BC  gen- 
eral surgeon,  and  a BC/BE  urologist  for  assignment 
in  our  surgical  service,  and  a BC/BE  internist  of 
family  practitioner  to  work  in  the  ambulatory  care 
section,  join  the  nation's  largest  health  care  team. 
Licensure  any  state.  Must  meet  English  proficiency 
requirement.  Competitive  salary  with  excellent 
benefits.  Enjoy  Grand  Island,  Nebraska,  named 
one  of  the  50  best  towns  in  America  and  three- 
time recipient  of  the  All-American  City  Award. 
Contact  or  send  CV  to:  Stephen  W.  Maks,  M.D., 
Chief  of  Staff,  VA  Medical  Center,  2201  N. 
Broadwell,  Grand  Island,  NE  68803,  308-382- 
3660,  Ext.  2106.  "Equal  Opportunity  Employer." 


CENTERVILLE,  IOWA  — Weekend  coverage 
available  in  emergency  department  at  this  33  bed 
facility.  Competitive  hourly  rate  and  paid  malprac- 
tice insurance  with  unlimited  tail  coverage.  Con- 
tact Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  62,  Traverse  City,  Ml  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 

FAMILY  PRACTICE  — Midwest  city  of  60,000,  1 
hour  from  metro.  Group  with  6-way  call.  Income 
potential  $160,000.  Superb  clinic  with  state-of- 
the-art  equipment,  across  from  hospital.  No  OB. 
This  is  a superb  Family  Practice  position.  Contact 
Bill  Sherriff,  10955  Granada,  Suite  203,  Overland 
Park,  KS  66211.  1-800-533-0525 

INTERNAL  MEDICINE  — Croup  with  7-way 
call.  Midwest  city  of  60,000,  1 hour  from  metro. 
New  luxury  retirement  villages  in  area.  Superb 
staff,  facility,  and  equipment.  Offices  across  from 
hospital.  Excellent  financial/benefit  package. 
Contact  Judi  White,  10955  Granada,  Suite  203, 
Overland  Park,  KS  6621  1.  1-800-533-0525. 

NEUROLOGY  — Midwest  city  of  60,000,  1 
hour  from  metro.  Croup  with  superb  equipment 
including  CT,  MRI,  EEC,  EMC.  New  Sleep  Lab 
being  planned.  Top  income  with  superb  benefit 
package.  This  is  one  of  the  finest  neurology  posi- 
tions available  in  the  United  States.  Contact  Barb 
Inselman,  10955  Granada,  Suite  203,  Overland 
Park,  KS  66211.  1-800-533-0525. 

ORTHOPEDIC  SURGERY  — Midwest  city  of 
60,000,  1 hour  from  metro.  Join  3 in  superb  group 
located  directly  across  from  the  hospital.  Excellent 
equipment  in-house,  including  CT  & MRI.  Superb 
income/benefit  package.  Contact  Bill  Sherriff, 
10955  Granada,  Suite  203,  Overland  Park,  KS 
66211.  1-800-533-0525. 

PEDIATRICS  — Midwest  city  of  60,000,  1 hour 
from  metro.  Join  3 in  superb  group.  Busy  practice 
- up  to  50  patients  per  day.  Excellent  income  and 
benefit  package.  Contact  Barbara  Inselman, 
10955  Granada,  Suite  203,  Overland  Park,  KS 
6621  1.  1-800-533-0525. 

GENERAL  PRACTICE,  FAMILY  PRACTICE, 
INTERNAL  MEDICINE  — Foreign  Medical  Gradu- 
ates welcome  in  this  group.  1st  year  salary 
$90,000-*-.  2nd  year,  owner  - share  overhead  but 
make  excellent  income  based  on  productivity.  4- 
way  call.  Lovely  family  community  with  state-of- 
the-art  regional  150-bed  hospital.  Contact  Judi 
White,  10955  Granada,  Suite  203,  Overland  Park, 
KS  66211.  1-800-533-0525. 

FAMILY  PRACTICE  PHYSICIAN  - Needed  to 
join  three-man  practice  in  Lincoln,  NE.  Excellent 
opportunity  for  newly-trained  or  experienced  phy- 
sician. Contact  Gene  Schwenke,  Rick  Harley  or 
Doug  Pope  at  770  N.  Cotner,  Suite  205,  Lincoln, 
NE  68505,  402-467-4661. 
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OSCEOLA,  IOWA  — Weekend  coverage  avail- 
able in  emergency  department  of  48-bed  hospital. 
Competitive  hourly  rate  and  malpractice  insur- 
ance provided  with  unlimited  tail  coverage.  Con- 
tact Emergency  Consultants,  Inc.,  2240  South  Air- 
port Road, Room  62,  Traverse  City,  Ml  49684;  1- 
800-253-1795  or  in  Michigan  1-800-632-3496. 

EAMILY  PRACTICE,  INTERNAL  MEDICINE 
AND  GENERAL  SURGERY  PRACTICE  OPPORTU- 
NITIES — Rural  Lake  Country  Community  is  seek- 
ing the  above  practitioners  to  join  a busy  13- 
physician  multispecialty  group.  Quality,  comfort- 
able living  environment,  multiple  recreational  ac- 
tivities, fine  education  opportunities  and  cultural 
activities  abound.  Salary  and  fringe  benefits  very 
liberal.  Send  curriculum  vitae  or  inquries  to  Lake 
Region  Clinic,  P.C.,  Attn:  Joel  Rotvold,  P.O.  Box 
1100,  Devils  Lake,  North  Dakota  58301  or  call 
collect  at  701/662-2157. 

PULMONARY  — Croup  practice  in  Midwest 
metro  area.  Heavy  consultative  practice  with  busy 
critical  care  service.  Academic  affiliation  optional. 
Serve  only  one  hospital,  adjacent  to  office.  Excel- 
lent financial  package.  Contact  Julie  Sherriff, 
10955  Granada,  Suite  203,  Overland  Park,  KS 
66211.  1-800-533-0525. 


FAMILY  PRACTICE  — Denison,  Iowa  seeking  2 
family  practitioners  to  round  out  an  active  medical 
staff  of  5,  serving  town  of  6,500  and  county  of 
1 8,000.  Weekend  ER  coverage  provided  by  hospi- 
tal. Excellent  school  system  and  72  bed  hospital 
located  in  this  scenic  Western  Iowa  community. 
Contact  Kip  Ewen,  Administrator,  712-263-5021 
or  712-263-3830. 

SOUTHWESTERN  IOWA  — Elospital  seeking 
fourth  FP.  Office  overhead  sharing,  $90,000  in- 
come guarantee  and  benefits.  Wanda  Parker,  E.C. 
Todd  Physician  Search,  Inc.,  91  5 Broadway,  Suite 
101,  New  York,  NY  10010,  800-221-4762. 

MINNESOTA  — Community  45  minutes  west 
of  Minneapolis  seeks  additional  family  practition- 
er. Salary  plus  productivity  and  benefits.  Wanda 
Parker,  E.C.  Todd  Physician  Search,  Inc.,  915 
Broadway,  #1101,  New  York,  NY  10010,  800- 
221-4762. 

Cl  — Croup  practice  in  Midwest  metro  area. 
Heavy  consultative  practice,  new  procedure  room 
being  built  in  office.  Excellent  financial  package. 
Serve  only  one  hospital  adjacent  to  office.  Contact 
Julie  Sherriff,  10955  Granada,  Suite  203,  Overland 
Park,  KS  66211.  1-800-533-0525. 
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Drug/Alcohol/Emotional/Other  Health 
Problems 


HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOl^R  FAf\S^ 
FOR  A PROFESSIONAL,  O^^ 

COLLEAGUE 


Call 


^7 


The  Physician’s  Advocacy  Committee<>j 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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THE  NEW  YORK  ACADEMY  OF  MED. 
LIBRARY  PERIODICALS  DEPT. 

2 EAST  103RD  ST. 

NEW  YORK  MV 


SUSTAINED-RELEASE  CAPLETS 


ao.5esie  & co. 


A BRIGHT  IDEA 


TO  START  WITH 


Address  medicat  inquiries  to: 
G.O.  Searie  & Co. 

Medicai&  Scientific 
fnformation  Department 
4901  Searte  Parkway 
SkokieJL  60077 

SEARLE 


G.O  Searfe&Cc 

Bor  5170  C^-‘r.nyo.  >L  ' ' 
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‘Taming  my  professional 
reputation  takes  hard 
work.  Protecting  it 
takes  a multi-billion 
dollar  company.” 


purchased  the  best  medical  liability  insurance 
available  for  physicians  anywhere  My 
reputation  is  protected  by  a financially 
stable  company  with  more  than 
$11  billion  in  assets. 


I depend  on  my  insurer  to  spare  no 
expense  in  protecting  and  defending 
my  reputation.  The  lawyers  most 
experienced  in  medical  liability  are 
ready  to  defend  ma  And  a claim 
representative  who  understands 
my  profession  is  available 
at  all  times. 


I work  hard  to  earn  my  professional 
reputation.  I defjend  on  The  St.  Paul  to 
protect  it.  So  can  you. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  The  St  Paul’s  Omaha  Service  Office  at 
(402)  330-5400  or  1-800-642-8430  and  ask 
for  Robert  Slaughter,  Vice  President  and 
General  Manager. 


ISIftuI 


Another 

Methodist 

Innovation: 

Computerized  Remote 
Afterioading  Brachytherapy 

Methodist  is  proud  to  be  the  first  hospital  in  the  Midlands  to  offer 
Remote  Afterloading  Brachytherapy  to  treat  cancer  patients. 

This  new,  innovative  outpatient  treatment  technique  allows  a 
higher  dose  of  short  range  radiation  (brachytherapy)  to  be  concentrated 
on  a cancerous  tumor  without  harming  healthy  cells  surrounding  it.  Its 
advantages  include: 

• shorter  treatment  times/outpatient  treatment 

• greater  patient  comfort 

• improved  accuracy  of  treatment 

• multicatheter  implant  possibilities  (18  separate  channels) 

• computerized  dose  optimization 

• endobronchial  treatments  possible 

Computerized  Remote  Afterloading  Brachytherapy  has  appli- 
cations to  palliative  and  curative  cases.  It  can  be  safely  combined  with 
chemotherapy  and  allows  for  “on-site"  radioactive  isotopes,  eliminating 
the  need  to  order  new  radioactive  sources  for  each  new  case. 

Computerized  Remote  Afterloading  Brachytherapy  — one  of  many 
reasons  why  people  turn  to  Methodist  Hospital  for  cancer  treatment. 


METHODST 

HOSPriAL 

84th  and  Dodge 


We  know 
over  175  specialists 

who  would 
join  your  practice 
in  a minute. 


Arranging  a consultation  is  now  as  painless  as  picking  up  the  phone.  Just  call  RSVP. 
You’ll  have  immediate  access  to  physicians  from  Creighton  University  School  of 
Medicine/Saint  Joseph  Hospital.  Within  30  minutes,  day  or  night,  the  specialist  you 
request  will  call  you  back  and  share  the  kind  of  expertise  you’ll  only  find  at  a teaching 
hospital.  Keep  the  RSVP  number  nearby.  It’s  like  having  175  specialists  on  your  staff. 

OUTSIDE  NEBRASKA  1-800-2 28- RSVP;  IN  NEBRASKA  1-800-642-RSVP 

RSVP*  REGIONAL  SYSTEM  FOR  VISITING  PHYSICIANS 


Saint  Joseph  Hospital 


.Creighton  University  Medical  Center. 

Teaching,  healing,  leading. 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF  HEALTH 
PROFESSIONS 
COLLECT 
(402)  551-0928 


I 


[ 


Imagine  A Medical  Center 
St  Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 

Let  us  show  you  how  Synapse  can 
provide  valuable  g 
support  for  your  1 4-'  Enter 
patient  practice. 

Enter  into  a partnership  - a partnership 
in  patient  management. 


A service  of  your  University  of  Nebraska  Medical  Center 


For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  ^9^0 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente*,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage. 

Leadership  In  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


c 1991.  EU  ULLY  AND  COMPANY  HI  2921-B-149322 


Glaxo  Inc. 
would  like  to  express 
our  appreciation 
for  your  participation 

in  the  Gulf  War. 

Wt  thank  and 
salute  you  for  your 
accomplishments  there, 
and  we  join  the  nation 
in  welcoming  you  home. 


Glaxo 

GLAXO  INC. 

ALLEN  & HANBURYS  • GLAXO  PHARMACEUTICALS  • GLAXO  OERMATOLOGY 

RESEARCH  TRIANGLE  PARK,  NC  27709 


when  You  Have  More 
Questions  Than  Answers 


Free  professional-to-professional 
consultation  is  available  from  the 
Richard  Young  Consultation 
Line. 

Sponsored  by  Richard  "^’oung 
Hospital,  the  free  “professional- 
to-professional”  consultation  service 
is  a\  ailable  to  all  human  service  profession- 
als, including  physicians,  psvchologists, 
mental  health  personnel,  counselors  and 
social  workers.  It  is  staffed  by  mental  health 
care  professionals  with  access  to  experts 
and  information  from  Richard  Young 
Hospital  on  various  mental  health  problems 
and  services.  In  addition  to  professional 
consultation,  they  can  assist  with  outpatient 
referrals  and  inpatient  admitting. 
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EDITORIAL 

Single  Payor,  Multiple  Tiers 


BENJAMIN  K.  GELBEK,  M.D. 


By  now,  almost  everybody  has  read  newspaper 
accounts  such  as  the  article  in  The  Lincoln  lournal. 
May  3,  1991,  "Underlying  Overhead  Burdens 
Medical  Care".  However,  only  some  of  you  will 
have  read  the  original  article.  (Woolhandler  S., 
Himmelstein,  D.,  "The  Deteriorating  Administra- 
tive Efficiency  of  the  U.S.  Health  Care  System", 
New  England  lournal  of  Medicine,  324:  18  pg 
1 253-1  257.)  The  authors  compare  administrative 
costs  between  the  United  States  and  Canada  over 
the  period  of  1983  to  1987.  Their  conclusion 
seems  to  be  that  we  would  be  more  efficient  to  go 
to  a single  payor  system.  The  newspaper  article 
missed  some  other  very  important  conclusions  in 
the  original  article. 

For  example,  the  article  states,  "cost-contain- 
ment programs  predicated  on  stringent  scrutiny  of 
a clinical  encounter  have  required  an  army  of 
bureaucrats  to  eliminate  modest  amounts  of  un- 
necessary care.  Each  piece  of  medical  terrain  is 
meticulously  inspected  except  that  beneath  the 
inspector's  feet.  Paradoxically,  the  cost  manage- 
ment industry  is  among  the  fastest  growing  seg- 
ments of  the  health  care  economy  and  is  expected 
to  generate  $7  billion  dollars  in  revenues  by  1 993. 
The  focus  on  micro-management  has  obscured 
the  fundamentally  inefficient  structure  required  to 
implement  such  policies."  I recently  read  that  330 
million  dollars  have  been  spent  on  administration 
of  PRO  programs  in  the  latest  contract  period.  If 
the  overall  cost  savings  is  330  million  dollars  or 
less,  then  obviously  the  whole  thing  is  a waste  of 
time  and  money.  Of  course,  accurate  data  on  cost 
saving  is  not  available,  or  at  least  I've  never  seen 
any. 

The  authors  use  Blue  Cross  and  Blue  Shield  of 
Massachusetts  as  an  example  of  inefficiency  pro- 
duced by  the  presence  of  multiple  insurance 
carriers  compared  to  Canada's  single  payor  sys- 
tem. However,  isn't  it  true  that  Blue  Cross  and  Blue 
Shield  has  a virtual  monopoly  of  private  insurance 
coverage  in  Massachusetts?  If  so,  this  makes  it  a 
very  poor  example. 

The  article  compares  an  1 1 .9%  rate  of  over- 
head of  private  insurance  firms  with  3.2%  in  U.S. 
public  programs.  This  figure  doesn't  take  into 
account  that  Medicare  is  actually  administered  by 
the  same  private  insurance  companies.  Medicare 
has  chronically  under-funded  these  carriers,  mak- 


ing it  difficult  for  them  to  do  a decent  job.  The 
public  outcry  due  to  the  poor  administrative 
performance  of  Blue  Cross  and  Blue  Shield  of 
Iowa  led  our  Congressional  delegation  to  replace 
them  with  Blue  Cross  and  Blue  Shield  of  Kansas. 

The  article's  conclusion  that  we  go  to  a single 
payor  on  budget  driven  system  has  some  merit. 
However,  in  order  to  do  that  successfully,  we  will 
need  two  components. 

1.  We  will  need  to  define  what  procedures, 
treatments,  medications,  diseases  and  age  groups 
will  be  funded.  If  the  program  is  open-ended,  the 
ever  increasing  demand  will  consume  all  of  our 
resources  eventually.  This  means  that  some  ra- 
tioning guidelines  will  have  to  be  drawn  up.  The 
80  year  old  with  angina  will  get  a bottle  of 
Nitroglycerin  rather  than  a coronary  bypass  op- 
eration. Achild  in  need  of  a liver  transplant  will  be 
sent  home  so  that  the  funds  can  be  used  for  better 
prenatal  care,  etc.  These  guidelines  will  have  to 
come  about  with  general  consensus  among  the 
whole  of  America  society.  The  enforcement  of  this 
cannot  be  delegated  to  the  physicians  or  hospi- 
tals. 

2.  Fees  will  have  to  be  set  so  that  the  practice 
of  medicine  and  the  administration  of  hospitals 
remains  economically  viable.  While  we  have  only 
tradition  and  historical  precedent  to  say  what 
physician's  services  are  worth,  the  rewards  need 
to  be  high  enough  so  that  we  can  continue  to 
attract  adequate  numbers  of  smart  young  people 
into  the  medical  profession.  Enough  hospitals 
must  remain  open  to  meet  the  needs  of  the 
population. 

3.  In  keeping  with  the  free  market  tradition  so 
beloved  by  the  same  conservatives  who  gave  us 
the  PRO  program,  the  RBRVS,  and  the  Medicare 
fee  freezes,  a system  of  private  health  insurance 
should  be  maintained  so  that  those  citizens  who 
desire  care  above  and  beyond  basic  care  can 
purchase  it  if  they  have  the  means.  This,  of  course, 
leads  to  a two-tiered  medical  care  system.  Nearly 
everything  else  in  our  society  is  multiply  tiered  on 
an  economic  basis.  As  long  as  we  can  provide 
humane  good  quality  basic  medical  care  to  every- 
one, there  need  be  no  objection  to  providing 
something  extra  to  those  who  can  pay  for  it.  Those 
in  Washington  who  don't  agree  with  this  should 
sell  their  Georgetown  houses  and  move  to  public 
housing. 
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EDITORIAL 


Above  All,  Do  No  Harm 

MICHAEL  A.  SCHMIDT,  M.D. 


This  is  not  an  "insurance  company  bashing" 
editorial.  I have  been  in  private  practice  just  shy  of 
fouryears,  hardly  long  enough  to  gain  insight  into, 
and  thus  expound  on,  the  shortcomings  of  health 
insurance.  However,  by  being  an  oddity,  a private 
practice  medical  geneticist,  I have  been  exposed 
to  facets  of  health  insurance  which  may  be  prob- 
lematic. 

One  of  my  first  adverse  experiences  in  private 
practice  was  a young  boy  referred  for  evaluation 
of  a speech  delay.  There  are  many  syndromes 
which  include  delayed  speech,  Fragile-X  being  a 
notable  one  and  occurring  in  an  X-linked  pattern. 
If  recognized,  a family  with  Fragile-X  Syndrome 
can  be  appropriately  counseled  and  affected  per- 
sons might  benefit  from  various  therapies.  The 
male  patient  had  a normal  chromosome  study 
(negative  for  Fragile-X),  and  I did  not  identify  any 
syndrome.  I wasquitedisappointed  when  I learned 
several  months  later  that  the  boy  was  excluded 
from  a family  health  insurance  policy  through  the 
father's  employer  because  he  had  "seen  a geneti- 
cist". Seemingly,  by  association  (or  perhaps  igno- 
rance), the  child  became  a high  risk.  After  several 
phone  calls  and  letters,  the  only  option  was  to  find 
a different  insurance  company  or  attach  a rider 
excluding  any  claims  for  speech  problems.  In  my 
opinion,  this  family  was  in  a "Catch-22"  situation, 
just  trying  to  do  the  best  for  their  son. 

If  a generalist/specialist/subspecialist  doesn't 
know  a diagnosis,  is  he/she  helping  the  patient  by 
coding  a working  diagnosis?  Patients  often  want  a 
label  for  their  problems.  We  all  know  many  will 
doctor-shop  until  they  do  get  such  a label.  Would 
they  still  want  that  label  if  it's  going  to  cancel  their 
insurance  policy  or  jeopardize  the  chance  of 
getting  another  policy  if,  for  example,  they  change 
employers?  If  a physician  knows  a diagnosis,  and 
realizes  that  diagnosis  is  disadvantageous  to  the 
patient's  insurance  status,  should  he  code  gener- 
alities; e.g.  developmental  delay  and  corneal  opaci- 
ties, rather  than  Hurler's  Syndrome?  I'm  sure  the 
latter  would  raise  a red  flag,  since  the  life-long  cost 
of  caring  for  a child  with  Hurler's  Syndrome  is 
substantial. 

It  has  been  demonstrated  repeatedly  that  the 
best  geneticist  has  not  more  than  a 20%  overall 


diagnosis  rate.  This  is  not  surprising,  since  the 
best  geneticist  has  not  more  than  a 20%  overall 
1990  edition  of  McKusick's  Mendelian  Inherit- 
ance in  Man  lists  nearly  5000  disorders. 

I recently  spoke  with  an  achondroplastic  dwarf 
who  had  tremendous  difficulty  obtaining  life  insur- 
ance, solely  because  of  his  diagnosis.  Through  a 
series  of  phone  calls,  I countacted  a lawyer  with 
achondroplasia  who  was  willing  to  advise  my 
patient  of  his  rights  when  dealing  with  insurance 
companies. 

Health  insurance  companies  are  quick  to  reject 
claims  for  what  they  feel  are  inappropriate  diag- 
nostic tests  or  procedures.  I counseled  a woman 
whose  sibling  and  mother  both  had  von  Hippel- 
Lindau  syndrome,  a dominantly  inherited  disorder 
manifesting  with  brain,  eye  and  kidney  tumors. 
Since  the  patient  was  at  50%  risk  and  having 
recurrent  headaches,  I ordered  a CT  scan  after 
discussion  with  the  referring  physician.  The  scan 
was  negative;  however,  the  insurance  company 
flatly  denied  the  claim  for  the  CT  on  three  different 
requests,  since  to  them  headache  was  an  inappro- 
priate indicator  for  a CT  of  the  head.  The  issue 
remained  unresolved  despite  several  letters  to  the 
company  explaining  von  Hippel-Lindau  syndrome. 
Finally,  a letter  to  the  State  Insurance  Commission 
convinced  the  insurance  company  that  a CT  of  the 
head  was  a reasonable  screening  procedure  for  a 
woman  at  risk  for  von  Hippel-Lindau. 

These  experiences  have  uncovered  some  po- 
tential dilemmas  in  my  private  genetics  practice. 
I was  not  trained  for  such  situations  during  medi- 
cal school,  residency  and  fellowship.  Is  it  within 
the  job  description  of  a contemporary  physician 
to  second-guess  an  insurance  company?  The  issue 
is  becoming  more  complicated  as  DMA  technol- 
ogy now  allows  a physician  to  diagnose  genetic 
diseases  months,  years  or  even  decades 
premorbidly.  A physician  who  truly  cares  for  a 
patient  must  weigh  the  consequences  of  diagnos- 
ing a genetic  or  other  chronic  disease  and  thus 
committing  the  patient  to  life-long  problems  with 
health  and  life  insurance.  If  we  fail  to  consider 
these  consequences  when  coding  a diagnosis,  do 
we  breach  our  oath  of  non-malfeasance? 
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ABSTRACT 

CULTURE  and  sensitivity  data 
were  collected  on  over  500 
isolates  from  indwelling  uri- 
nary catheters  in  23  Nebraska  long-term 
care  facilities.  Four  percent  of  all  nursing 
home  patients  had  indwelling  urinary  cathe- 
ters. The  prevalence  of  bacteriuria  in  cathe- 
terized  patients  was  79%.,  and  the  most  fre- 
quent isolates  were  E.  coli,  Proteus  mirabilis, 
and  Enterococcus  species.  Thirteen  percent 
of  catheterized  patients  were  receiving  sys- 
temic antibiotics,  and  85%  had  at  least  one 
urinary  bacterial  isolate  resistant  to  the  anti- 
biotic being  administered.  Antibiotic  resis- 
tance correlated  positively  with  a number  of 
factors  in  the  long-term  care  institutions,  in- 
cluding size  and  skill  level. 

KEY  WORDS: 

Nursing  home,  urinary  tract  infection, 
Foley  catheter,  bacteriuria 

INTRODUCTION 

Despite  the  fact  that  nursing  homes  care  for 
less  acutely  ill  persons  than  hospitals,  the  preva- 
lence of  nosocomial  infections  is  similar  in  the 
two  types  of  facilities.  The  Centers  for  Disease 
Control  estimates  that  approximately  1.5  mil- 
lion infections  occur  in  long  term  care  residents 
per  year.’  Most  surveys  of  long  term  care  ac- 
quired infections  reveal  that  urinary  tract  infec- 
tion is  the  most  common  nosocomial  infec- 
tion,^-^ and  the  urinary  tract  is  an  important 
cause  of  bacteremia  (urosepsis)  in  institutional- 
ized elderly. The  most  important  risk  factor  for 
urinary  tract  infection  in  the  long  term  care 
facility,  as  in  the  hospital,  is  an  indwelling  urinary 
catheter. 

In  an  effort  to  provide  more  accurate  infor- 
mation on  the  distribution  of  bacterial  isolates  in 
long  term  care  catheters,  as  well  as  the  antibi- 
otic sensitivities  of  these  bacteria,  we  performed 


a large  scale  microbiologic  survey  of  urinary 
catheters  in  this  setting. 

METHODS 

All  long  term  care  facilities  with  at  least  90 
beds  within  a 100  mile  radius  of  Omaha,  Ne- 
braska were  invited  to  participate  in  the  study. 
Twenty  three  of  25  invited  facilities  agreed  to 
participate.  The  range  of  number  of  beds  was  92 
to  329,  with  a mean  of  1 70;  1 0 were  licensed  as 
skilled  homes,  and  the  remaining  13  were  li- 
censed for  intermediate  care  beds. 

A survey  team  visited  each  participating  long 
term  care  facility  involved  and  obtained  cul- 
tures on  all  patients  with  indwelling  urinary 
catheter  systems  that  were  available  for  sam- 
pling. The  survey  team  consisted  of  an  infection 
control  nurse  (R.N.)  with  experience  in  hospital 
and  long  term  care  infection  control  and  a 
hospital  pharmacist  who  assisted  in  specimen 
collection  and  labeling  and  who  obtained  anti- 
biotic information  for  each  subject.  The  infec- 
tion control  practitioner  at  each  facility  identi- 
fied and  located  each  catheterized  resident  for 
the  survey  team. 

The  survey  team  collected  specimens  from 
all  catheterized  residents  at  each  long  term  care 
facility  during  3 visits  approximately  one  month 
apart  in  the  summer  of  1 987.  Each  sample  was 
obtained  by  the  following  procedure:  the  sample 
port  on  the  catheter  system  was  prepped  with 
an  alcohol  swab;  a sterile  2 cc  syringe  and 
needle  were  used  to  aspirate  urine  which  was 
then  injected  into  a sterile  vacutainer  tube. 
Tubes  were  coded,  labelled,  and  transported  on 
ice  within  two  hours  to  a university  medical 
center  microbiology  laboratory  for  processing. 

’Address  correspondence  and  reprint  requests  to:  Pamela 
B.  Daly,  Ph.D.,  Meyer  Rehabilitation  Institute,  UNMC,  600  S. 
42nd  Street,  Omaha,  NE  68198-5450. 
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The  R.N.  and  pharmacist  checked  each  other's 
labels  for  accuracy.  Based  on  a simultaneous 
review  of  the  resident's  medication  kardex,  the 
study  pharmacist  collected  certain  information 
on  each  resident  who  had  a specimen  obtained, 
including  date,  age,  room  number  and  any 
systemic  antibiotic  therapy.  The  study  team  also 
recorded  each  facility's  total  number  of  beds, 
surrounding  community  population  and  dis- 
tance to  nearest  acute  care  facility. 

A total  of  406  urine  specimens  were  ex- 
amined. Quantitative  cultures  using  a cali- 
brated loop  were  performed  within  4 hours 
of  specimen  collection.  Colistin-nalidixic-acid 
agar  and  MacConkey  agar  plates  were  in- 
oculated, after  incubation  at  35  C for  24 
hours,  colony  counts  were  performed.  Or- 
ganism identification  and  antimicrobial  sus- 
ceptibility testing  were  done  for  isolates 
present  in  quantities  >5x10  CFU/ml. 

Frozen  break-point  panels  (MicroScan, 
West  Sacramento,  CA)  were  used  for  isolate 
identification  and  antimicrobial  susceptibil- 
ity testing.^  Using  break-point  panels,  organ- 
isms were  determined  to  be  susceptible  (S), 
moderately  susceptible  (MS),  or  resistant  (R) 
to  the  antimicrobial  agents  tested.  In  addi- 
tion, for  166  isolates,  disk  diffusion  suscep- 
tibility testing  to  imipenem  and  nalidixic 
acid  was  done.^  For  both  methods,  appropri- 
ate quality  control  was  performed. 

Laboratory  personnel  recorded  all  infor- 
mation from  the  specimen  tube  labels,  in- 
cluding date,  codes  for  nursing  home  and 
resident,  and  antibiotic  names  on  the  cul- 
ture report  forms. 

RESULTS 

Overall,  4.1  % of  the  residents  in  the  23  long 
term  care  facilities  had  indwelling  urinary  cath- 
eters. All  urinary  catheters  were  closed  systems. 
406  cultures  were  obtained  from  23  long  term 
care  facilities  during  the  study  period.  A total  of 
319  (79%)  of  the  cultures  were  positive,  as 
defined  by  > 50,000  colony  forming  units  (CFU)/ 
ml  of  urine  in  a properly  collected  specimen. 
Because  multiple  isolates  were  commonly  found, 
510  isolates  were  obtained  from  the  319  posi- 
tive cultures  yielding  a mean  of  1 .6  isolates  per 
positive  culture. 

The  10  most  frequent  isolates  found  in  the 
study  are  listed  in  Table  1 . Other  bacteria  recov- 


ered on  at  least  four  occasions  include 
Staphyloccus  aureus  (8),  Citrobacter  freundii 
(7),  Proteus  vulgaris  (7),  group  B streptococci 
(6),  other  betahemolytic  streptococci  (5),  Kleb- 
siella oxytoca  (4)  and  Staphylococcus 
epidermidis  (4).  Of  the  75  Enterococcus  sp. 
isolates,  68  were  Enterococcus  faecalis^  two 
were  E.  faecium,  and  five  were  other  species. 

TABLE  1 

Leading  Bacterial  Isolates 


Organism 

Number  (Percent) 

E.  coli. 

113  (22%) 

Proteus  mirabilis 

71  (14%) 

Enterococcus  faecalis 

68  (13%) 

Providencia  stuartii 

54  (11%) 

Pseudomonas  aeruginosa 

44  ( 8%) 

Klebsiella  pneumoniae 

32  ( 6%) 

Morganella  morganii 

20  ( 4%) 

Serratia  marcescens 

18  ( 4%) 

Providencia  rettgeri 

15  ( 3%) 

Citrobacter  diversus 

13  ( 3%) 

Sensitivity  Data 

Antibiotic  sensitivity 

data  were  obtained 

for  all  isolates.  Pooled 

gram-negative  sensi- 

tivities  to  commonly 

used  oral  antibiotic 

agents  are  listed  in  Table  2,  and  selected  sen- 

sitivities  of  E.  coli  and  1 

Proteus  mirabilis  are 

listed  in  Tables  3 and  4. 

TABLE 

2 

Pooled  Gram  Negative  Sensitivies  — Oral  Agents 

Antibiotic 

% Isolates  Sensitive 

Ajnpicillin 

58% 

Cephalothin 

53% 

Naladixic  acid 

69% 

Nitrofurantoin 

78% 

Norfloxacin 

99% 

Sulfonamides 

72% 

Trimethoprim 

677o 

TMP/SMZ 

837o 

Tetracycline 

397o 

The  percent  of  Enterococcal  species  sensi- 
tive to  relevant  antibiotics  included  ampicillin 
(85%),  nalidixic  acid  (1 2%),  nitrofurantoin  (95%), 
norfloxacin  (1 00%)  and  TMP/SMZ  (50%).  Only 
88%  of  the  Pseudomonas  aeruginosa  isolates 
were  sensitive  to  gentamicin  and  tobramycin, 
although  virtually  all  were  sensitive  to  amikacin, 
cefoperazone,  piperacillin  and  ceftazidime,  as 
well  as  norfloxacin. 

Antibiotic  Data 

Overall,  4.1%  of  residents  in  the  study  long 
term  care  facilities  had  indwelling  urinary  cath- 
eters. At  the  time  of  the  study,  1 3%  of  cathe- 
terized  residents  were  receiving  systemic  antibi- 
otics (usually  oral).  Seventy  six  percent  of  the 
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isolates  from  these  residents  were  resistant  to 
the  antibiotic  being  administered  at  the  time  of 
the  culture,  and  85%  of  these  residents  had  at 
least  one  isolate  in  the  urine  that  was  resistant 

to  the  antibiotic  being  ad 
of  the  culture. 

ministered  at  the  time 

TABLE 

3 

E.  Coli  — Selected 

Sensitivities 

Antibiotic 

% Isolates  Sensitive 

Ampicillin 

71% 

Cefazolin 

96% 

Cefonicid 

97% 

Cefotaxime 

1 00% 

Ceftizoxime 

1 00% 

Cephalothin 

897o 

Gentamicin 

977o 

Nalidixic  acid 

917o 

Nitrofurantoin 

987o 

Norfloxacin 

1 007o 

Sulfonamides 

617o 

Tetracycline 

817o 

Trimethoprim 

807o 

TMP/SMZ 

837o 

TABLE 

4 

Proteus  Mirabilis  — Selected  Sensitivities 

Antibiotic 

% Isolates  Sensitive 

Ampicillin 

72% 

Cefazolin 

79% 

Cefonicid 

86% 

Cefotaxime 

1 007o 

Ceftizoxime 

1 007o 

Cephalothin 

75% 

Gentamicin 

92% 

Nalidixic  acid 

92% 

Nitrofurantoin 

897o 

Norfloxacin 

1 007o 

Sulfonamides 

737o 

Tetracycline 

107o 

Trimethoprim 

77% 

TMP/SMZ 

89% 

The  most  commonly  used  antibiotic  was 
trimethoprim/sulfamethoxazole  (TMP/SMZ) 
in  26  residents.  Other  drugs  used  on, mul- 
tiple occasions  include  nitrofurantoin,  (1 1 ),  oral 
cephalosporins  (4),  tetracycline  (4),  oxacillin 
(2),  and  cefazolin(2). 

Correlation 

To  determine  what,  if  any,  relationship  might 
exist  between  long  term  care  facility  character- 
istics and  microbiologic  data,  Pearson  product- 
moment  correlations  were  performed  between 
selected  long  term  care  characteristics  and  iso- 
late findings. 

The  percent  of  residents  catheterized  corre- 
lated positively  with  the  skill  level  of  the  long 


term  facility  (r  = 0.57,  p<0.004),  but  was  not 
significantly  related  to  the  number  of  beds.  The 
percent  of  catheterized  residents  was  also  posi- 
tively correlated  with  the  percent  of  positive 
cultures  obtained  from  a long  term  care  facility 
(r  = 0.48,  p<0.03). 

DISCUSSION 

Although  surveys  agree  that  urinary  tract 
infection  (UTI)  is  a common  problem  in  nurs- 
ing homes,  there  is  disagreement  about  the 
diagnosis  and  management  of  catheter-asso- 
ciated UTI  in  that  setting.  A clean  catch, 
midstream  urine  culture  yielding  100,000 
bacteria  per  cc  of  urine  is  accepted  as  rep- 
resenting infection  in  non-catheterized  pa- 
tients. The  level  signifying  infection  in  cathe- 
terized patients  is  probably  less,^  but  not 
uniformly  agreed  upon.  We  selected  50,000 
bacteria  percc  as  a level  indicating  bacteriuria. 

About  1 0%  of  the  residents  in  long  term  care 
facilities  have  indwelling  urinary  catheters^®, 
and  the  prevalence  in  our  survey  of  23  largo 
Nebraska  long  term  care  facilities  was  4.1%. 
Most  patients  with  chronic  indwelling  urinary 
catheters  develop  bacteriuria;'’"  79%  of  cul- 
tures of  urinary  catheters  in  our  study  yielded 
50,000  or  greater  colony  forming  units  of  bac- 
teria per  ml.  of  urine.  Bacteriuria  in  the  chroni- 
cally catheterized  patient  is  not  only  common 
but  also  changeable,’^  and  may  reflect  catheter 
colonization  rather  than  bladder  bacteria,  espe- 
cially in  long  term  catheters.’^  Gambert’'*  found 
that  nearly  half  of  the  23  residents  in  a VA 
affiliated  nursing  home  with  indwelling  urinary 
catheters  became  clinically  symptomatic  from  a 
UTI  at  least  one  time  during  the  year  of  their 
survey.  They  found  Pseudomonas,  Proleus  and 
E.  coli  to  be  the  most  common  isolates.  Proteus 
sp  accounted  for  about  half  of  the  long  term 
care-acquired  UTI's  in  Sherman's  study  of  a New 
York  long  term  care  facility.'^  Garibaldi''  sur- 
veyed 7 Utah  skilled  care  nursing  homes  and 
found  1 4 symptomatic  UTI's  (2.6%  of  patients). 
Their  microbiologic  survey  of  indwelling  urinary 
catheters  recorded  that  45  of  53  specimens 
collected  from  patients  with  indwelling  cath- 
eters demonstrated  significant  bacteriuria.  The 
most  common  isolates  were  enterococci,  Pro- 
leus and  E.  coli. 

Our  findings  were  similar  to  these  studies  in 
that  E.  coli  and  Proteus  mirabilis  were  the  two 
leading  isolates,  while  Enterococcus  faecalis 
was  the  third  most  common  organism  (Table  1 ). 
The  mean  number  of  isolates  per  positive  urine 
culture  was  1 .6.  Nine  of  the  ten  leading  isolates 
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were  aerobic  gram  negative  bacilli.  The  percent 
of  catheterized  residents  was  independent  of 
facility  size,  but  did  correlate  significantly  with 
skill  level. 

Differentiation  of  urinary  tract  coloniza- 
tion from  actual  infection  in  the  catheter- 
ized patient  is  also  difficult,  because  symp- 
toms (fever,  dysuria,  flank  pain)  are  not  sen- 
sitive indicators,  especially  in  the  institution- 
alized elderly.  Even  pyuria,  a reliable  indica- 
tor of  infection  in  the  non-catheterized 
patient,  is  not  universally  felt  to  reflect  infec- 
tion.'* Although  many  patients  with 
bacteriuria  do  not  have  UTI  (as  manifested 
by  pyuria  and/or  fever),  the  microbial  flora 
of  the  nursing  home  affects  the  choice  of 
empiric  and  definitive  antibiotics.  UTI  is  the 
leading  documented  infection  in  the  long  term 
care  facility,  and  suspected  UTI  is  the  most 
common  reason  for  instituting  antibiotics  in  that 
setting.*''® 

The  indwelling  urinary  catheter  system  is 
a common  site  for  antibiotic-resistant  bacte- 
rial UTI,  *^'^°  as  reflected  in  antibiotic  resis- 
tance in  the  "usual"  urinary  isolates  (E.  coli, 
Proteus  sp)  or  increased  numbers  of  more 
resistant  gram  negative  organisms  (e.g.. 
Pseudomonas  aeruginosa,  Providencia  sp.) 
in  the  urine.^'.  The  prevalence  of  entero- 
cocci, organisms  resistant  to  cephalosporins 
and  other  commonly  used  antibiotics,  is  also 
felt  to  be  on  the  rise.^^  We  found  a signifi- 
cant frequency  of  enterococci  and  resistant 
gram  negative  bacilli  (e.g..  Pseudomonas 
aeruginosa,  Providencia  sp,  Serratia,  and 
Citrobacter)  in  urinary  cultures  in  our  nurs- 
ing home  study  (see  Table  1).  Twelve  per- 
cent of  Pseudomonas  aeruginosa  isolates 
were  resistant  to  gentamicin  and  tobramy- 
cin, although  virtually  all  were  sensitive  to 
amikacin,  selected  beta-lactam  antibiotics  and 
norfloxacin. 

As  expected,  the  majority  of  the  isolates 
of  E.  coli  (71%),  Proteus  mirabilis  (72%) 
and  enterococci  (85%)  in  this  study  were 
sensitive  to  ampicillin,  but  pooled  gram 
negative  bacteria  were  less  sensitive  (58%), 
as  shown  in  Tables  2-4.  Seventeen  percent 
of  the  pooled  gram  negative  isolates  and 
half  of  the  enterococci  were  resistant  in  vitro 
to  TMP/SMZ,  the  most  widely  used  antibi- 
otic in  this  study. 


Ampicillin,  cephalothin  (representing  oral 
cephalosporins),  nalidixic  acid,  sulfonamides, 
trimethoprim,  and  other  commonly  used 
oral  antibiotics  were  effective  against  only 
55-75%  of  pooled  gram  negative  isolates 
(Table  2).  Norfloxacin  was  effective  against 
a high  percentage  of  these  isolates,  although 
this  agent  has  not  withstood  the  test  of  time 
as  far  as  resistance  emergence  is  concerned. 
Antibiotic  usage  in  long  term  care  facilities  has 
been  found  to  be  fairly  extensive  (7-10%  of 
patients)  and  can  lead  to  selection  of  antibiotic 
resistant  bacteria.*^*®  Indeed,  antibiotic  resis- 
tant flora  is  more  commonly  seen  in  hospital- 
ized patients  transferred  from  long  term  care 
facilities  where  skilled  nursing  care,  recent  anti- 
biotic use  and  bladder  dysfunction  occurred.*^ 

In  our  study,  13%  of  catheterized  resi- 
dents were  receiving  a systemic  antibiotic, 
in  all  but  three  instances  an  oral  agent.  A 
surprising  76%  of  bacterial  isolates  from  this 
group  were  resistant  to  the  antibiotic  being 
administered,  and  85%  of  these  residents 
had  at  least  one  isolate  in  the  urine  that  was 
resistant  to  the  antibiotic  being  given.  This 
study  was  not  designed  to  be  able  to  distin- 
guish whether  resistance  developed  de  novo, 
or  whether  this  phenomenon  represented 
superinfection  with  a resistant  organism. 
Antibiotics  tend  to  be  prescribed  for  long 
periods  of  time  in  the  long  term  care  setting,^® 
which  would  predispose  to  both  resistance 
development  and  superinfection.  There  is  evi- 
dence that  resistance  is  increased  by  antibiotic 
prophylaxis.^'* 

Our  study  was  not  designed  to  provide 
longitudinal  data  nor  to  differentiate  asymp- 
tomatic bacteriuria  from  infection  of  the  uri- 
nary tract.  We  did  provide  a large,  broad- 
based  sample  of  the  microbiological  ecol- 
ogy of  nursing  home  urinary  catheter  sys- 
tems. A greater  frequency  of  antibiotic  resis- 
tance was  encountered  than  would  be  an- 
ticipated in  bacteria  causing  community 
acquired  UTI,  which  is  not  surprising  in  view 
of  underlying  patient  disease  factors  and 
antibiotic  usage  in  long  term  care  facilities. 
Physicians  who  care  for  these  patients  may  well 
have  to  rely  more  on  culture  and  sensitivity 
results  to  direct  successful  antibiotic  therapy. 

This  study  was  supported  by  a grant  from 
Smith,  Kline  and  French  Laboratories,  and  an 
ancillary  grant  from  Hoechst. 
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ABSTRACT 

Malignant  dear  cell  hidrade- 
noma is  an  uncommon  vari- 
ant of  sweat  gland  tumors. 
Histological  sections  show  lobulated  masses 
and  anastomising  cords  of  cells  which  were  poly- 
gonal to  slightly  fusiform  in  appearance.  Most  of 
the  cells  have  bland  appearing  ovoid  nuclei  with 
slightly  eosinophilic  to  clear  cytoplasm.  Focal 
areas  within  the  lesion  may  show  malignant 
changes.  These  areas  may  demonstrate  large 
pleomorphic  hyperchromatic  nuclei,  numerous 
mitotic  figures,  and  a tendency  toward  squa- 
mous differentiation  with  many  of  the  neoplas- 
tic cells  demonstrating  individual  keratinization. 
Treatment  is  wide  local  resection.  Consider- 
ation of  regional  lymph  node  dissection  should 
be  entertained  because  of  the  tendency  to 
angiolymphatic  spreads.  Radiotherapy  has  not 
been  shown  to  be  helpful.  Various  chemothera- 
peutic regimens  have  been  tried  with  inconclu- 
sive results.  An  illustrative  case  report  is  pre- 
sented. 

INTRODUCTION 

Malignant  Clear  Cell  Hidradenoma  is  a rarely 
diagnosed  eccrine  sweat  gland  tumor.  Although 
its  benign  counterpart  has  been  widely  publi- 
cized, only  a limited  number  of  malignant  clear 
cell  hidradenomas  have  been  reported  in  the 
literature.  They  represent  approximately  6%  of 
eccrine  gland  carcinomas. 

This  tumor  develops  from  eccrine  glandular 
tissue.  It  has  an  equal  occurrence  in  both  men 
and  women.  Anatomic  distribution  is  wide- 
spread, but  it  is  usually  reported  on  the  anterior 
face,  scalp,  and  trunk.’  Clear  cell  hidradeno- 
carcinoma's  generally  affect  the  elderly,  but 
have  been  reported  in  children  and  neonates.^-^ 
The  tumors  are  painless,  slow  growing,  and  may 
be  clinically  diagnosed  as  benign  due  to  their 
gross  resemblance  to  granuloma  pyogenicum, 
hemangiomas,  and  lymphangiomas.  It  may  also 
be  confused  with  other  skin  neoplasms  such  as 
squamous  cell  carcinoma,  dermatofibrosarcoma. 


and  even  metastasizing  renal  cell  carcinoma.'*'^ 
The  clinician  must  correctly  identify  the  malig- 
nant clear  cell  hidradenoma  because  of  its 
aggressive  nature  and  propensity  to  metasta- 
size to  lymphatics,  bone,  lung,  pleura,  and  other 
distant  sites.^ 

An  interesting  presentation  of  a clear  cell 
hidradenocarcinoma  will  be  presented  with  a 
review  of  the  literature  and  current  therapeutic 
modalities. 

CASE  REPORT 

A 66-year  old  Caucasian  female  presented 
after  suffering  a traumatic  left  femoral  basilar 
neck  fracture,  subsequent  to  slipping  on  a rug. 
At  the  time  of  evaluation,  a 3.5  by  3 cm. 
nontender,  pedunculated,  and  indurated  mass 
on  her  left  anterior  tibial  tuberosity  was  found. 
The  tumor  was  violacious,  slightly  hemorrhagic, 
and  freely  mobile.  The  patient  had  noticed  a 2 
year  presence  of  this  mass  which  had  slowly 
grown  to  its  present  dimensions.  The  lesion  was 
remarkable  only  for  intermittent  hemorrhage 
secondary  to  traumatization.  Past  medical  his- 
tory was  non-contributory  and  physical  exam 
was  otherwise  unremarkable  with  no  evidence 
of  axillary,  cervical,  or  inguinal  adenopathy. 
Liver  function  tests  were  normal  and  chemistry 
profiles  were  normal,  and  CT's  of  the  chest  and 
abdomen  were  also  with  no  evidence  of 
metastasis. 

The  patient  was  taken  to  the  operating  room 
for  a closed  reduction  and  internal  fixation  of 
her  femoral  fracture  and  concomitant  excisional 
biopsy  of  the  tumor  on  her  left  tibia.  Grossly,  the 
specimen  measured  3.5  by  3.1  by  .7  cm.,  and 
was  firm  with  a homogenous  grayish-tan  cut 
surface.  Serial  sections  revealed  focal  regions  of 
superficial  ulceration  of  the  epidermis.  The 


'Address  correspondence  and  reprint  requests  to:  Brent  V. 
Stromberg,  M.D.,  Department  of  Surgery,  601  North  30th  Street, 
Omaha,  Nebraska  68131. 
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FIGURES  1,  2,  3,  4 

Typical  clear  cell  hidradenocarcinoma  showing  lobulated  masses  and  polygonal  to  fusiform 
appearing  cells.  (H  and  E x 40). 
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FIGURE  1 


FIGURE  2 
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majority  of  the  specimen  showed  lobules  and 
anastomosing  cords  of  cells  with  round  to 
somewhat  ovoid  nuclei  with  a moderate  amount 
of  eosinophilic  cytoplasm  and  indistinct  cell 
borders.  There  were  interspersed  cystic  and 


vascular  spaces  within  the  tumor.  In  focal  areas 
there  existed  marked  nuclear  pleomorphism, 
hyperchromatism,  and  nuclear  irregularity  with 
squamous  differentiation.  However,  the  areas 
of  malignant  degeneration  did  not  extend  to  the 
margins  of  the  excision. 


FIGURE  4 
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Microscopic  sections  showed  a tumor  which 
was  composed  of  lobulated  masses  and  anasto- 
mosing cords  of  cells  which  were  polygonal  to 
slightly  fusiform  in  appearance  (Figure).  Most  of 
the  cells  had  fairly  bland  appearing  ovoid  nuclei 
with  slightly  eosinophilic  to  clear  cytoplasm. 
The  tumor  was  centrally  replacing  much  of  the 
overlying  epidermis.  Throughout  the  lesion  there 
were  tubular  lumina  and  cysts  present.  The 
tubular  lumina  were  lined  by  a layer  of  cuboidal 
cells,  and  the  cystic  spaces  contained  a central 
eosinophilic  homogenous  material  within.  Focal 
areas  within  the  lesion  showed  malignant 
changes.  There  areas  demonstrated  large  pleo- 
morphic hyperchromatic  nuclei,  the  malignant 
areas  showed  a tendency  towards  squamous 
differentiation  as  many  of  the  neoplastic  cells 
demonstrated  individual  keratinization.  Numer- 
ous mitotic  figures  were  present  within  the  ma- 
lignant areas.  An  immunoperoxidase  AE  1:3 
stain  was  positive. 

DISCUSSION: 

Malignant  clear  cell  hidradenoma  is  an  un- 
common histological  variant  of  sweat  gland 
tumor.  Keasbey  and  FHadley  in  an  exhaustive 
review  of  235  sweat  gland  tumors  found  7 clear 
cell  hidradenocarcinomas  of  which  3 had  widely 
metastasized  to  bone  and  lymphatics.®  Further- 
more, in  a review  of  the  English  literature  over 
the  past  1 5 years,  only  1 2 cases  of  this  malig- 
nancy have  been  reported. 

Our  case  illustrates  many  of  the  characteris- 
tics of  malignant  eccrine  acrospiroma.  The  tumor 
usually  presents  as  a solitary,  slow  growing  pain- 
less nodule  with  a tendency  to  ulcerate.  There 
is  substantial  documentation  that  injury,  xray, 
surgery,  or  electrocautery  can  adversely  affect 
these  tumors  with  resultant  accelerated 
growth. On  initial  presentation  these  tumors 
characteristically  vary  from  1 to  6 cm  in 
size.^'®'®'^'®'^  Some  tumors  as  large  as  1 2 cm.  have 
been  reported.  Normally,  malignant  eccrine 
acrospiromas  occur,  on  the  scalp,  face,  or  chest 
but  may  occur  anywhere  as  was  the  case  in  this 
patient's  neoplasm.  Most  cases  develop  in  the 
elderly  but  particularly  aggressive  variants  have 
been  seen  in  children  and  neonates.'-^'®'®-^'^ 

This  neoplasm  is  characterized  by  its  slow 
growth,  unpredictable  accelerated  phase  of 
growth,  recurrence  potential,  and  frequent 
metastasis  to  bone  and  lymphatics.  Kazaki  et  al 
described  a patient  with  a 10  year  history  of 
malignant  clear  cell  hydradenoma  which  over 


an  8 month  period  showed  accelerated  growth 
with  an  eventual  widespread  metastasis  and 
direct  invasion  of  regional  tissues.’  Flernandez- 
Perez  and  Cruz  also  reported  aggressive  con- 
genital malignant  eccrine  acrospiroma  in  a 15 
month  old  boy  who  died  6 months  after  diagno- 
sis with  metastasis  to  lymphatics  and  lung.® 

Clear  cell  hidradenocarcinomas  are  believed 
to  be  malignant  from  the  onset  and  not  to 
develop  from  benign  clear  cell  hidradenomas. 
However,  one  exception,  reported  by  Kazaki  et 
al,  revealed  a malignancy  originated  from  a 
benign  appendageal  tumor.’  Clear  cell  hidra- 
denocarcinomas can  clinically  resemble  a vari- 
ety of  benign  and  malignant  lesions.  The  differ- 
ential diagnosis  includes  granuloma  pyogeni- 
cum,  hemangioma,  lymphangioma,  blue  nevi, 
and  malignant  melanoma.  However,  duration 
and  histological  evaluation  readily  distinguish 
their  differentiating  feature. In  addition, 
squamous  cell  carcinoma  may  be  confused 
with  this  lesion  both  on  clinical  and  histological 
grounds.  However,  an  irregular  pattern  of  pleo- 
morphic squamous  cells  is  never  present  in 
clear  cell  hidradenocarcinoma.'*  Metastatic  re- 
nal cell  carcinomas  occasionally  have  been 
confused  with  eccrine  acrospiromas  but  are 
easily  differentiated  by  a unilobular  versus  a 
multilobular  configuration. 

Histologically,  malignant  clear  cell  hidra- 
denomas may  be  confused  with  its  benign 
counterpart  and  other  eccrine  gland  tumors. 
The  malignant  lesion  may  be  distinguished  from 
the  benign  neoplasm  by  an  increased  number 
of  mitotic  figures,  angiolymphatic  invasion,  deep 
local  extension,  and  dispersed  growth  pattern.’’ 

Due  to  the  rarity  of  this  tumor,  no  definitive 
treatment  protocol  has  been  advocated  for 
clear  cell  hidradenocarcinomas.  Most  authors 
support  wide  local  and  deep  excision  of  the 
tumor  including  the  subcutaneous  fat  due  to  its 
risk  of  angiolymphatic  permeation  and  its  ten- 
dency for  rapid  recurrence  following  inade- 
quate excision.’  Lymph  node  dissection  and 
systemic  regional  block  dissections  have  been 
recommended  in  some  large,  severe  cases.  In 
fact,  due  to  the  aggressive  nature  of  this  tumor, 
Kazakis  etal  recommended  prophylactic  lymph 
node  excision  for  large  clear  cell  hidra- 
denocarcinomas.’ 

Radiotherapy  has  currently  shown  no  effi- 
cacy in  treating  this  tumor.  Antithetically,  some 
studies  have  shown  good  evidence  for  acceler- 
ated growth  post  irradiation. Recently,  this 
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tumor  has  been  treated  with  various  chemo- 
therapeutic regimens  but  the  results  are  incon- 
clusive, with  chemotherapy  having  no  effect  on 
disseminated  malignant  clear  cell  hidradenoma 
to  date.^  Lopez-Burbano  et  al  treated  a case  of 
malignant  eccrine  acrospiroma  with  a several 
month  course  of  bleomycin  and  vincristine  with 
no  improvement.^  Also  Chow  et  al  used  various 
chemotherapeutic  regimens  to  treat  four  chil- 
dren with  clear  cell  hidradenocarcinomas.  In 
the  three  children  who  were  apparently  free  of 
tumor  post  excision,  2 remained  disease  free  2 
years  after  chemotherapy.^  However,  the  3rd 
child  died  after  33  months  in  spite  of  an  exten- 
sive chemotherapeutic  regimen. 

SUMMARY 

In  summary,  clear  cell  hidradencarcinoma  is 
a rare  neoplasm  characterized  by  its  slow 
growth,  unpredictable  growth  phase,  recurrence 
potential,  metastasis,  and  even  death.  In  diag- 
nosingthese  lesions,  early  recognition  isof  para- 
mount importance  and  the  clinicians  best  tipoff 
to  diagnosis  is  a high  degree  of  suspicion.  This 
tumor  emphasizes  the  importance  of  assessing 
all  atypical  skin  lesions  by  excisional  biopsy  re- 
gardless of  duration.  At  the  present  time,  the 


best  treatment  of  this  tumor  lies  in  early  diagno- 
sis, wide  local  excision,  and  close  follow-up,  but 
further  research  is  needed  to  delineate  the  role 
of  adjunctive  treatment  modalities. 
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ABSTRACT 

OLLEN  counts  in  1988,  1989, 
and  1 990  revealed  1 4 differ- 
ent tree  pollen  types.  The 
main  tree  pollination  season  in  Lincoln  ex- 
tends from  late  February  or  early  March 
through  the  end  of  May.  First  linden  and  then 
pine  and  juniper  extend  the  trees  through 
October.  The  sequence  of  flowering  for  the 
plants  is  similar  to  that  found  in  other  regions 
of  the  country.  The  highest  counts  (peaks  of 
ca.  1000  grains/m^)  are  in  March,  April,  and 
May  when  the  largest  number  of  trees  are  in 
bloom.  Counts  fall  through  June  (highest  ca. 
300  grains/m^)  and  July  (highest  at  ca.  35 
grains/m^)  when  grasses  and  some  weeds 
are  flowering. 

INTRODUCTION 

A knowledge  of  the  pollen  and  spores 
present  in  an  area  can  enhance  the  practice 
of  clinical  allergy.’  In  areas  where  there  has 
not  been  extensive  sampling,  aeroallergen 
samples  provide  basic  data  on  what  is  pres- 
ent* that  can  serve  as  a guide  for  the  selec- 
tion of  specific  allergy  tests.'  Pollen  counts 
allow  the  physician  to  relate  patients'  sever- 
ity of  symptoms  to  allergen  exposure’'^  '’  and 
thus  track  the  efficacy  of  treatments. 

More  recently,  work  in  Europe  has  shown 
that  data  from  the  past  several  years'  pollen 
counts  when  combined  with  the  current  year's 
counts  can  be  used  to  construct  a predictor 
of  the  start  of  the  grass  pollen  season,  one 
that  is  more  accurate  than  the  mean  starting 
dates  of  previous  years. ^ Detailed  analysis  of 
multiple  counts  for  a pollen  type  in  conjunc- 
tion with  meteorological  data  can  also  be 
used  to  develop  community  avoidance  strat- 
egies.^ 

MATERIALS  AND  METHODS 

Pollen  samples  were  collected  on  the  roof 
of  Nebraska  Hall,  a five  story  building  on  the 


northeast  edge  of  the  University  of  Nebraska- 
Lincoln  city  campus.  Vegetation  to  the  south 
consists  of  typical  urban  landscaping.  To  the 
north,  a railroad  right-of-way  and  the  Ne- 
braska State  Fair  grounds  have  native  plants 
and  weeds  typical  of  southeast  Nebraska. 

Sampling  was  done  weekly  in  1988  and 
1989  and  5 days  a week  (Monday  through 
Friday)  in  1 990.  A modified  Durham  sampler 
was  used  in  1988  and  through  4 June  in 
1989.  A roto-rod  sampler  was  used  for  the 
remainder  of  1989  and  in  1990. 

Pollen  was  stained  with  basic  fuchsin  in 
either  glycerin  or  Calberula's  fluid. ^ Slides 
and  roto-rods  were  then  examined  at  400  X 
and,  if  needed,  1 000  XusingaNikon  Bio  phot 
microscope  with  plan-apochromatic  objec- 
tives. Pollen  identifications  were  checked 
against  reference  slides  made  from  collec- 
tions in  the  C.E.  Bessey  Herbarium  of  the 
University  of  Nebraska  State  Museum  and 
against  live  material  in  flower  at  that  time. 

In  many  groups  of  plants,  pollen  of  species 
in  the  same  genus  or  family  is  virtually  indis- 
tinguishable. When  the  group  of  possible 
parent  plants  for  the  pollen  is  large,  the 
assemblage  is  referred  to  as  a "type"  to 
indicate  the  heterogeneity.  The  species  that 
are  the  most  likely  constituents  for  each  tree 
pollen  type  are  listed  in  Appendix  1. 

RESULTS 

A tree  pollen  calendar  for  Lincoln  is  given 
in  Figure  1.  Table  1 gives  the  pollen  types  in 
approximate  order  of  flowering  and  grouped 
by  amount  of  pollen  collected. 

DISCUSSION 

Types  of  Pollen  Present 

The  moderately  common  and  abundant 
types  of  tree  pollen  present  in  Lincoln  agree 
with  those  predicted  for  the  Central  Plains  by 
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FIGURE  1 

Trp«»  Pollen  Calendar  for  Lincoln,  NE 

Pollen 

TyP®  Feb  Mar  Apr  May  Jun  Jul  Aug  Sep  Oct 


Maple 

Elm 

Juniper 

Pine 

Hackberry 

Cottonwood 

Ash 

Oak 

Boxelder 

Willow 

Mulberry 

Birch 

Walnut 

Hickory 

Sycamore 

Rose- type 

Linden 

Tree  of  Heaven 
Russian  olive 


TABLE  1 

Lincoln  Tree  Pollen  Types,  Their  Peak  and  Earliest  Flower- 
ing Times,  and  Maximum  Amount. 


PollenType 

Peak  Flowering  Time  Maximum 

Deposition 

(Earliest  Date) 

(grains/m^) 

High  Pollen 

Producers 

Maple 

early  March  (26  Feb.) 

111 

Elm 

March  (26  Feb.) 

1188 

Juniper 

March-early  April  (26  Feb.) 

544 

Hackberry 

early  April  (16  March) 

452 

Cottonwood 

early-mid  April  (17  March) 

194 

Ash 

mid-April  (24  March) 

253 

Oak 

late  April-early  May  (9  April) 

478 

Pine 

mid-May-early  June  (26  Feb.) 

119 

Mulberry 

late  April-May  (9  April) 

580 

Moderate  Pollen  Producers 

Boxelder 

April  (5  April) 

• 

Birch 

late  April  to  May  (26  Feb.) 

77 

Willow 

late  April-May-June  (9  April) 

57 

Walnut 

mid  to  late  May  (12  April) 

24 

Low  Pollen  Producers 

Linden 

mid  to  late  June  (4  June) 

8 

Hickory 

mid  to  late  May  (14  May) 

5 

Sycamore 

April  to  May  (7  May) 

5 

Rose-type 

May-early  July  (29  April) 

5 

Tree-of-heaven  late  May-early  June  (26  May) 

>1 

Russian  olive  late  May-early  June  (26  May) 

>1 

"Box  elder  pollen  is  similar  to  that  of  some  Fagaceae  and  has 
inadvertently  been  counted  with  the  oaks. 


Solomon  and  Mathews®  with  a few  minor 
exceptions  or  changes.  Red  cedar  rather  than 
mountain  cedar  is  the  native  species  of  Juniperus 
present.  Landscape  plantings  of  maple,  birch, 
pine  and  linden  are  common  enough  in  Lin- 
coln that  their  pollen  shows  up  in  appre- 
ciable amounts. 

Sequence  of  Pollens 

The  sequence  of  flowering  in  Lincoln  is 
approximately  the  same  as  has  been  found  in 
other  studies  in  the  United  States  and  Canada.^' 
10,  11,  12  ji^jg  similarity  in  sequence,  if  not  in 
date  of  on-set,  can  be  explained  by  the  physio- 
logical and  environmental  factors  that  con- 
trol flowering. 

For  almost  all  plants,  the  switch  from  vege- 
tative growth  to  the  first  stages  of  develop- 
ment of  the  pollen-bearing  flowers  is  trig- 
gered by  the  seasonal  changes  in  day  length 
and  temperature.  After  the  floral  buds  are 
induced,  their  maturation  and  time  of  flower- 
ing is  largely  controlled  by  temperature. 

In  temperate  zone  trees  and  shrubs,  the 
spring  crop  of  flowers  begins  development 
during  the  preceding  summer  when  the  day 
length  and  temperature  are  right  for  that 
particular  species.  Floral  development  comes 
to  a halt  when  the  lengthening  nights  and 
cooler  temperatures  of  fall  induce  dormancy 
in  the  buds.  The  return  of  warmer  tempera- 
tures and  longer  days  in  the  spring  begins  the 
reversal  of  dormancy.  The  critical  minimum 
temperatures  for  flowering  of  temperate  plants 
appear  to  be  in  the  range  between  0°  and  15° 
C.  The  flowering  dates  for  the  earliest  spring 
plants  are  more  variable  than  those  of  later 
blooming  species  because  the  probability 
that  the  air  temperature  will  dip  below  the 
minimum  is  greater.  As  spring  progresses  and 
the  air  temperature  becomes  more  consis- 
tently above  the  minimum,  the  variation  in 
the  onset  and  duration  of  pollination  be- 
comes less,  a pattern  that  has  been  noted  in 
many  aerobiological  surveys.’® 

Volume  of  Pollen  Released 

The  maximum  amount  of  pollen  released 
in  a 24  hour  period  (as  grains/m®)  ranges 
from  more  than  1 000  to  less  than  1 (Table  1 ). 

Potential  of  Pollen  Types  to  Cause 
Respiratory  Allergies 

The  poTential  significance  of  a pollen  type 
in  respiratory  allergies  is  a function  of  both 
the  pollen's  intrinsic  ability  to  stimulate  an 
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immune  response  in  sensitive  individuals  and 
its  abundance  in  an  area.  Data  from  this 
study  on  pollen  type  abundance  has  been 
combined  with  data  from  Lewis  and  Imber,'"’ 
Lewis  et  al.,’^  and  Chapman'^  on  patients' 
sensitivities  (measured  as  the  proportion  of 
patients  in  a sample  reacting  and  as  the 
average  strength  of  patients'  responses)  to 
various  tree  pollen  types  to  produce  Tables 
2 and  3. 

TABLE  2 

Potential  Severity  of  Tree  Pollen  Types  as  Allergens  Based 
on  the  % of  Patients  Reacting  and  Abundance  of  Pollen  in 
Lincoln. 

HIGHEST  % REACTING 


Abundant 

Moderately  Common 

Rare 

Elm 

Birch 

Hickory* 

Maple 

Box  elder* 
Willow 

Black  walnut* 

Sycamore 

LOWER  % REACTING 

Abundant 

Moderately  Common 

Rare 

Juniper 

Birch* 

Linden 

Cottonwood* 

Rose-type 

Ash* 

Russian  olive 

Hackberry 

Oak* 

Pine 

Tree-of-heaven 

'Denotes  that  Lewis  and  lmber"and  Chapman'*agree  on  reactivity; 
in  other  cases  where  Lewis  and  Imber  disagree  with  Chapman,  the 
pollen  is  placed  in  the  higher  of  the  two  rankings. 

TABLE  3 

Potential  Severity  of  Tree  Pollen  Types  as  Allergens  Based  on 
the  Strength  of  Patients'  Reactions  and  Abundance  of  Pollen  in 
Lincoln. 

STRONGEST  REACTIONS 


Abundant 

Moderately  Common 

Rare 

Maple 

Box  elder* 

Hickory* 

Poplar 

MODERATE  REACTIONS 

Abundant 

Moderately  Common 

Rare 

Oak* 

Walnut* 

Sycamore 

Ash* 

Willow 

Elm 

Juniper 

LOW  REACTIONS 

Abundant  Moderately  Common  Rare 

Cottonwood*  Birch 

Mulberry 

'Denotes  that  Lewis  and  Imber"  and  Chapman^agree  on  reactivity; 
in  other  cases  where  Lewis  and  Imber  disagree  with  Chapman,  the 
pollen  is  placed  in  the  higher  of  the  two  rankings. 

The  most  abundant  and  highly  reactive 
tree  pollen  types  for  this  area  are  maple  and 
box  elder.  Walnut,  willow,  and  hickory  are 
less  common  but  have  the  potential  to  cause 
serious  problems  where  they  are  locally  abun- 
dant. 


APPENDIX  1 

Lincoln  Tree  Pollen  Types  and  the  Scientific  and  Common 
Names  of  the  Species  Comprising  Each  Type.  Cultivated  spe- 
cies are  designated  with  an  *. 


Pollen  Type 

Species 

Common  Name 

Maple 

Acer  saccharinum  L. 

Silver  maple 

Juniper 

Juniperus  virginiana  L. 

Eastern  red  cedar 

*J.  chinensis  L. 

Chinese  or  pfitzer 
juniper 

*J.  horizontalis  L. 

Creeping  juniper 

Elm 

Ulmus  americana  L. 

American  elm 

U.  pumila  L. 

Siberian  elm 

*U.  glabra  Hubs 

Scotch  elm 

*U.  procera  Salisb. 

English  elm 

*U.  rubra  Muhl. 

Slippery  elm 

Pine 

'Pinus  edulis  Engelm 

Pinyon  pine 

*P.  flexilis  James 

Limber  pine 

*P.  koraiensis  Sieb. 
& Zucc. 

Korean  pine 

*P.  nigra  Arnold 

Austrian  pine 

*P.  ponderosa  Lawson 

Ponderosa  pine 

*P.  strobiformis  Engelm 

S.W.  white  pine 

*P.  stobus  L. 

Eastern  white  pine 

*P.  sylvestris  L. 

Scotch  pine 

•P.  tabulaeformis  Carr. 

Chinese  pine 

Cottonwood 

Populus  deltoides  Marsh. 

Cottonwood 

*P.  X canadensis  Moench 

Carolina  poplar 

*P.  nigra  L. 

Black  or  Lorn,  poplar 

Ash 

Fraxinus  americana  L. 

White  ash 

F.  pennsylvanica  Marsh. 

Green  ash 

*F.  excelsior  L. 

European  ash 

Hackberry 

Celtis  occidentalis  L. 

Hackberry 

Birch 

'Betula  maximowicziana 
Reg. 

Monarch  birch 

*B.  occidentalis  Hook 

Water  birch 

*B.  papyrifera  Marsh. 

Paper  birch 

*B.  populifera  Marsh. 

Gray  birch 

Oak 

Quercus  borealis 
Michx.  f. 

Red  oak 

Q.  macrocarpa  Michx. 

Bur  oak 

pin  oak 

Q.  muehlenbergii  Engelm.  Chinqua- 

Q.  velutina  Lam. 

Black  oak 

*Q.  alba  L. 

White  oak 

*Q.  bicolor  Willd. 

Swamp  white  oak 

*Q  coccinea  Muench. 

Scarlet  oak 

*Q.  palustris  Muenchh. 

Pin  oak 

*Q.  prinoides  Willd. 

Dwarf  chestnut  oak 

*Q  robur  L. 

English  oak 

*Q.  rubra  L. 

Northern  red  oak 

Box  elder 

Acer  negundo  L. 

Box  elder 

Willow 

Salix  alba  L. 

White  willow 

S.  amygdaloides  Anderss 

;.  Peach-leafed  willow 

S.  eriocephala  Michx. 

Diamond  willow 

S.  exigua  Nutt. 

Coyote  willow 

S.  humilis  Marsh. 

Dwarf  prairie  willow 

S.  nigra  Marsh 

Black  willow 

Hickory 

Carya  cordiformis 
(Wang.)  K.  Koch 

Bitternut  hickory 

C.  ovata  (Mill.)  K.  Koch 

Shagbark  hickory 

C.  tomentosa  Nutt. 

Mockernut  hickory 

*C.  illinoensis  (Wang.) 
K.  Koch 

Pecan 
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Walnut 

Juglans  nigra  L. 

Black  walnut 

Mulberry 

Morus  alba  L. 

White  mulberry 

M.  rubra  L. 

Red  mulberry 

Sycamore 

Platanus  occidentalis  L. 

Sycan^re 

Linden 

Tilia  americana  L. 

Linden 

*T  cordata  Mill. 

Little-leaf  or 

greenspire  linden 

*T.  platyphyllos  Scop. 

Big-leaf  linden 

Rose-type 

The  Rosaceae  or  rose  family  includes 

numerous  cultivated  and  ornamental  species 
such  as  apples,  peaches,  cherries,  roses, 
spireas,  etc.  There  are  also  more  than  20  native 
species  that  are  found  in  southeast  Nebraska. 

Very  abundant  but  less  reactive  pollen 
types  are  oak,  ash,  elm,  hackberry,  and  juni- 
per. The  most  rare  pollen  types  in  this  cate- 
gory are  sycamore  and  linden. 

The  inclusion  of  juniper  in  the  group  with 
moderately  allergenic  pollen  is  unusual  be- 
cause most  gymnosperms  have  pollen  that  is 
relatively  non-allergenic.  Junipers  and  the 
other  members  of  its  family,  the  Cupres- 
saceae,  are  the  exceptions,  however,  and 
can  cause  significant  pollinosis.  This  may  be 
related  to  the  fact  that  they  are  the  only 
gymnosperms  that  have  pollen  with  an  outer 
wall  that  ruptures  and  thus  releases  enzymes 
on  exposure  to  a moist  surface. 

Among  the  pollen  types  with  the  least 
potential  to  cause  respiratory  allergies  the 
only  ones  that  are  abundant  are  pine,  cotton- 
wood, and  mulberry.  The  remaining  pollen 
types  (rose-type,  Russian  olive,  tree-of-heaven) 
are  neither  particularly  common  nor  particu- 
larly allergenic. 

SUMMARY 

The  tree  pollen  season  in  Lincoln  can  be- 
gin as  early  as  late  February.  Counts  are  quite 
high  reaching  over  1000  gr/m^,  in  March, 
April,  and  May.  Maple  and  box  elder  appear 
to  have  the  greatest  potential  for  causing 
reactions  in  sensitive  individuals,  followed 
by  walnut,  willow,  and  hickory  if  they  are 
locally  abundant. 
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ABSTRACT 

POLLEN  counts  in  1988,  1989, 
and  1 990  revealed  the  pres- 
ence of  grass  pollen  from 
April  through  October.  Grass  pollen  counts 
begin  to  rise  in  late  May  and  early  June  and 
peak  in  the  middle  of  that  month.  Counts  fall 
in  July  but  rise  again  to  a lower  peak  in 
August  and  early  September. 

INTRODUCTION 

Pollen  counts  can  enhance  the  practice  of 
clinical  allergy  by  allowing  the  physician  to 
relate  patients'  severity  of  symptoms  to  aller- 
gen exposure’' ^ and  thus  track  the  efficacy 
of  treatments.  Recently,  work  in  Europe  has 
also  shown  that  data  from  the  past  several 
years'  pollen  counts  when  combined  with 
the  current  year's  counts  can  be  used  to 
construct  a predictor  of  the  start  of  the  grass 
pollen  season,  one  that  is  more  accurate  than 
the  mean  starting  dates  of  previous  years.'’ 

MATERIALS  AND  METHODS 

Pollen  samples  were  collected  on  the  roof 
of  Nebraska  Hall,  a five  story  building  on  the 
northeast  edge  of  the  University  ofNebraska- 
Lincoln  city  campus.  "Vegetation  to  the  south 
consists  of  typical  urban  landscaping."  To  the 
north,  a railroad  right-of-way  and  the  Ne- 
braska State  Fair  grounds  have  native  plants 
and  weeds  typical  of  southeast  Nebraska. 

Sampling  was  done  weekly  in  1988  and 
1989  and  5 days  a week  (Monday  through 
Friday)  in  1 990.  A modified  Durham  sampler 
was  used  in  1988  through  4 June  in  1989.  A 
roto-rod  sampler  was  used  for  the  remainder 
of  1 989  and  in  1 990. 

Pollen  was  stained  with  basic  fushsin  in 
either  glycerin  or  Calberula's  fluid. ^ Slides 
and  roto-rods  were  then  examined  at  400  X 
and,  if  needed,  1 000  X using  a Nikon  Biophot 
microscope  with  plan-apochromatic  objec- 
tives. 


In  the  grasses,  pollen  of  all  species  in  the 
family  is  virtually  indistinguishable,  except 
for  differences  in  size.  Where  there  are  sev- 
eral different  species  of  grasses  in  an  area, 
the  range  of  sizes  will  be  continuous  with 
only  the  largest  cereal  pollens  distinguish- 
able by  grain  diameter.  The  local  species  that 
are  the  most  likely  contributors  to  the  grass 
pollen  type  are  listed  in  Appendix  1 . Because 
there  is  considerable  evidence  for  cross-re- 
activity  in  pollen  antigens  that  follows  taxo- 
nomic classifications  in  the  grasses,’’-'’'”'’'  these 
plants  are  grouped  by  subfamily  and  tribe 
following  Gould. 

RESULTS  AND  DISCUSSION 
Sequence  of  Pollens 

The  grasses  begin  flowering  in  April  with 
the  trees.  In  general,  members  of  the  Fes- 
tucoid  subfamily  are  earliest  with  peak  flow- 
ering times  in  May  and  June  in  this  region. 
Different  species  follow  in  succession.  With 
the  mid-summer  onset  of  flowering  of  the 
Panicoid  and  Eragrostoid  species,  there  is  a 
secondary  rise  in  grass  pollen  production  in 
August.  This  coincides  with  high  counts  of 
ragweed  and  pigweed-type  pollens. 

The  sequence  of  flowering  in  Lincoln  is 
approximately  the  same  as  had  been  found 
in  other  studies  in  the  United  States  and 
Canada. The  similarity  in  sequence 
can  be  explained  by  the  physiological  and 
environmental  factors  that  control  flowering. 

For  almost  all  plants,  the  switch  from  vege- 
tative growth  to  the  first  stages  of  develop- 
ment of  the  pollen-bearing  flowers  is  trig- 
gered by  seasonal  changes  in  day  length  and 
temperature. 

In  the  grasses  the  flower  buds  are  induced 
in  the  same  season  in  which  they  flower.  For 
most  of  these  plants,  this  is  at  a time  when  the 
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temperature  is  consistently  above  the  mini- 
mum needed  so  the  role  of  day  length  is 
more  obvious.  Many  of  the  late  spring  flow- 
ering grasses  that  are  cultivated  (brome,  or- 
chard grass,  rye  grass,  and  timothy)  bloom 
only  when  days  are  long  and  are  thus  called 
long-day  plants.’^  Many  of  the  native  domi- 
nant prairie  grasses,  however,  flower  later  in 
the  summer. 

Volume  of  Pollen  Released 

Grass  pollen  first  appears  in  early  April  but 
usually  remains  less  than  1%  of  the  total 
pollen  count  until  mid-May.  Counts  begin  to 
rise  in  late  May  from  1 to  1 0 gr/m^  and  peak 
in  mid-June  with  the  maximum  recorded  during 
the  years  sampled  being  183  gr/m^  in  a 24 
hour  period.  July  counts  are  low,  usually 
under  10  gr/m^.  Although  the  amount  of 
grass  pollen  falls  through  late  June  and  July, 
the  relative  percentage  of  grass  pollen  in  the 
total  count  rises  because  little  else  is  in  flower 
(highest  total  July  counts  ca.  35  grains/m^). 
The  relative  percentage  of  grass  pollen  be- 
gins to  drop  in  early  August  with  beginning 
of  the  pigweed-type  and  ragweed  pollination 
seasons  while  the  number  of  grains  per  cubic 
meter  begins  to  rise  to  a second  peak  with  24 
hour  totals  of  between  20  to  40  gr/m^  (peak 
24  hour  total,  76  gr/m^). 

Potential  of  Pollen  Types  to  Cause 
Respiratory  Allergies 

The  potential  significance  of  a pollen  type 
in  respiratory  allergies  is  a function  of  both 
the  pollen's  intrinsic  ability  to  cause  a reac- 
tion in  sensitive  individuals  and  its  abun- 
dance in  an  area. 


TABLE  1 

Grass  Genera  Found  in  Nebraska  Known  to  Have  PrO' 
nounced  Allergenicity. 


Agrostis 

Festuca 

Phleum 


Bouteloua 

Hordeum 

Poa 


Bromus 

Koehleria 

Sorghum 


Dactylis 

Lolium 

Zea 


For  grasses,  understanding  their  potential 
severity  is  also  complicated  by  the  fact  that 
there  are  many  possible  pollen  donors  and 
these  donor  species  differ  both  in  the  amount 
of  pollen  that  they  produce  and  in  their 
intrinsic  potential  for  causing  allergic  reac- 
tions. The  genera  of  grasses  listed  by  Lewis  et 
al.^^  as  causing  the  most  problems  are  listed 
in  Table  1.  (For  local  species,  see  Appendix 
1 .)  There  is  also  evidence  for  significant  cross- 


reactivity among  the  antigens  within  each 
group.  Within  the  grasses  cross-reactivity  is 
known  to  follow  the  taxonomic  classification 
fairly  well.®'®'’°'” 


APPENDIX  1 

The  Scientific  and  Common  Names  of  the  Grass  Species 
Commonly  Found  in  Southeast  Nebraska.  Cultivated  spe- 
cies are  designated  with  an  *. 


Tribe  Species 
SUBFAMILY  FESTUCOIDEAE 
TRIBE  FESTUCEAE 
“Bromus  inermis  Leyss. 

B.  japonicus  Thunb.  ex  Murr. 
B.  tectorum  L. 

“Dactylis  glomerata  L. 

Festuca  spp. 

Poa  annua  L. 

“P.  pratensis  L. 

TRIBE  TRITICEAE 

Aegilops  cylindrica  Host 
Agropyron  canium  (L.)  Beauv. 
“A.  intermedium  (Host)  Beauv. 
A.  repens  (L.)  Beauv. 

A.  smithii  Rydb. 

Elymus  canadensis  L. 
Hordeum  jubatum  L. 

H.  pusillum  Nutt. 

“Triticum  aestivum  L. 


Common  Name 


Smooth  brome 
Japanese  brome 
Downy  brome 
Orchard  grass 
Fescue 

Annual  blue  grass 
Kentucky  blue  grass 

Jointed  goat  grass 
Slender  wheat  grass 
Intermediate  wheat  grass 
Quack  grass 
Western  wheat  grass 
Canada  wild  rye 
Foxtail  barley 
Little  barley 
Wheat 


TRIBE  AVENEAE 
“Agrostis  stolonifera  L. 

Koeleria  pyramidata  (Lam.)  Beauv. 
“Phleum  pratense  L. 


Redtop 

Prairie  june  grass 
Timothy 


TRIBE  STIPEAE 
Stipa  spartea  Trin. 


Porcupine  grass 


SUBFAMILY  PANICOIDEAE 
TRIBE  PANICEAE 

Cenchrus  longispinus  (Hack.)  Fern. 
Digitaria  sanguinalis  (L.)  Scop. 
Echinochloa  crusgalli  (L.)  Beauv. 
Panicum  capillare  L. 

P.  dichotomiflorum  Michx. 

P.  virgatum  L. 

Setaria  faberi  Herrm. 

S.  glauca  (L.)  Beauv. 

S.  verticillata  (L.)  Beauv. 

S.  viridis  (L.)  Beauv. 

TRIBE  ANDROPOGONEAE 
Andropogon  gerardii  Vit. 

A.  scoparius  Miohx. 

Sorghastrum  nutans  (L.)  Nash. 
“Sorghum  bicolor  (L.)  Moench 
“Zea  mays  L. 


Longspine  sandbur 
Large  orabgrass 
Barnyard  grass 
Witch  grass 
Fall  panicum 
Switch  grass 
Giant  foxtail 
Yellow  foxtail 
Bristly  foxtail 
Green  foxtail 

Big  bluestem 
Little  bluestem 
Indian  grass 
Sorghum;  Shattercane 
Corn 


SUBFAMILY  ERAGROSTOIDEAE 
TRIBE  ERAGROSTEAE 


Calamovilfa  longifolia  (Hook.) 

Prairie  sandreed 

Scribn. 

Eragrostis  cillanensis  (All.) 

Stink  grass 

E.  Mosher 

E.  trichodes  (Nutt.)  Wood 

Sand  love  grass 

MuhleTibergia  frondosa  (Poir.) 

Wirestem  muhly 

Fern. 

M.  racemosa  (Miohx.)  BSP 

Green  muhly 

M.  schreberi  J.  F.  Gmel. 

Nimblewill 

Sporolobus  asper  (Miohx.)  Kunth 

Tall  dropseed 

S.  cryptandrus  (Torr.)  Gray 

Sand  dropseed 

S.  neglectus  Nash. 

Annual  dropseed 
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TRIBE  CHLORIDEAE 

Boeteloua  curtipendula  (Michx.)  Sideoats  grama 


Torr. 

B.  gracilis  (HBK)  Lag.  ex  Griff. 
B.  hirsuta  Lag. 

Buchloe  dactyloides  (Nutt.) 
Engelm. 

Eleusine  indica  (L.)  Gaertn. 
Spartina  pectinata  Link 

TRIBE  ARISTIDEAE 

Aristida  oligantha  Michx. 

A.  purpurea  Nutt. 

•Cultivated 

(There  are  more  than  100  specie 
most  common  are  listed  above.) 


Blue  grama 
Hairy  grama 
Buffalo  grass 

Goose  grass 
Prairie  cord  grass 

Prairie  three-awn 
Red  threeawn 

of  grasses  in  the  area.  Only  the 


SUMMARY 

Crass  pollen  is  most  abundant  in  June 
when  the  early  grasses  (mostly  Festucoid 
types)  flower.  Crass  and  total  pollen  counts 
drop  in  July  but  rise  again  in  August  and  early 
September.  The  late  flowering  grasses  are 
most  likely  to  be  from  the  Panicoid  and 
Eragrostoid  subfamilies. 
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ABSTRACT 

POLLEN  counts  in  1988,  1989, 
and  1990  revealed  16  weed 
pollen  types.  The  weed  polli- 
nation season  in  Lincoln  extends  from  March 
through  October.  Very  low  amounts  of  pig- 
weed-type and  nettle  pollen  appear  in  April. 
Dock  pollination  begins  in  May.  June  has  the 
greatest  diversity  of  weed  types  and  moderately 
high  total  counts  (highest  total  June  counts  ca. 
300  grains/m^).  July  is  low  in  both  diversity  and 
absolute  numbers  of  pollen  grains  (highest  total 
July  counts  ca.  35  grains/m^).  In  early  August 
pollen  counts  begin  to  rise  with  the  primary 
pigweed-type  pollination  season  and  the  first 
ragweed  pollen.  Ragweed  pollen  peaks  in  the 
last  week  of  August  and  first  week  of  September 
with  more  than  460  ragweed  grains/m^  and 
total  counts  of  more  than  780  gr/m^. 

INTRODUCTION 

A knowledge  of  the  pollen  and  spores  pres- 
ent in  an  area  can  enhance  the  practice  of 
clinical  allergy.’  In  areas  where  there  has  not 
been  extensive  sampling,  aeroallergen  samples 
provide  basic  data  on  what  is  present^  that  can 
serve  a guide  for  the  selection  of  specific  allergy 
tests.’  Pollen  counts  allow  the  physician  to 
relate  patients'  severity  of  symptoms  to  allergen 
exposure’'  and  thus  track  the  efficacy  of 
treatments. 

More  recently,  work  in  Europe  has  shown 
that  data  from  the  past  several  years'  pollen 
counts  when  combined  with  the  current  year's 
counts  can  be  used  to  construct  a predictor  of 
the  start  of  the  grass  pollen  season,  one  that  is 
more  accurate  than  the  mean  starting  dates  of 
previous  years. ^ Detailed  analysis  of  multiple 
counts  for  a pollen  type  in  conjunction  with 
meteorological  data  can  also  be  used  to  de- 
velop community  avoidance  strategies  for  rag- 
weed.^ 

MATERIALS  AND  METHODS 

Pollen  samples  were  collected  on  the  roof  of 


Nebraska  EHall,  a five  story  building  on  the 
northeast  edge  of  the  University  of  Nebraska- 
Lincoln  city  campus.  Vegetation  to  the  south 
consists  of  typical  urban  landscaping.  To  the 
north,  a railroad  right-of-way  and  the  Nebraska 
State  Fair  grounds  have  native  plants  and  weeds 
typical  of  southeast  Nebraska. 

Sampling  was  done  weekly  in  1 988  and  1 989 
and  5 days  a week  (Monday  through  Friday)  in 
1 990.  A modified  Durham  sampler  was  used  in 
1988  and  through  4 June  in  1989.  A roto-rod 
sampler  was  used  for  the  remainder  of  1 989  and 
in  1990. 

Pollen  was  stained  with  basicfuchsin  in  either 
glycerin  or  Calberula's  fluid. ^ Slides  and  roto- 
rods  were  then  examined  at  400  X and,  if 
needed,  1000  X using  a Nikon  Biophot  micro- 
scope with  plan-apochromatic  objectives.  Pol- 
len identifications  were  checked  against  refer- 
ence slides  made  from  collections  in  the  C.  E. 
Bessey  Herbarium  of  the  University  of  Nebraska 
State  Museum  and  against  live  material  in  flower 
at  that  time. 

In  many  groups  of  plants,  pollen  of  species  in 
the  same  genus  or  family  is  virtually  indistin- 
guishable. When  the  group  of  possible  parent 
plants  for  the  pollen  is  large,  the  assemblage  is 
referred  to  as  a "type"  to  indicate  the  heterogen- 
eity. The  species  that  are  the  most  likely  con- 
stituents for  each  pollen  type  are  listed  in  Ap- 
pendix 1 . 

RESULTS 

A pollen  calendar  for  weeds  in  Lincoln  is 
given  in  Figure  1 . Table  1 gives  the  pollen  types 
in  appro>;imate  order  of  flowering  and  grouped 
by  amount  of  pollen  collected. 

DISCUSSION 

Types  of  Pollen  Present 

The  moderately  common  and  abundant  types 
of  weed  pollen  present  in  Lincoln  agree  with 
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FIGURE  1 

Crass  and  Weed  Pollen  Calendar  for  Lincoln,  NE 

Month 

Pollen 

Feb  Mar  Apr  May  Jun  Jul  Aug  Sep  Oct 

Type 

Dock  • •• 

Crass  

Sedge  • 

Cat-tail  

Nettle  

Pigweed-type  

Daisy-type  

Mustard-type  .... 

Dill-type  

Plantain  

Clover-type  .... 

Tomato-type  • • • 

Marijuana  • • • • 

Ragweed  • • • 

Cocklebur  

Sagebrush  

Marsh-elder  

those  predicted  for  the  Central  Plains  by  Solo- 
mon and  Mathews.® 

Sequence  of  Pollens 

The  sequence  of  flowering  in  Lincoln  is  ap- 
proximately the  same  as  has  been  found  in 
other  studies  in  the  United  States  and  Can- 
ada.®' ’0. 'b  12, 13  jiig  similarity  in  sequence  can  be 
explained  by  the  physiological  and  environ- 
mental factors  that  control  flowering. 

For  almost  all  plants,  the  switch  from  vegeta- 
tive growth  to  the  first  stages  of  development  of 
the  pollen-bearing  flowers  is  triggered  by  sea- 
sonal changes  in  day  length  and  temperature. 

In  these  herbaceous  weeds  the  flower  buds 
are  induced  in  the  same  season  in  which  they 
flower.  For  most  of  these  plants,  this  is  at  a time 
when  the  temperature  is  consistently  above  the 
minimum  needed  so  the  role  of  day  length  is 
more  obvious.  Many  of  the  late  summer  flower- 
ing weeds  (cocklebur,  ragweed,  lambs  quarters) 
are  cued  to  shorter  days  and  are  thus  called 
short-day  plants.’'* 

Volume  of  Pollen  Released 

The  maximum  amount  of  pollen  released  in  a 
24  hour  period  (as  grains/m®)  ranges  from  more 
than  1000  (when  grass  and  late  tree  pollen 
production  overlaps  with  early  weeds)  to  less 
than  1 (Table  1 ). 

Solomon's'^  sampling  in  Michigan  provides 
volumetric  data  for  comparison.  For  most  of  the 


TABLE  1 

Pollen  Types,  Their  Peak  and  Earliest  Flowering  Times,  and 
Maximum  Amount. 

Pollen  Type  Peak  Flowering  Time  Maximum  Deposition 
(Earliest  Date)  (grains/mi) 


High  Pollen  Producers 

Pigweed-type 

August,  September  (2  April) 

187 

Ragweed 

mid-August  to  September  (30  July) 

460 

Moderate  Pollen  Producers 

Dock 

May  (23  April) 

60 

Nettle 

July  and  August  (9  April) 

47 

Marijuana 

late  July  to  August  (6  July) 

37 

Sagebrush 

late  August  to  September  (7  August) 

33 

Marsh-elder 

late  August-September  (19  August) 

26 

Low  Pollen  Producers 

Sedge 

April-June  (14  April) 

3 

Mustard-type 

April  and  early  May  (30  April) 

>1 

Cat-tail 

April  to  July  (9  April) 

8 

Dill-type 

May  to  mid-July  (29  May) 

9 

Plaintain 

late  May  to  July  (21  April) 

5 

Daisy-type 

May  to  frost  (30  April) 

8 

Clover-type 

June  and  July  (29  May) 

>1. 

Tomato- type 

late  June  and  July  (24  June) 

>1 

Cocklebur 

late  July  to  September  (21  August) 

4 

common  pollen  types  (ragweed,  dock,  nettle, 
plantain,  mustard-type,  clover-type,  daisy-type) 
he  reports  higher  24  hour  counts  than  those 
found  here.  The  difference  in  ragweed  is  the 
most  extreme,  with  2,51 2 gr/m®  found  in  Michi- 
gan compared  to  460  gr/m®  for  Nebraska.  The 
lower  counts  from  Lincoln  of  ragweed  and  the 
other  groups  may  be  due  in  part  to  the  below 
normal  rainfall  in  1 988-1 989  reducing  the  plant 
populations  or  it  may  reflect  more  general  shifts 
in  vegetation. 

Pigweed-type,  sagebrush,  marijuana,  and  dill- 
type  have  higher  24  hour  counts  in  Lincoln  than 
in  Ann  Arbor.  The  larger  amounts  of  pigweed- 
type  and  sagebrush  pollen  are  not  surprising 
because  these  plants  become  more  common  as 
one  goes  west. 

The  abundance  of  marijuana  or  hemp  pollen 
in  southeast  Nebraska  has  been  attributed  to 
the  introduction  of  Cannabis  to  Fremont,  Ne- 
braska in  about  1889.’® 

The  difference  in  dill-type  pollen  abundance 
may  reflect  a difference  in  source  plant.  Solo- 
mon'® attributes  his  dill-type  pollen  chiefly  to 
Daucus  carota,  wild  carrot,  a plant  that  is  not 
common  in  this  area.  Here  the  most  likely  pollen 
donor  for  the  dill-type  pollen  appears  to  be 
Conium  maculatum,  poison  hemlock,  a plant 
that  can  grow  to  be  three  times  the  size  of  wild 
carrot. 
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Potential  of  Pollen  Types  to 
Cause  Respiratory  Allergies 

The  potential  significance  of  a pollen  type  in 
respiratory  allergies  is  a function  of  both  the 
pollen's  intrinsic  ability  to  cause  a reaction  in 
sensitive  individuals  and  its  abundance  in  an 
area. 


TABLE  2 

Nebraska  Genera  in  the  Pigweed  Group  Known  to  Have  Pro- 
nounced Allergenicity. 

Amaranthus  (includes  Acnida) 

Atriplex 

Chenopodium 

Kochia 

Salsola 

For  the  pigweed-type  understanding  the  po- 
tential severity  is  also  complicated  by  the  fact 
that  there  are  many  possible  pollen  donors  and 
these  donor  species  differ  both  in  the  amount  of 
pollen  that  they  produce  and  in  their  intrinsic 
potential  for  causing  allergic  reactions.  The  gen- 
era of  the  two  families  listed  by  Lewis  et  al.’^  as 
causing  the  most  problems  are  given  in  Table  2. 
(For  local  species,  see  Appendix  1 ). 

There  is  also  evidence  for  significant  cross- 
reactivity among  the  antigens  within  the  group. 
For  the  Chenopodiaceae  and  Amaranthaceae 
(pigweed-type),  cross-reactivity  is  strongest 
among  species  of  the  same  genus  but  also 
extends  among  the  different  genera  in  the  two 
families. 

Studies  done  in  Missouri  indicate  that  rag- 
weed is  very  strong  in  its  intrinsic  ability  to  cause 
allergic  reactions.’^' It  is  also  the  most  abun- 
dant weed  pollen  type  for  this  area.  In  the  same 
family  (Compositae)  as  ragweed,  sagebrush  also 
has  pollen  with  a strong  intrinsic  ability  to  cause 
reactions  but  it  is  limited  by  the  parent  plants' 
low  frequency  in  eastern  Nebraska;  farther 
west  in  the  state  it  could  be  much  more  of  a 
problem.  Similarly,  cocklebur  and  marsh  elder, 
other  Composites,  have  pollen  with  relatively 
strong  intrinsic  allergenic  potentials  but  are 
limited  by  the  plants'  frequency. 

There  is  some  evidence  for  cross-reactivity 
within  the  Compositae  family  although  the  pat- 
tern is  not  as  clear  cut  as  it  is  with  the  grasses 
(Poaceae).'°’^’  Botanists  have  traditionally 
thought  that  ragweed,  cocklebur,  and  marsh 
elder  were  quite  closely  related.  Weber’°,  how- 
ever, concluded  that  cocklebur  and  marsh  elder 
were  allergenically  distinct,  a result  in  agree- 
ment with  Bolick's^^  analysis  of  the  taxonomic 
relationships  among  these  three. 


Within  the  group  of  weeds  with  less  abun- 
dant pollen,  dock,  nettle,  plantain,  and  mari- 
juana are  thought  to  have  a moderate  intrinsic 
potential  for  inducing  allergic  reactions.’^ 

Under  the  nettle  pollen  type,  Urtica  is  re- 
ported to  be  moderately  reactive  and  is  native 
to  southeast  Nebraska.  Another  genus  of  nettles, 
Parietaria,  is  known  to  contain  Old  World 
species  that  cause  severe  respiratory  allergies.’^ 
It  is  not  yet  known  if  the  North  American 
species,  Parietaria  pensylvanica,  is  as  aller- 
genic^^ or  how  wide  spread  in  this  country  the 
introduced  Old  World  species  may  become. 


The  remaining  pollen  types  have  little  poten- 
tial to  cause  respiratory  allergies  because  they 
are  not  common,  and  for  the  most  part,  have 
only  a slight  intrinsic  allergenic  potential. 

APPENDIX  1 

Pollen  Types  and  the  Scientific  and  Common  Names  of  the 
Species  Comprising  Each  Type. 


Pollen  Type  Species 

Common  Name 

Dock 

Rumex  acetosella  L. 

Sheep  sorrel 

R.  altissimus  Wood. 

Pale  dock 

R.  crispus  L. 

Curly  dock 

R.  maritimus  L. 

Golden  dock 

R.  mexicanus  Meisn. 

Willow-leaf  dock 

R.  patientia  L. 

Patience  dock 

R.  stenophyllus  Ledeb. 

Dock 

Sedge 

Approximately  60-65  species 

Nettle 

Boehmeria  cylindrica 

Bog  hemp 

(L)Sw. 

Laportea  canadensis 

Wood  nettle 

(L.)  Wedd. 

Parietaria  pensylvanica 

Pellitory 

Muhl. 

Pilea  pumila  (L)  Gray 

Clear  weed 

Urtica  dioica  L 

Stinging  nettle 

Plantain 

Plantago  aristata  Michx. 

Bracted  plantain 

P.  elongata  Pursh 

Elongate  plantain 

P.  lanceolata  L 

English  plantain 

P.  major  L. 

Common  plantain 

P.  patagonica  Jacq. 

Wooly  plantain 

P.  rugelii  Dene. 

Black-seed  plantain 

P.  virginica  L 

Pale-seed  plantain 

Cat-tail 

Typha  angustifolia  L 

Narrow-leaf  cat-tail 

T.  latifolia  L 

Common  cat-tail 

Daisy-type 

There  are  about  90-95  species  of  Compositae,  the 
daisy  or  sunflower  family,  in  the  area. 

Pigweed- 

Pigweed-type  comprises  two  closely  related  families. 

type 

the  Chenopodiaceae  and  Amaranthaceae. 

• 

Chenopodiaceae 
Atriplex  argentea  Nutt. 

Silverscale  saltbush 

A.  subspicata  (Nutt.) 

Spearscale 

Rydb. 

Chenopodium  album  L. 

Lambs  quarters 

C.  ambrosioides  L. 

Mexican  tea 

C.  berlandieri  Moq. 

Pitseed  goosefoot 

C.  desiccatum  A.  Nels. 

Dried-up  goosefoot 

C.  gigantospermum  Aellen 

Mapleleafgoosefoot 
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Clover-type 


Dill-type 


Marijuana 

Ragweed 


Sagebrush 


Marsh-elder 


C.  glaucum  L. 

Oak-leaf  goosefoot 

C.  standleyanum  Aellen 

Standley  goosefoot 

Corispermum  hyssopifolium  Tickseed 
1 

Cycloma  atriplicifolium 

Winged  pigweed 

(Spreng.)  Coult. 

Kochia  scoparia  (L.) 

Kochia 

Schrad. 

Monolepis  nuttalliana 

Poverty  weed 

(R.  & S.)  Greene 

Salicornia  rubra 

Salt  wort 

A.  Nels. 

Salsola  iberica 

Russian  thistle 

Sennen  & Pau 

Suaeda  depressa 

Sea  blite 

(Pursh)  Wats. 
Amaranthaceae 

Amaranthus  albus  L. 

Tumbleweed 

A.  arenicola 

Sandhills  pigweed 

1.  M.  Johnst. 

A.  graecizans  L. 

Prostrate  pigweed 

A.  hybridus  L. 

Slender  pigweed 

A.  palmer!  Wats. 

Palmer's  pigweed 

A.  refroflexus  L. 

Rough  pigweed 

A.  rudis  Sauer 

Water  hemp 

Froelichia  floridana 

Field  snake  cotton 

(Nutt.)  Moq. 

F.  gracilis  (Flook.)  Moq. 

Slendersnakecotton 

Melilotus  alba  Medic. 

White  sweet  clover 

M.  ofiicinalis  (L.) 

Yellow  sweet  clover 

Pall. 

! There  are  25-30  species  of  Cruciferae,  the  mustard 

family  in  the  area. 

There  are  15  to  20  species  of  Umbelliferae,  the  dill 

family  in  the  area.  Poison  hemlock  is  the  most  abund- 

ant at  the  time  the  pollen  is  collected. 

Conium  maculatum  L 

Poison  hemlock 

Cannabis  sativa  L. 

Marijuana,  hemp 

Ambrosia  artemisiifolia 

Common  or  short 

L. 

ragweed 

A.  psilostachya  DC 

Western  ragweed 

A.  trifida  L. 

Giant  ragweed 

Artemisia  biennis  Willd. 

Biennial  sagewort 

A.  campestris  L. 

Western  sagewort 

A.  dracunculus  L. 

Silky  wormwood 

A.  ludoviciana  Nutt. 

White  sage 

Iva  annua  L. 

Marsh-elder 

I.  xanthifolia  Nutt. 

Marsh-elder 

Cocklebur  Xanthium  strumarium  L Cocklebur 


SUMMARY 

Ragweed  pollen  is  probably  the  most  signifi- 
cant late  summer  allergen  in  the  Lincoln  area.  It 
and  the  pigweed-type  can  cause  problems  for 
sensitive  individuals  in  August  and  early  Sep- 
tember. The  other  weed  pollen  types  are  pres- 
ent in  much  lower  amounts  and  do  not  seem  to 
have  as  strong  intrinsic  abilities  to  cause  allergic 
reactions. 
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PERRY  T.  WILLIAMS,  M.D. 
President,  Nebraska  Medical  Association 


This  month  the  National  Association  of  Insur- 
ance Commissioners  will  vote  to  limit  the 
"medigap"  insurance  market  to  10  standard 
policies.  States  have  another  year  to  adopt 
them. 

Replacing  the  thousands  of  policies  now  on 
the  market  will  make  it  easier  for  elderly  people 
to  comparison  - shop  and  protect  them  from 
sales  tactics  that  prey  on  their  fears  of  falling  ill 
without  adequate  health  insurance.  Congress 
passed  a law  last  year  directing  the  insurance 
commissioners  to  come  up  with  10  standard 
plans. 

These  policies  promote  a compromise  be- 
tween the  interests  of  consumers  and  concerns 
of  the  insurance  industry. 

They  provide  a true  choice  ranging  from  bare 
bones  to  a Cadillac  comprehensive  package, 
with  8 others  in  between.  The  chart  below 
shows  a comparison  of  the  policies. 

All  10  of  these  have  a core  package  paying 
the  20%  of  Part  B,  the  daily  hospital  charge  from 
the  61st  to  90th  day,  and  some  coverage  be- 
yond 90  days. 

Nine  of  the  policies  go  beyond  the  core 
package,  paying  the  $658  annual  Medicare 
deductible  for  hospital  care.  Three  would  cover 
the  $100  deductible  from  doctors'  bills.  Only 
two  would  include  preventive  health  services  — 


Perry  T.  Williams,  M.D. 


flu  shots,  tetanus  and  diphtheria  boosters,  tests 
for  colo-rectal  cancer,  hearing  disorders,  diabe- 
tes and  thyroid  function,  cholesterol,  etc. 

Four  cover  nursing  home  care  for  8 weeks 
beyond  Medicare  coverage.  Three  cover  pre- 
scription drugs  to  a degree.  Nine  covers  foreign 
travel  emergencies. 

This  legislation  will  help  competing  insur- 
ance companies  operate  under  the  same  guide- 
lines. 

Hats  off  to  this  kind  of  progress. 


PROPOSED  MEDICARE  SUPPLEMENTAL  POLICIES 


A 

B 

c 

D 

E 

F 

G 

H 

1 

I 

Core  Benefits  X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

Skilled  Nursing  Home 

X 

X 

X 

X 

X 

X 

X 

X 

Part  A Deductible 

X 

X 

X 

X 

X 

X 

X 

X 

X 

Part  B Deductible 

X 

X 

X 

Part  B Excess  Charges 

807o 

1 00% 

1 00% 

100% 

Foreign  Travel 

X 

X 

X 

X 

X 

X 

X 

X 

X 

At-Home  Recovery 

X 

X 

X 

X 

Prescription  Drugs 

Basic 

Basic  Ext' 

Preventive  Care 

X 

X 

'Extended 


Source:  National  Association  of  Insurance  Commissioners 
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IN  MEMORIAM 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 


OTTO  A.  KOSTAL,  M.D.  — (Born  March  5, 1 899 
—died  March  26,  1991)  Medical  Specialty 
— Internal  Medicine  and  Cardiology.  Doctor 
Kostal  was  a graduate  of  the  University  of 
Nebraska  College  of  Medicine  in  1923  and 
practiced  in  Hastings.  He  was  a member  of 
the  Nebraska  Medical  Association,  and  the 
American  Medical  Association,  as  well  as 
serving  as  President  of  the  Nebraska  Medical 
Association.  Survivors  are  one  son,  O.A.  "Jim" 
of  San  Antonio,  TX;  two  daughters,  Betty 
McBride  of  Bucks,  England,  and  Mary  Lou  of 
Bainbridge  Island,  Washington;  two  sisters 
and  six  grand-children. 

M.A.  KADEL,  M.D.  — (Died  March  4,  1991) 
Medical  Specialty  — Psychiatry.  Doctor  Kadel 
practiced  psychiatry  in  Hastings  and  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association. 

VERN  F.  DYKE,  M.D.  — (Born  August  6,  1 921  — 
died  April  1,  1991)  Medical  Specialty  — Inter- 
nal Medicine.  Doctor  Dyke  was  a gradu- 
ate of  the  University  of  Nebraska  College  of 
Medicine  in  1945  and  practiced  in  Colum- 


bus. He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association. 

WILLARD  G.  SENG,  M.D.  — (Born  February  24, 
1911  — died  April  4,  1991)  Medical  Spe- 
cialty — General  Practice.  Doctor  Seng  was  a 
graduate  of  the  University  of  Nebraska  Col- 
lege of  Medicine  in  1938  and  practiced  in 
Oshkosh.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association.  Doctor  Seng  is  survived  by 
his  wife,  Helen  of  Oshkosh;  two  sons,  Rich- 
ard of  Guernville,  California  and  jimmy  of 
Eureka,  California;  a daughter,  Marcia  Stewart 
of  Denton;  two  granddaughters,  3 step  grand- 
children and  a great  granddaughter. 

GEORGE  SKWORCOW,  M.D.  — (Born  April 
22,  1 922  in  Poland  — died  September,  1 990) 
Medical  Specialty  — Pathology.  Doctor 
Skworcow  was  a graduate  of  the  University 
of  Heidelberg,  Germany  in  1952  and  prac- 
ticed in  Lincoln.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association. 
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WELCOME  NEW  MEMBERS 


William  A.  Lowndes,  M.D. 

14214  U Street 
Omaha,  NE  68137 

Robert  W.  Dugas,  M.D. 

6940  Van  Dorn,  #201 
Lincoln,  NE  68506 

Michael  Goldstein,  M.D. 

8111  Dodge  St.,  #143 
Omaha,  NE  68114 

Donald  E.  Rigler,  D.O. 

8440  Park  Dr. 

Omaha,  NE  68127 

Stuart  C.  Oxford,  M.D.  (reinstated) 
6901  N.  72nd  St. 

Omaha,  NE  68122 

Mark  W.  Davis,  M.D. 

1603  Prospect  Ave. 

Norfolk,  NE  68701 

Steven  A.  Freeman,  M.D. 

6510  Redick  Ave. 

Omaha,  NE  68152 


Bruce  S.  Kuhn,  M.D. 

14441  DuPont  Court,  #201 
Omaha,  NE  68144 

Paul  L.  Wolfe,  M.D. 

1414  S.  Washington 
Papillion,  NE  68128 

George  Thommi,  M.D. 

2221  S.  17th  St.,  #208 
Lincoln,  NE  68502 

Paul  D.  Goodrich,  M.D. 

3001  Farnam  St.,  7th  Floor 
Omaha,  NE  68131 

Anton  F.  Piskac,  M.D. 

650  N.  Tower,  4242  Farnam  St. 
Omaha,  NE  68131 

Alain  J.  Taylon,  M.D. 

650  N.  Tower,  4242  Farnam  St. 
Omaha,  NE  68131 


"X  'WANT  you  To  IHSrALL^  <o/H6)MTIOM 
PACEMAKER  AN&  " 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
FOR  CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSEHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conven- 
ience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicians 
how  to  access  information  from  their  own 
PC's  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information  contact:  Center  for 

Continuing  Education,  University  of  Nebraska  Medical 

Center,  600  South  42nd  Street,  Omaha,  Nebraska  68198- 

5651.  Telephone  (402)  559-4152  or  our  toll-free  MED 

CONSULT  numbers  and  ask  for  Continuing  Education.  In 

Nebraska  call  (800)  642-1095.  All  other  states  (except 

Alaska),  call  (800)  228-9630. 

CONTINUING  MEDICAL  EDUCATION 
COURSE  SCHEDULE 

JUNE  21-23,  1991  — Treatment  of  the  Allergic 
Patient,  Madden's  Resort,  Brainard,  Minne- 
sota 

JUNE  22-23,  1991  — Lipids/CV  Disease  Pro- 
gram, Mahoney  State  Park 

OCTOBER  24-27, 1 991  — Nebraska-Dartmouth 
Ethics  Conference,  Red  Lion  Inn,  Omaha,  Ne- 
braska. 


CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE 

JUNE  15-22,  1991  — The  Tenth  Annual 
Conference  will  be  held  at  Wolverine 
Lodge,  Lynn  Lake,  Manitoba,  Canada.  Fee, 
$150.00 

Eor  more  information,  contact:  Sharlene  Knippel- 
meyer,  RN,  BS,  Education  & Staff  Development,  Lincoln 
General  hlospital,  2300  South  16th  Street,  Lincoln,  NE 
68502,  (402)  473-5638. 


MAYO  FOUNDATION 

SEPTEMBER  26-27,  1991  - Annual  Mayo  Clinic 
Updatein  Hepatology,  Rochester,  Minnesota, 
Contact;  Postgraduate  Courses,  Section  of 
Continuing  Education,  Mayo  Foundation, 
Rochester,  MN  55905,  Phone:  (507)  284- 
2509  or  Toll  Free  800-323-2688. 

MAYO  SYMPOSIUM  ON  SPORTS  MEDI- 
CINE — November  8-9,  1991,  Rochester, 
Minnesota,  Contact;  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo 
Foundation,  Rochester,  MN  55905,  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 


14TH  ANNUAL  BLACK  HILLS  SEMINAR 

JUNE  19-21,  1991  — Fourteenth  Annual  Black 
Hills  Seminar-Advances  in  Clinical  Pediat- 
rics, Golden  Hills  Resort,  Lead,  South  Da- 
kota, sponsored  by  University  of  South  Da- 
kota School  of  Medicine  and  the  A.A.P. 
South  Dakota  Chapter.  Topic  areas  include 
Infectious  Disease,  Gastroentherology,  Car- 
diology, Ambulatory  and  General  Pediatrics. 
Contact:  Debbie  Meyer,  USD  School  of 
Medicine,  1100  S.  Euclid,  P.O.  Box  5039, 
Sioux  Falls,  SD  571  1 7-5039,  (605)  333-71  78. 
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CREIGHTON  UNIVERSITY 

JUNE  7-8,  1991  - (June  6,  "Optional"  Surgical 
Observation)  — Therapeutic  Laparoscopy  for 
General  Surgeons,  Creighton  University, 
Omaha,  Nebraska.  SAGES  approved.  Cat- 
egory 1 credit  AMA. 

JULY  9-1 3,  1991  — Present  and  Future  Clinical 
Applications  of  Tumor  Markers,  Ritz  Carlton 
Hotel,  Kona,  Hawaii/Category  1 credit  AMA/ 
AAPP  credit  (please  eliminate  Category  1 
AMA  credit  will  be  available). 

SEPTEMBER  6,  1991  — Advances  in  Surgical 
Oncology,  Marriott  Hotel,  Omaha,  Nebraska. 

SEPTEMBER  27-28,  1991  - Foot  and  Ankle 
Care  for  the  Primary  Physician,  Marriott  Ho- 
tel, Omaha,  Nebraska.  Category  1 credit 
AMA  (please  eliminate  CME  Application  to 
be  processed) 

OCTOBER  10,  1991  — Thomas  Timothy  Smith 
Lecture,  Omaha,  Nebraska.  Category  1 credit 
AMA  (please  eliminate  CME  Application  to 
be  processed). 

NOVEMBER  9-1 0, 1 991  —Second  Annual  Acute 
Management  of  the  Trauma  Patient,  Marriott 
Hotel,  Omaha,  Nebraska. 

DECEMBER  7,  1991  — Urology  Conference, 
Marriott  Hotel,  Omaha,  Nebraska,  Category 
1 credit  AMA. 

MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships  on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 


SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha;  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical 
Education  Division,  Omaha,  Nebraska  68178-0072, 
1 -800-5 48-CMED  or  1-402-280-1830. 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 13-14,  1991,  Cornhusker  Hotel, 
Lincoln 

ANNUAL  SESSION  — House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 
Omaha. 
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PHOTO  GALLERY 


Nebraska  Medical 
Association 


1991  Annual  Session 


Dr.  Benjamin  R.  Gelber,  Editor,  chairs  the  Nebraska 
Medical  lournal  Editorial  Board  Luncheon. 


Dr.  Stanley  F.  Nabity  presiding  at  the  Board  of  Councilors’ 
meeting. 


Dr.  Donald  J.  Pavelka  addresses  the  1991  Honors  Lun- 
cheon. 


Dr.  Richard  H.  Meissner,  Speaker,  calls  the  opening 
session  of  the  House  to  order. 


Dr.  Perry  T.  Williams  presenting  50-year  certificate  to  Dr. 
Stanley  M.  Bach. 


Dr.  Perry  T.  Williams  presenting  50-year  certificate  to  Dr. 
Robert  L.  Grissom. 
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Dr.  Perry  T.  Williams  presenting  30-year  certificate  to  Dr. 
Arnold  W.  Lempka. 


Dr.  Perry  T.  Williams  presenting  50-year  certificate  to  Dr. 
Charles  A.  Longo. 


Dr.  Perry  T.  Williams  presenting  30-year  certificate  to  Dr. 
Guy  M.  Madson. 


Dr.  Perry  T.  Williams  presenting  50-year  certificate  to  Dr. 
Kenneth  T.  McGinnis. 


Dr.  Perry  T.  Williams  presenting  30-year  certificate  to  Dr. 
Richard  E.  Penry. 


The  Hous“  of  Delegates  provides  a standing  ovation  to 
the  50-year  practitioners  present. 


Dr.  Gregg  Wright,  Director,  Nebraska  Department  of 
Health,  addressing  the  House  of  Delegates. 


i 
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Mary  Dean  Harvey,  Director,  Nebraska  Department  of 
Social  Services,  addressing  the  House  of  Delegates. 


Dr.  Paul  E.  Collicott,  1990-91  NMA  President,  addressing 
the  House  of  Delegates. 


The 

Cornhusker 

Dr.  Timothy  O.  Wahl  addressing  the  House 


of  Delegates. 


Reference  Committee  #3  in  session.  Reference  Committee  #4  in  session. 
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1991  Presidents'  Reception. 


1991  Presidents'  Reception. 


1991  Inaugural  Banquet. 


Dr.  Perry  T.  Williams,  1991-92  NMA  President,  and  Dr.  Dr.  Dale  Michels  serving  as  master  of  ceremonies  for  the 

Paul  E.  Collicott,  1990-91  NMA  President,  at  the  Inaugural  1991  Inaugural  Banquet. 

Banquet. 
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Since  1925 


ADVICE  TO  AITHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber.  M.D.,  2221  So.  17.  Suite  310,  Lincoln.  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  8^  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  comer  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2.000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

.Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
.A  name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8V^  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editor  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 
Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Nortblk  Printing  Company. 
Inc.,  P.O.  Box  278.  Norfolk,  Nebraska  68702-0278. 


Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


IlDiyiLEY  MEDICAL 

SUPPLY  COMPANY 

P.O.  Box  83108  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
Wiliam  J Landis,  M.D. 


OBSTETRICS  • GYNECOLOGY 
Wiliam  Gomes,  M.D. 

John  P.  Reilly,  M.D. 


PEDIATRICS 
Agnes  Gomes,  M.D. 
Karen  M.  Higgins.  M.  D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

t1-90 


LINCOLN,  contra 


NEBRASKA  HEART  INSTITUTE 

Supports  The 

Nebraska  Medical  Association 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  George  Papanicolaou,  M.D. 

R.  Kent  Jex,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-90 


: LINCOLN  

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 

SURGERY  OF  TRAUMA 

GENERAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 

PAUL  E.  COLLICOTT,  M.D.,  FACS  JOHN  I.  CHERRY,  M.D.,  FACS 

CHESTER  N.  PAUL,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  6851 0 

Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462 

11-90 


□■■■■■  CONSULTATIVE 

□"■■■■  nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


NEBRASKA  HEART  INSTITUTE 

Supports  the 

Nebraska  Medical  Association 


Cardiology  Consultants,  P.C. 


Walt  F.  Weaver 
Dale  A.  Hansen  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 


(402)489-6554  or  1-800-MED-LINC 

11-90 


pathology 

medical 

services 

pe 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON.  M.D. 
JOHN  H.  CASEY,  M.D. 
MICHAELJ.  DUGGAN.  M.D. 

DONALDA.  DYNEK.M.D. 
GEORGEE.GAMMEL,  M.D. 
ORINR.  HAYES,  M.D. 
DAVIDL.  KUTSCH.M.D. 
STEFFANR.  LACEY,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
AINA  I.SILENIEKS,  M.D. 
ROBERTF.  SHAPIRO,  M.D. 

DANIELJ.  TILL,  M.D. 
LARRY  D.  TOALSON,  M.D. 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053of800/742-7414  6-9i 
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ONCOLOGY  ASSOCIATES,  P.C. 

DODGE  PROFESSIONAL  CENTER 
8601  West  Dodge  Road  — Suite  18 
Omaha,  Nebraska  681 14 

HERBERT  A.  HARTMAN,  JR.,  M.D.,  FACP 

Medical  Oncology  & Hematology 

Office  Phone:  Home  Phone:  Dial  M.D. 

(402)  391  -1 922  (402)  551  -7364  (402)  390-6786 

11-90 


OMAHA,  cont. 


P 


a 


me 

PHYSICIANS 
LABORATORY 
SERVICES,  INC. 

4840 'F'  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 
PHONE:  402 -731 -4145 
WATS:  800  642-1117 


1-91 


c.A.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


7441  -O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
PHONE:  402-488-7710 


OMAHA 


Filkins  Eve  Coiisullanls 


434  The  Doctors  Building 
4239  Fiirnam  Street 
Oniciha,  NE  68131 
402/5.39-2020 

237  Eightv-One  Eleven 
Medical  Center 
81 1 1 Dodge  Street 
Omaha,  NE  68114 
402/-390-8100 


Diseases  And 
Surgeiy  of  the  Eye 


John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  GrifTiths,  M.D. 

JefTcry  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D.  n go 


NEBRASKA  MEDICAL  ASSOCIATION 

Fall  Session 

September  13-14,  1991 

CORNHUSKER  HOTEL 
Lincoln,  Nebraska 
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Adserlisemenls  in  this  column  are  run  al  the  rale  of  S15.00  per  insertion,  for  an  adverlisemeni  of  50  words  or  less.  An  additional 
charge  of  25  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  dale  of  publication.  Each  adverlisemeni  w ill  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Building,  Lincoln,  NE  68508. 


PRACTICE  WHERE  OTHERS  WANT  TO  VACA- 
TION! — F.P.  to  join  active  full  range  3-man  family 
practice  in  Salida,  CO  near  skiing,  golfing,  fishing, 
hunting.  Write  T.  Sandell,  M.D.,  111  Shavano,  Sal- 
ida, CO  81201. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

FAMILY  PRACTICE-HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY  — Dynamic  growth-ori- 
ented hospital  in  beautiful  North  Central  Wis- 
consin is  seeking  Family  Physicians  to  join  a 
growing  practice  in  a new  facility.  The  adminis- 
trative burdens  of  medical  practice  will  be  mini- 
mized in  this  hospital-managed  clinic.  The  hospi- 
tal has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than  similar 
opportunities.  Package  includes  base  income, 
incentive  bonus,  malpractice,  disability,  signing 
bonus  and  student  loan  reduction/forgiveness 
program.  All  relocation  costs  will  be  borne  by 
the  hospital.  Please  contact  Kari  Wangsness, 
Associate,  The  Chancellor  Group,  Inc.,  France 
Place,  Suite  920,  3601  Minnesota  Drive,  Bloom- 
ington, Minnesota,  55435.  (612)  835-5123. 

PRIMARY  CARE  PHYSICIAN  — Physician  with 
current  Nebraska  licensure  or  eligibility  for  same 
needed  for  position  in  pharmaceutical  research  at 
clinical  testing  laboratories.  Primary  care  background 
preferred.  Inquire  or  sent  resume  to:  James  C. 
Kisicki,  M.D.,  Harris  Laboratories,  P.O.  Box  80837, 
Lincoln,  NE  68502;  402-476-281 1 . 

WANTED— Physician  full  or  part  time,  ideal  for 
retired  or  semi-retired  doctor,  job  requirements: 
Insurance  type  physicals,  steady  personality,  cheer- 
ful demeanor,  Nebraska  medical  license.  Send  cur- 
riculum vitae  to  Patti  Johnson,  1442  O Street, 
Lincoln,  NE  68508  EOE  M/F. 

FAMILY  PRACTICE  PHYSICIANS  - Opportu- 
nity for  two  FP  physicians  to  develop  a general 
practice  in  a new  clinic  located  in  a quality-life 
community  of  10,000  in  Northwest  Iowa.  Full  ser- 
vice hospital  and  specialist  support  available  on 
site;  room  in  clinic  to  grow.  Excellent  guaranteed 
annual  salary,  incentives  and  management  options 
provided.  Contact  Jim  France,  Williams  & Com- 
pany, P.O.  Box  268,  Sioux  City,  Iowa  51 1 02  or  call 
1-800-666-4041. 


KANSAS/MISSOURI  — Emergency  Medical  Ser- 
vices, Inc.,  (EMS),  the  leader  in  providing  Kansas 
City  with  quality  emergency  medicine,  is  currently 
seeking  primary  care  and  ABEM  certified  and  pre- 
pared physicians  for  excellent  full-time  and  part- 
time  opportunities  in  emergency  medicine.  Facili- 
ties range  from  3,000  to  20,000  patients  visits  per 
year.  Originating  in  1975,  our  unique  philosophy 
has  gained  us  the  confidence  and  trust  of  our  client 
hospitals,  enabling  us  to  provide  them  with  quality 
emergency  medicine  care  for  1 5 consecutive  years. 
For  more  information  regarding  these  excellent 
opportunities,  please  contact  Judith  M.  Iggens,  Phy- 
sician Recruiter  at  Emergency  Medical  Services, 
Inc.,  3101  Broadway,  Suite  1000,  Kansas  City, 
Missouri  641 1 1;  (800)821-5147. 

OCCUPATIONAL  MEDICINE  OPPORTUNITY 
— Opportunities  available  for  permanent  part-time 
positions  in  occupational  medicine  in  the  Kansas 
City  metropolitan  area.  Responsibilities  include 
preemployment  screenings,  periodic  evaluations 
and  evaluation  and  treatment  of  work  related  inju- 
ries. Previous  experience  in  occupational  medicine 
is  desirable,  however,  training  in  general  surgery, 
orthopedic  surgery,  internal  medicine  or  family 
practice  may  be  acceptable.  Because  this  is  a part- 
time  position,  we  are  looking  for  a physician  inter- 
ested in  having  scheduling  flexibility  to  ensure  the 
maximum  use  of  your  spare  time  for  those  impor- 
tant “extra  curricular"  activities.  If  you  are  interested 
in  these  positions,  please  contact  Judith  M.  Iggens, 
Professional  Relations,  3101  Broadway,  Suite  1 000, 
Kansas  City,  Missouri  64111;  (800)  821-5147. 


SOUTF1EASTERN  IOWA  — Seeking  full-time  and 
part-time  physicians  for  new  50  bed  hospital  emer- 
gency department.  Attractive  hourly  compensation 
and  paid  malpractice  insurance  with  unlimited  tail 
coverage  provided.  Benefit  package  available  to 
full-time  physicians.  Contact  Emergency  Consult- 
ants, Inc.,  2240  South  Airport  Road,  Room  62, 
Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

OSCEOLA,  IOWA  — Weekend  coverage  avail- 
able in  emergency  department  of  48  bed  hospital. 
Competitive  hourly  rate  and  paid  malpractice  insur- 
ance with  unlimited  tail  coverage  provided.  Con- 
tact Emergency  Consultants,  Inc.,  2240  South  Air- 
port Road,  Room  62,  Traverse  City,  Ml  49684;  1- 
800-253-1795  or  in  Michigan  1-800-632-3496. 
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ESTERVILLE,  lA  — Seeking  physicians  in  primary 
care  specialties  to  provide  weekend  coverage  at 
low  volume  emergency  department  in  northwest- 
ern Iowa.  Excellent  compensation  and  paid  mal- 
practice insurance  with  unlimited  tail  coverage. 
Contact  Emergency  Consultants,  Inc.,  2240  South 
Airport  Road,  Room  62,  T raverse  City,  Ml  49684;  1 - 
800-253-1  795  or  in  Michigan  1-800-632-3496. 


CENTERVILLE,  lA  — Weekend  coverage  avail- 
able in  emergency  department  at  this  33  bed  facil- 
ity. Competitive  hourly  rate  and  paid  malpractice 
insurance  with  unlimited  tail  coverage  provided. 
Contact:  Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Rd.,  Room  62,  traverse  City,  Ml  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 
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HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 


Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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SUSTAiNED-RELEASE  CAPLETS 


Address  medical  inquiries  to: 
G.D.  Searle  Bt  Co. 

Medical  & Scientific 
Information  Department 
4901  Searie  Parkway 
Skokie.  IL  60077 
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While  fish  and  chicken  are  appropriate  choices 
for  fat-modified  diets,  so  are  lean  cuts  of  today’s 
beef. 

The  fat  profile  of  lean  beef  may  surprise  you. 
And  with  beefs  good  taste  and  versatility,  you 
can  improve  the  chance  of  patient  compliance 
with  your  dietary  recommendations. 

Today,  beef  cuts  are  lower  in  fat 

According  to  a national  supermarket  survey, 
there  is  on  average  27%  less  trimmable  fat  on 
retail  beef  today  than  in  the  late  ’70s  and  early 
’80s.‘  A follow-up  survey  in  1990  confirms  a 
continued  reduction  in  fat  trim.’ 

AHA  and  NCEP  guidelines 
allow  lean  beef 

The  American  Heart  Association  and  the 
National  Cholesterol  Education  Program  have 
recognized  the  place  for  lean  beef  in  a varied, 
balanced  diet.  Both  of  their  dietary  guidelines 
recommend  up  to  6 oz  daily  of  lean  beef  and 
meats,  poultry,  or  seafood. 


Here  are  guidelines  that  can  help  your  patients 
enjoy  beef  that’s  compatible  with  a heart- 
healthy  diet: 

• Purchase  lean  cuts 

• Keep  portions  moderate  (3  oz  cooked) 

• Remove  visible  fat  before  cooking 

• Prepare  without  additional  fat 

References: 

1 . Saveli  JW.  el  al.  National  Beef  Market  Basket  Survey.  J Anim  Sci.  In  press. 

2.  Morgan  JB.  et  al.  National  Beef  Tenderness  Survey:  Meat  Research  Brief.  College 
Station,  Tex:  Meats  and  Muscle  Biology  Section.  Department  of  Animal  Science. 
Texas  A & M University;  1990. 

3.  American  Heart  Association.  Dietary  Guidelines  for  Healthy  American  Adults. 
(Document  No.  71-1003).  Circulation.  1988;  77  (3). 

4.  National  Cholesterol  Education  Program.  Report  of  the  E.xpert  Panel  on  the  Detec- 
tion. Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults.  Washington,  DC 
National  Institutes  of  Health;  January  1988.  NIH  publication  88-2925. 
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UJHEN  SECONDS  COUNT... 


Cardiovascular 
Center  Responds 


One  of  tlie  ai'ea’s  premier  facilities  for  emergency  care  and  ti'eatment  of 
heait  and  vascular  disease,  Methodist  Cai'dioVasculai’  Center  provides  fast, 
efficient,  comprehensive  care  for  caicliovascular  patients.  Available 
diagnostic  and  treatment  services  include: 


Chest  Pain  Team  at  Methodist 
Emergency  Department 

A select  group  of  doctors  and  nurses  with 
ex{5erience  and  expertise  respond  quickly 
and  efficiently  to  cardio\’ascular  emergen- 
cies. Within  minutes  they  can: 

V diagnose  a heart  attack 

V mten  ene  medically 

V pertoiTn  emergency  angioplasty 
or  surgery' 

Comprehensive  Treatment  and 
Diagnostic  Services 

Tlie  Cai'dioV'ascular  Center  offers  the 
latest  high-tech  diagnostic  and  treatment 
senices,  including: 

V laser  and  other  atherectomy 

V angioplasty 

V color  doppler  echocardiography 

V thi'ombolytic  ding  treatment 

V treadmill  stress  testing  with  or  without 
SPECT  scamring 

V infarct-a\id 

V Hotter  monitor  electrocardiogram 
recording  and  analysis 

V comprehensive  angiography 

V rest  and  exercise  ventricular  function 
.studies 


Cardiovascular  Fitness  Program 

The  Cai'diac  Company  offers  fitness  pro- 
grams to  people  wiio  have  suffered  heart 
attacks,  have  a medical  histoiy  of  cardio- 
v'ascular  problems  or  family  histoiy  of 
cai’diovascular  disease.  Supeivised  by  a 
team  of  medical  exiDerts,  the  outiDatient 
program  features: 

V a comprehensive  health  and  physical 
fitness  analysis 

V mdividual,  .supeivised  exercise 
programs  with  continuous  cardiac 
momtoiiiig  and  analysis 

V risk  factor  counseling  w'ith  educational 
.seminars 

V a support  gi’oup  with  social  events 


MEIHCX)ISr  ^ 

CardkA^^scular 

CENTER 

Specializing  in  Cardiac  and 
Peripherai  Vascuiar  Care 

8303  DODGE  STREET 
OMAHA,  NEBRASKA  68114 


We  know 

over  175  specialists 

who  would 
join  your  practice 
in  a minute. 


Arranging  a consultation  is  now  as  painless  as  picking  up  the  phone.  Just  call  RSVP. 
You'll  have  immediate  access  to  physicians  from  Creighton  University  School  of 
Medicine/Saint  Joseph  Hospital.  Within  30  minutes,  day  or  night,  the  specialist  you 
request  will  call  you  back  and  share  the  kind  of  expertise  you’ll  only  find  at  a teaching 
hospital.  Keep  the  RSVP  number  nearby.  It’s  like  having  175  specialists  on  your  staff. 

OUTSIDE  NEBRASKA  1-800-228-RSVP;  IN  NEBRASKA  1-800-642-RSVP 

RSVP*  REGIONAL  SYSTEM  FOR  VISITING  PHYSICIANS 


Saint  Joseph  Hospital 


.Creighton  University  Medical  Center. 

Teaching,  healing,  leading. 
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Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D.,  2221  So.  17,  Suite  310,  Lincoln,  NE 
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Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publishers  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  tor  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 
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and  preventing  problems  for  their  clients.  Their  success 
isn’t  measured  by  how  well  they  sell.  But  by  how  well 
they  serve.  For  a different  approach  to  professional 
liability,  call  your  Medical  Protective  general  agent  today. 
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1 51 2 FIRSTIER  BANK  BUILDING  • LINCOLN.  NEBRASKA  68508  • FAX:  (402)  474-21 98 

TO:  MEMBERS.  NEBRASKA  MEDICAL  ASSOCIATION 

Dear  Colleague: 

The  Board  of  Directors  has  reviewed  the  services  of  Bartling  & Hinkle,  P.C.  to  determine  their 
effectiveness  as  the  NMA's  exclusively  endorsed  provider  of  medical  account  collections.  The 
response  from  members  utilizing  the  service  has  been  extremely  favorable. 

An  increasing  number  of  groups  have  begun  utilizing  the  Bartling  & Hinkle  service.  They  report 
a substantial  increase  in  collections  on  delinquent  accounts  with  lower  fees  assessed  on  these 
collections  than  were  paid  to  their  previous  service.  Based  on  this  information,  the  Board  of 
Directors  strongly  recommends  the  services  of  Bartling  and  Hinkle,  P.C.,  to  the  membership. 

Several  groups  have  indicated  a willingness  to  discuss  their  experience  in  utilizing  Bartling  & 
Hinkle,  P.C.  with  members  of  the  Association  on  their  staff.  The  Board  of  Directors  urges  you  to 
contact  one  of  the  groups  listed  below  if  you  have  questions  about  the  results  of  Bartling  & Hinkle, 
P.C. 

* Filkins  Eye  Consultants  - Pat  Roth,  (402)  552-2806 

* Lincoln  Surgical  Group,  P.C.  - Cheryl  Rasgorshek,  (402)  483-7825 

* North  Platte  Anesthesia  Services  - Kay  McDonald,  (308)  534-0318 

* Pediatric  Ophthalmology  Associates  - Patty  Olinger,  (402)  399-9400 

* Scottsbiuff  Neurology  Associates  - Helyne  Beehler,  (308)  635-3936 

If  you  find  yourself  in  need  of  a collection  service  we  strongly  encourage  you  to  investigate  and 
make  use  of  this  outstanding  service. 

For  more  information,  contact  the  Nebraska  Medical  Association  office  or  Bartling  & Hinkle,  P.C., 
5801  South  58th  Street,  Lincoln,  Nebraska  68516,  (402)  421-1600. 
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PHYSICIANS.  THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN  THE 
ARMY  RESERVE 
WE  THINK 
YOU'LL  LIKE. 


One,  time.  We  know  how  tough 
it  is  for  a busy  physician  to  make 
weekend  time  commitments.  So  we 
can  offer  the  kind  of  flexible  time 
scheduling  that  allows  a physician  to 
share  sixteen  hours  a month  with  his 
or  her  country.  We  can  arrange  a 
schedule  to  suit  your  requirements. 

Two,  the  opportunity  to  explore 
other  phases  of  medicine,  to  add  a 
different  kind  of  knowledge  — the 
challenge  of  military  health  care.  Its  a 
flexibility  that  could  prove  to  be  both 
stimulating  and  rewarding,  with  the 
opportunity  to  participate  in  a variety 
of  programs  that  can  put  you  in  con^ 
tact  with  medical  leaders  from  all 
over  the  country. 

See  how  flexible  we  can  be;  call 
our  Army  Medical  Personnel 
Counselor: 


Captain  Dean  Mings  - (314)  263-9533 
Major  Lonny  Houk  - (913)491-3701 


BE  ALL  YOU  CAN  BE. 

ARMY  RESERVE 


Even  The  Very  Best  Physicians  Need  An  Assistant 


Spectrum  Emergency  Care  draws  upon  a 20  year  history  of  recruiting  and  scheduling  emergency 
medicine  physicians  in  large  and  small  EDs  throughout  the  country.  We  pride  ourself  on  our  ability  to 
successfully  match  our  contracted  physicians  with  a client  hospital  that  provides  a challenging  and 
exciting  ED  environment. 

Find  out  how  we  can  assist  you. 


Spectmm  Advantages: 

• Highly  competitive  fees 

• Occurrence-based  malpractice  insurance 
program 

• Reimbursement  for  CME  and  professional  dues 

• Relocation  assistance 

• Directors  receive  full  benefits  package,  annual 
stipend  and,  after  twelve  months,  participation 
in  a 401k  plan. 

• Sign-on  and  referral  award. 


Current  Opportunities  In  Nebraska: 

• Full-time  positions  in  Norfolk  and  Grand 
Island. 

For  information  on  these  or  other  opportunities 
with  Spectrum,  contact:  Marlene  Milner  at  1-800- 
288-8044. 

SPECTRUM' 

EMERGENCY  CARE 

•A  member  of  The  .AR.A  Group 

1155  Kelly  Johnson  Boulevard 
Suite  305 

Colorado  Springs,  Colorado  80920 


MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  MedicalJournal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1991.  Judging 
of  articles  will  be  done  by  members 
of  the  NMJ  Editorial  Board. 

Articles  should  be  submitted  to: 


AMA  NEWS  NOTES 

JAMA  expands  international  reach  — /AMA 
recently  began  distributing  international  edi- 
tions in  Poland,  the  Soviet  Union  and  the  Middle 
East. 

The  1 4 editions  of  JAMA  are  not  published  in 
nine  languages  — English,  French,  Chinese, 
Italian,  Japanese,  Polish,  Russian,  Turkish  and 
Serbo-Croatian.  More  than  380,000  U.S.  physi- 
cians receive  the  journal,  and  another  3 1 1 ,000 
physicians  outside  the  United  States  now  re- 
ceive it.  Discussions  are  also  under  way  to 
produce  Brazilian  and  Greek  editions  of  JAMA. 
★ * * 


Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 
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For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  ^9^0 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use  — 
for  patients  who 
find  mixing  difficult 


Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage 

Leadership  In  Diabetes  Care 


Eli  Lilly  and  Company 

Indianapolis.  Indiana 
46285 


1 1991,  ELI  LILLY  AND  COMPANY  HI  2921-B-149322 


STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd.,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  AfTiliate,  Inc. 

Mary  Jones,  Executive  Director 
2730  South  114lh  St.,  Omaha,  NE  68144 
American  Lung  Association  of  Nebraska 
401  E.  Gold  Coast  Rd.,  #331 
Omaha,  NE  68128 
American  Red  Cross 

1701  "E"  Street,  P.O.  Box  83267, 

Lincoln,  NE  68501 

Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Representative 
303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103 
Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6lh  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 
Julie  A.  Sutcliffe,  President 
3015  N.  90lh  St.,  #6,  Omaha,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwolxi  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha.  NE  68124 
Muscular  Dystrophy  Association 
9233  Bedford  Avenue 
Omaha,  NE  68134 

National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  N.  91st  Plaza,  Omaha,  NE  68134 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  N.  69th  St.,  Suite  203 
Omaha,  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Peter  J.  Whitled,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
Frederic  Orgren,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital,  Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Case  Street,  Omaha,  NE  681 14 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68 144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Cardiovascular  Society 
John  D.  Kugler,  M.D. 

UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2166 

Nebraska  Chapter-  American  Academy  ofFamily  Physicians  ^ 

Robert  R.  Beer,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 

River  City  Office  Park,  #202,  401  N.  1 17ih,  Omaha,  NE  68154 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges,  M.D.,  Chairman 
2115  N.  Kansas.  Hastings,  NE  68901 
Nebraska  Chapter- American  College  of  Emergency  Physicians 
Harris  B.  Graves,  M.D.,  Secretary-Treasurer 
820  Branding  Iron  Dr.,  Elkhom,  NE  68022 
Nebraska  Chapter  - American  College  of  Physicians 
Robert  R.  Recker,  M.D.,  Governor 

Creighton  University  School  of  Medicine,  Omaha,  NE  68178 
Nebraska  Chapter  - American  College  of  Surgeons 
F.  William  Karrer,  M.D.,  President 
8111  Dodge  St.,  #263,  Omaha,  NE  68114 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 
Gregg  F.  Wright,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 


Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.,  Suite  7,  Lincoln,  NE  68510 
Nebraska  Hospital  Association 
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EDITORIAL 


Does  The  Public  Truly  Want  National  Health  Care  Or 
Do  They  Know  What  They'll  Receive  In  Return 

*|OHN  F.  AITA,  M.D. 


Today,  many  decry  the  status  of  health  care 
delivery  in  the  United  States.  Suggestions  are 
made  that  health  care  should  be  nationalized, 
much  like  the  British  National  Health  System 
(NHS). 

However,  is  the  British  form  of  health  care 
delivery  really  superior?  Does  everyone  ben- 
efit? Who  are  the  winners?  The  losers?  Is  this 
really  what  the  public  wants?  Before  advocating 
a change  to  this  type  of  medical  system  from 
strictly  a cost  benefit  ratio,  one  should  see  what 
this  system  has  to  offer  both  the  physicians  and 
the  patients  - what  do  each  receive  in  return? 

This  past  summer  I attended  a neurology 
meeting  in  Brighton,  England  and  later  pursued 
neurologic  research  in  London.  During  this 
time,  I took  the  opportunity  to  speak  with  a 
number  of  English  neurologists  to  learn  about 
the  National  Health  System.  The  following  in- 
formation was  obtained  first  hand  from  neu- 
rologists living  in  and  practicing  within  NHS. 

Since  National  Health  was  first  instituted  in 
1948,  there  has  been  at  least  one  generation 
that  has  grown  up  with  this  system  of  medicine. 
Most  of  the  people  know  no  other  system. 

The  number  of  neurologists  in  England  is 
limited  to  170.  They  all  are  paid  the  same  salary 
of  40, 000. oof  per  year.  All  physicians  receive 
this  salary  regardless  of  specialty,  experience, 
how  many  hours  they  work,  how  hard  they 
work,  or  how  many  patients  they  see.  However, 
the  salary  is  reduced  by  1 0%,  but  not  the  work 
load  or  number  of  patients,  if  they  see  private 
patients.  The  physicians  receive  10  days  per 
year  for  meetings  and  six  weeks  of  vacation 
time  per  year. 

The  neurologists  start  work  at  the  hospital  at 
8:30  AM  on  their  early  days;  other  days  they 
begin  at  9:30  AM.  Rounds  at  the  hospital  may 
be  made  two  mornings  per  week.  Depending 
on  the  day,  all  work  may  stop  in  mid-morning 
and  later  at  4:00  PM  for  tea  — this  is  beneficial 
to  the  physicians  and  staff  as  it  is  an  informal 
time  during  which  cases  can  be  reviewed  and 
questions  answered.  Patients  can  be  referred  to 


the  neurologist  only  by  the  patient's  GP  or  by 
another  specialist;  there  is  no  opportunity  with 
NHS  for  the  patient  to  see  a neurologist  or  seek 
a second  opinion  on  their  own.  Non-emer- 
gency NHS  patients  are  seen  within  3-4  months. 
Emergency  NHS  patients  and  private  pay  pa- 
tients are  seen  usually  within  24  hours.  Many  of 
the  patients  don't  want  to  be  discharged  from 
the  care  of  their  neurologist  as  they  don't  want 
to  return  to  the  care  of  their  GP. 

Depending  on  the  individual  neurologist's 
areas  of  interest,  number  of  staff  available,  type 
of  clinic,  time  frames,  the  number  of  patients 
seen  during  a clinic  may  vary.  These  following 
examples  are  but  variations  on  a theme.  Eor 
those  interested  in  the  bottom  line,  the  bottom 
line  is  that  many  patients  are  seen  in  a small 
amount  of  time-not  much  time  is  spent  with 
each  individual  patient,  getting  to  know  them, 
obtaining  a comprehensive,  detailed  history 
and  then  examining  them.  In  my  own  case,  I 
schedule  1-1  V2  hours  for  a new  patient  and  30 
minutes  for  a follow-up  patient. 

One  neurologist  describes  working  with  a 
GP  and  a registrar  (resident)  during  a three  hour 
clinic.  If  this  is  a follow-up  clinic,  40  patients  will 
be  seen.  If  it  is  a new  patient  clinic,  20  patients 
will  be  seen  with  the  neurologist  personally 
seeing  six  of  these  patients  while  running  around 
and  checking  on  the  other  patients  and  helping 
the  other  two  physicians. 

In  the  practice  of  another  neurologist,  50 
epilepsy  patients,  both  follow-up  and  new,  will 
be  seen  between  1:30  PM  and  5:30  PM. 

A third  neurologist  sees  3 new  patients  plus 
10  follow-up  patients  during  one  three  hour 
clinic.  In  another  9:1  5 AM-1 1 :30  AM  clinic,  1 2 
follow-up  and  6 new  patients  are  seen.  If  an 
EMG-NCV  needs  to  be  performed,  20  minutes 
is  allotted  for  a history,  physical  examination, 
EMG-NCV  and  preparation  of  a report. 


‘Address  for  correspondence  to:  |.F.  Aila,  M.D.,  8601 
West  Dodge  Road,  Suite  1 1 0,  Omaha,  Neltraska  68114. 
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All  the  neurologists  agree  that  minimal,  if 
any,  time  is  spent  obtaining  a history.  If  more 
patient  information  is  required,  the  patient  is 
frequently  given  a tablet  and  asked  to  return  the 
following  week. 

The  neurologists  with  whom  I spoke  all  chided 
me,  saying  that  the  worst  of  American  medicine 
had  been  imported  and  incorporated  into  NHS. 
They  were  referring  to  the  administrators  and 
bureaucrats  whom  they  felt  were  trying  to 
make  medicine  more  time  efficient  and  were 
interfering  with  health  care  delivery  while  mak- 
ing the  total  cost  of  medicine  more  expensive. 


One  of  the  neurologists  was  infuriated  when  his 
administrator  came  running  up  to  him  with  a 
stop  watch  in  hand,  pointing  out  that  23  min- 
utes had  just  been  spent  with  one  patient 
instead  of  the  usual  6-12  minutes. 

Thus,  before  the  public  decides  to  switch  to 
or  further  advocates  a switch  to  a British-type 
National  Health  System,  they  should  review 
and  ponder  all  aspects  of  this  type  of  health  care 
delivery.  Is  the  public  prepared  for  the  very  real 
sacrifices  they  will  have  to  make?  Is  this  truly 
what  they  want? 
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EDITORIAL 


The  Art  and  Science  of  Medicine 

DAVID  L.  SMITH,  M.D. 

Lincoln.  NE 


The  practice  of  medicine  is  unique.  It  tradi- 
tionally has  blended  art  with  science.  Our  medi- 
cal forefathers  were  well  versed  in  the  art  of 
medicine,  recognizing  the  frailty  of  life  and  the 
inevitability  of  death.  As  we  now  move  rapidly 
towards  the  2 1 st  century  there  is  growing  con- 
cern that  physicians  are  sacrificing  the  art  of 
medicine  to  the  science  of  medicine.  How  has 
this  come  about?  Is  it  necessarily  wrong? 

We  must  recognize  that  physicians  are  scien- 
tists by  training.  Those  of  us  who  have  chosen 
medicine  are  well-based  in  the  scientific  method 
and  seek  to  understand  disease,  its  diagnosis 
and  treatment.  It  has  been  the  application  of 
technology  and  basic  science  that  has  led  to  the 
modern  miracles  of  medicine.  However,  we 
must  realize  that  although  science  has  allowed 
us  to  extend  lives  and  alleviate  suffering,  it  has 
not  brought  us  immortality. 

The  continuing  education  of  the  public  has 
fueled  the  demands  for  increasing  scientific 
application.  The  public's  expectations  are  in- 
creasing as  they  see  news  of  miraculous  innova- 
tions in  diagnosis  and  treatment.  Unfortunately 
for  many,  this  information  is  based  upon  scanty 
reports  from  the  evening  news,  the  monthly 
magazines  or  their  interpretations  of  medicine 
as  they  see  portrayed  in  the  daily  soap  operas. 
Yet  despite  all  of  their  demands  that  we  prac- 
tice modern  scientific  medicine,  one  of  the 
most  common  complaints  issued  by  patients  is 
the  loss  of  the  "human  touch"  by  their  physician. 


Another  factor  is  simply  failure  to  take  time. 
Often,  it  is  easier  to  order  a test  than  it  is  to 
explore  a history  or  discuss  a patient's  problems 
in  depth.  This  may  lead  to  the  "Mount  Everest 
Syndrome"  where  something  is  done  "because 
it's  there",  not  because  it  is  a factor  in  the 
patient's  problem. 

A final  component  may  rest  in  the  relation- 
ship of  business  economics  and  legal  interac- 
tions. As  long  as  payment  for  procedures  and 
tests  is  higher  than  for  thinking,  the  temptation 
to  substitute  testing  for  cognition  and  caring 
may  exist.  Hopefully,  we  can  continue  to  real- 
ize that  both  procedural  medicine  and  cogni- 
tive medicine  integrate  science  and  art  and  are 
not  mutually  exclusive.  Intermixed  with  this  is 
the  role  of  "defensive  medicine"  and  its  influ- 
ence on  how  we  practice  medicine.  Certainly 
pressure  from  outside  sources  and  the  potential 
for  litigation  have  had  a negative  impact  on  the 
art  of  medicine. 

Surely,  the  advancement  of  technology  has 
benefitted  our  patients  and  our  profession. 
What  purpose  then  is  there  in  discussing  this 
dichotomy  of  art  versus  science?  It  is  my  opin- 
ion that  as  long  as  physicians  remain  human 
and  not  computers  or  robots  and  as  long  as  we 
deal  with  another  human  being,  then,  there  will 
be  a need  for  us  to  apply  the  art  of  caring  and 
compassion.  It  is  my  hope  that  the  practice  of 
medicine  will  always  be  an  "art  and  a science". 
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ORIGINAL  ARTICLE 


Adolescent  Tobacco  Smoking  and  Chewing  in  Nebraska 


IAN  M.  NEWMAN,  Ph,D. 

Director.  Nebraska  Prevention  Center  for  Alcohol  and  Drug  Abuse. 

125  Mabel  Lee  Hall,  University  of  Nebraska-Uncoln.  Lincoln.  NE  68588-0229 


IN  Nebraska  in  1989,  2,290 
deaths  were  directly  attribut- 
able to  cigarette  smoking. 
This  number  does  not  include  deaths  attrib- 
utable to  smokeless  tobacco  use,  which  has 
increased  nationally  40%  between  1 970  and 
1986.’  This  paper  describes  the  latest  data 
on  tobacco  use  among  Nebraska  adoles- 
cents and  details  the  significant  increase  in 
tobacco  exposure  resulting  from  the  increase 
in  the  number  of  tobacco  chewers. 

In  1981  the  Nebraska  Prevention  Center 
for  Alcohol  and  Drug  Abuse  (N  PC  A DA)  pub- 
lished smoking  rates  of  a sample  of  1,900 
Nebraska  students  in  Grades  7-12  collected 
in  1980.^  In  1988  the  NPCADA  gathered 
comparable  data  from  a sample  of  7,187 
Nebraska  students  in  Grades  7-12.^ 

A smoker  is  defined  as  a person  who  has 
smoked  as  many  as  100  cigarettes  and  cur- 
rently smokes  at  least  weekly.  Table  1 shows 
that  the  rate  of  smoking  among  adolescent 
males  in  1980  and  1988  has  not  changed 
significantly  for  any  of  the  ages  surveyed. 
There  was  a significant  increase  in  smoking 
among  the  younger  females  aged  12-16. 

In  1988  Health  Education,  Inc.,  as  part  of 
a contract  with  the  Centers  for  Disease  Con- 
trol, surveyed  a random  sample  of  3,600 
students  in  Grades  8 and  10  in  [Mebraska. 
The  instrument  used  was  the  National  Ado- 
lescent Student  Health  Survey  which  was 
also  administered  to  some  11,000  8th  and 
10th  grade  students  nationwide.  These  two 
data  sets  allowed  comparison  of  tobacco 
use  of  Nebraska  students  and  students  from 
the  rest  of  the  country. 

These  data  also  allowed  an  assessment  of 
students  who  only  smoked  cigarettes,  who 
only  chewed  tobacco  in  one  form  or  another 
and  who  both  smoked  and  chewed.  Taken 
together,  these  three  measures  accounted 


for  the  total  proportion  of  tobacco-exposed 
adolescents. 

Smoking  only 

Among  the  males,  the  proportion  of  smok- 
ers at  the  8th  grade  in  Nebraska  was  compar- 
able to  the  nation  as  a whole,  but  in  the  10th 
grade  there  was  a smaller  proportion  of 
male  smokers  in  Nebraska  (13.7%)  than  in 
the  nation  as  a whole  (1  7.8%).  This  differed 
from  the  situation  for  Nebraska  females.  A 
larger  proportion  of  8th-grade  females  smoked 
in  Nebraska  ( 1 9.0%)  than  in  the  U.S.  (1  6.3%). 
For  10th  graders,  the  proportion  of  female 
smokers  in  Nebraska  was  equal  to  the  U.S.  - 
28.1%  (Table  2). 

The  most  striking  finding  in  the  1 988  data 
was  the  continued  higher  proportion  of  fe- 
males who  smoked  compared  to  males  at 
both  the  8th  and  1 0th  grade  in  Nebraska  and 
the  nation  (Table  2). 

Chewing  only 

The  rate  of  chewing  among  8th-grade  males 
in  Nebraska  is  slightly  higher  than  in  the 
nation  as  a whole  (7.9%  Nebraska;  6.5% 
U.S.)  However,  among  the  1 Oth-grade  males 
the  rate  of  chewing  in  Nebraska  is  much 
higher  than  in  the  nation  (13.2%  Nebraska; 
8.0%  U.S.) 

While  the  rate  of  chewing  among  females 
was  very  low  at  both  the  8th  and  10th 
grades,  it  is  worth  noting  that  a larger  propor- 
tion of  Nebraska  1 Oth-grade  females  chewed 
than  in  the  nation. 

Smoking  and  chewing 

When  individuals  who  both  smoked  and 
chewed  were  combined,  the  proportion  of 
Nebraska  8th-  and  1 Oth-grade  males  do  both 
was  significantly  higher  than  in  the  nation  as 
a whole.  While  the  proportion  of  females 
who  both  smoked  and  chewed  was  very  low, 
there  were  significantly  more  females  in  Ne- 
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Table  1.  Smoking  prevelance  among  Nebraska  students 


Age 

1980 

Female 

Male 

1988 

Female 

Male 

12-14 

3.5% 

6.0% 

6.8% 

5.8% 

15-16 

16.2 

13.3 

19.9 

14.0 

17-18 

23.2 

22.0 

22.8 

22.1 

Table  2.  Smoking  and  chewing  by  8th  and  10th  graders  in  the  U.S.  and  Nebraska 


8th  Grade  10th  Grade 

Females  Males  Females  Males 


U.S. 

Neb. 

U.S. 

Neb. 

U.S. 

Neb. 

U.S. 

Neb. 

Smoking  only 

16.3% 

19.0% 

11.8% 

11.6% 

28.1% 

28.1% 

17.8% 

13.7% 

Chewing  only 

.4 

.6 

6.5 

7.9 

.5 

1.7 

8.0 

13.2 

Both  smoking  & chewing 

.7 

2.4 

3.3 

8.0 

.6 

2.6 

6.3 

11.8 

Total  tobacco  exposure 

17.4 

22.0 

21.6 

27.5 

29.2 

32.4 

32.1 

38.7 

N = 

2,667 

844 

2,775 

898 

2,887 

899 

3,050 

919 

braska  in  both  8th  grade  and  1 0th  grade  who 
smoked  and  chewed  than  in  the  nation. 

Total  tobacco  exposure 

If  tobacco  use,  or  tobacco  exposure,  is 
selected  as  the  critical  variable,  instead  of 
just  smoking  or  chewing,  a clearer  picture  of 
the  potential  health  risk  that  Nebraska's  young 
people  are  exposing  themselves  to  emerges. 
Among  the  8th-grade  males  the  proportion 
of  tobacco-exposed  adolescents  (smokers 
and  chewers  and  those  that  do  both)  was 
significantly  higher  than  among  adolescents 
in  the  nation  as  a whole  (27.5%  Nebraska; 
21.6%  U.S.).  This  pattern  is  repeated  at  the 
10th  grade  with  almost  39%  of  the  males  in 
Nebraska  exposed  to  tobacco  while  only 
32%  of  the  lOth-grade  males  in  the  nation 
are  similarly  exposed. 

Among  the  8th  grade  females,  22%  of 
Nebraskans  were  exposed  to  tobacco  com- 
pared to  a little  more  than  1 7%  in  the  nation 
as  a whole.  This  difference  is  also  evident 
among  the  10th  grade  females  where  more 
than  32%  are  exposed  to  tobacco  compared 
to  only  29%  in  the  nation  as  a whole. 


Considering  the  strongly  addicting  quali- 
ties of  tobacco,  especially  chewed  tobacco, 
this  rate  of  exposure  is  concerning. 

Validity  of  self-reported  behaviors 

Often  self-reported  survey  data  are  criti- 
cized on  the  assumption  that  young  people 
do  not  honestly  report  their  tobacco  use. 
Careful  studies  of  Nebraska  students  suggest 
that  when  adolescent  tobacco  use  data  are 
collected  under  the  conditions  used  in  the 
collection  of  the  data  reported  here,  accu- 
rate self  reports  are  obtained.^ 

Placing  these  results  in  historical  perspective 

The  earliest  large-scale  survey  of  adoles- 
cent smoking  occurred  in  Portland,  Oregon, 
in  1958.  At  that  time  among  the  10th  grad- 
ers, 29.6%  of  the  males  and  13.0%  of  the 
females  were  smokers.^  A replication  of  the 
Portland  study  in  Winnebago  County,  Illi- 
nois, in  1966  identified  25.4%  of  the  10th 
grade  males  and  19.5%  of  the  10th  grade 
females  as  smokers.^  Chewing  was  essen- 
tially nonexistent  among  adolescents  at  that 
time. 
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These  data  suggest  that  despite  the  tre- 
mendous efforts  devoted  to  public  and  school 
based  smoking  education,  the  rate  of  to- 
bacco exposure  among  Nebraska  adolescents 
in  1 988  was  higher  than  among  comparable 
groups  of  Nebraska  adolescents  in  1 980  and 
higher  than  comparable  groups  of  adoles- 
cents in  Illinois  in  1966  or  Oregon  in  1958. 
The  higher  rates  of  tobacco  exposure  for 
Nebraska  adolescents  are  due  to  higher  rates 
of  smoking  among  females  and  higher  rates 
of  chewing  among  males. 

An  explanation 

No  single  cause  explains  why  tobacco  use 
among  adolescents  has  not  declined  as  evi- 
dence of  the  associated  risks  has  increased. 
Clearly  the  tobacco  industry  deserves  blame 
or  credit  for  its  advertising  efforts.  But  the 
issue  is  not  that  simple. 

Tobacco  advertisers  claim  their  only  inten- 
tion is  to  encourage  brand  switching,  not  to 
encourage  adolescents  to  use  tobacco.  Con- 
sidering the  higher  death  rates  of  tobacco 
users  and  the  trend  among  adults  to  quit,  the 
need  to  recruit  new  users  is  clear.  The  size  of 
the  industry's  advertising  investment,  the  amount 
of  advertising  in  youth-oriented  publications, 
the  selective  sponsoring  of  you  th/you  ng  adult- 
oriented  events  and  the  industry's  lobbying 
against  practices  to  limit  adolescent  use  sug- 
gest that  advertising  is  effective  in  encourag- 
ing the  use  of  tobacco. 

However,  communities  have  repeatedly  re- 
fused to  treat  tobacco  as  a controlled  substance 
for  adolescents  and  enforce  existing  laws. 

Quality  school-based  education  programs 
are  rare.  Instructional  time  frequently  is  insuf- 
ficient, teachers  are  poorly  prepared,  and 
often  school  policies  and  staff  practices  con- 
tradict any  "no  tobacco"  messages  taught  in 
the  classrooms.  , 

Parents  and  others  either  do  not  recognize 
that  tobacco  is  one  of  the  most  addicting 
drugs  available  or  fail  to  share  this  informa- 
tion widely. 

Tobacco  does  not  appear  to  be  a part  of 
the  "war  on  drugs."  The  failure  to  recognize 
tobacco  as  the  major  killer  drug,  as  well  as  its 
legality  for  adults,  suggests  that  tobacco  use 
is  preferable  to  the  use  of  illegal  drugs. 

Smoke-free  initiatives  have  made  chewing 
tobacco  seem  "preferable"  to  smoking  and 


inadvertently  encouraged  its  use. 

Until  communities  recognize  tobacco  is 
the  major  cause  of  drug-related  deaths  and 
address  the  390,000  premature  deaths  each 
year  it  causes,  it  is  unlikely  that  present 
trends  in  tobacco  use  will  change.® 
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COMMENTS 

Dr.  Newman's  article  in  this  issue  of  the 
NEBRASKA  MEDICAL  JOURNAL  points  out 
a definite  health  risk  for  Nebraska  youth,  that 
of  tobacco  use. 

The  medical  profession  now  recognizes 
tobacco  use  as  a risk  factor  in  cancer,  chronic 
lung  disease,  cardiovascular  disease,  and  recently 
has  recognized  that  "second  hand"  smoke  is 
also  dangerous  to  one's  health.  The  medical 
profession  also  recognizes  that  tobacco  use 
is  often  a "gateway  drug"  to  alcohol  and 
other  drug  use  by  our  youth. 

A recent  survey  conducted  by  the  Kearney 
Area  Substance  Abuse  Prevention  Program 
in  Buffalo  County  included  2,384  students 
from  6th  through  12th  grades.  The  survey 
showed  that  of  students  who  smoked,  the 
incident  of  monthly  alcohol  used  doubled. 
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Extent  of  Smoking 


There  also  was  a definite  correlation  be- 
tween tobacco  use  and  alcohol  use,  and 
marijuana  use.  (Please  see  Table  I and  Table 
II). 

The  survey  also  showed  strikingly,  how  pa- 
rental rules  affect  cigarette  smoking  and  alcohol 
consumption  (see  Table  III  and  Table  IV).  Ciga- 
rette smoking  and  tobacco  chewing  show  al- 
most a 30%  decrease  with  parental  rules,  and 
alcohol  use  shows  alsmot  1 40%  decrease  with 
parental  rules. 

This  means  the  medical  profession  has  a 
means  to  significantly  decrease  tobacco,  al- 
cohol and  other  drug  use.  We  should  be 
telling  parents  that  they  can  impact  the  use 
of  tobacco,  alcohol  and  other  drugs  by  their 
children.  Parents  must  set  rules  for  their  chil- 
dren that  tobacco  will  not  be  used;  and  the 
use  of  alcohol  and  other  illegal  drugs  is  not 
permitted  in  their  home.  The  parents  must 
also  understand  that  they  are  role  models  for 


their  children's  behavior.  If  parents  smoke, 
they  must  tell  their  children  that  this  is  an 
unhealthy  habit  for  them,  and  encourage 
their  children  not  to  smoke.  Better  yet,  the 
parents  themselves  should  stop,  and  we  should 
encourage  this.  If  the  parents  use  alcohol, 
they  must  point  out  to  their  children  that  it  is 
illegal  to  use  under  21  years  of  age,  and  the 
laws  are  made  not  to  be  broken.  If  parents  do 
use  alcohol,  they  also  must  be  "responsible" 
in  its  use.  The  medical  profession  needs  to 
deliver  these  messages  early  in  life,  when 
children  are  1 to  2 years  of  age.  These  mes- 
sages need  to  be  repeated,  in  some  form  at 
each  health  care  visit. 

Kenton  L.  Shaffer,  M.D. 

Editorial  Board 

Addendum: 

I wish  to  thank  Dr.  Julius  Cohen,  Ph.D.  for 
his  assistance  in  compiling  the  survey  results. 
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Extent  of  Alcohol  Use 
By  Extent  of  Smoking 
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TABLE  II 

Correlations  of  Smoking  and  Smokeless 
Tobacco  with  Alcohol  and  Marijuana  Use 
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TABLE  III 

How  Parental  Rules  Affect 
Amount  of  cigarette  Smoking 
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TABLE  IV 

Youth  Without  Parent  Rules 
Show  Increased  Drinking 
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"Rubeola:  An  Atypical  Case" 
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A LTHOUGH  the  incidence  of 
/%  measles  has  reached  low  lev- 
/ Ik  els  in  the  United  States, 
measles  continues  to  occur  in  young  adults. 
There  is  no  public  health  measure  that  can 
assure  immunity  in  this  group.  This  fact, 
coupled  with  physicians  who  have  little  ex- 
perience in  recognizing  measles,  may  delay 
diagnosis  with  potential  serious  conse- 
quences both  for  patients  and  community. 

This  report  describes  the  index  case  of 
Rubeola  that  preceded  an  outbreak  in  our 
community.  To  facilitate  containment  of  such 
outbreaks,  clinicians  in  general  should  in- 
clude measles  in  the  differential  diagnosis  of 
any  febrile  - rash  illness  in  adolescents  and 
adults,  especially  those  who  travel  to  en- 
demic areas  where  low  immunization  rates 
and  malnutrition  are  common. 

Rubeola,  or  hard  measles,  is  an  acute,  epi- 
demic disease  characterized  by  a prodrome 
of  cough,  coryza,  and  conjunctivitis  followed 
by  a confluent  erythematous  maculopapular 
rash  and  a pathognomonic  enanthem  known 
as  Koplick  spots.  With  the  introduction  in 
1963  of  a rubeola  vaccine  in  United  States, 
the  incidence  of  this  disease  has  decreased 
substantially.  Even  so,  the  epidemiology  of 
measles  accounts  for  the  implementation  of 
measles  elimination  strategies,  such  as  se- 
lective or  mass  revaccination,  nebessary  to 
prevent  current  outbreaks.^ 

CASE  REPORT 

A 19  year  old  white  male  undergraduate 
student  living  on  campus  presented  to  the 
student  health  clinic  with  symptoms  resem- 
bling an  upper  respiratory  infection  or  influ- 
enza. He  suffered  from  night  sweats,  noctur- 
nal non-productive  cough,  fever  of  101.5  F, 
nausea,  emesis,  marked  weakness  and  pros- 
tration. His  history  revealed  that  10  days 
prior  to  the  patient  had  been  on  a vacation 


trip  to  Texas  and  the  Mexico  border.  He  was 
placed  on  broad  spectrum  antibiotic  ther- 
apy for  the  diagnosis  of  upper  respiratory 
infection. 

On  his  follow-up  visit  2 days  later,  he  com- 
plained of  worsening  symptoms  and  in- 
creased emesis.  Physical  examination  at  that 
time  revealed  a temperature  of  103  F,  dry 
mucous  membranes  and  signs  of  "oral 
thrush."  No  rash  was  reported.  Abdominal 
exam  revealed  diffuse  tenderness  but  no 
guarding  or  rebound  were  noted.  Ausculta- 
tory exam  of  the  lungs  showed  diffuse  fine 
scattered  bibasilar  rales.  Outpatient  labora- 
tory revealed  elevated  liver  function  tests  as 
follow:  AST  319  lU/L;  ALT  109  lU/L  LDH 
1612  lU/L;  WBC's  20,500;  Hgb  14.5  g/dl; 
Hct  42.8%;  Plat  135.000.  Electrolytes  were 
within  the  normal  range. 

At  that  time  the  patient  was  admitted  to 
the  hospital  with  the  initial  diagnosis  of 
possible  hepatitis  coupled  with  dehydration 
and  possible  pneumonia.  His  past  medical 
history  was  not  contributory.  The  patient 
received  a MMR  at  1 3 months  of  age  and  the 
remainder  of  his  vaccinations  were  up-to- 
date.  Except  for  the  presence  of  sore  throat 
for  5 days  prior  to  admission  and  10  pounds 
of  weight  loss,  there  were  no  other  contribu- 
tory data. 

His  inpatient  laboratory  data  (Table  1) 
and  physical  examination  revealed  a mildly 
distressed,  ill-looking  well-developed  male 
with  temperature  of  1 01 .5  F.  He  was  tachycar- 
dic.  There  were  no  mucosal  lesions,  but  a 
fine  macular  rash  on  both  cheeks  and  para- 
cervical anterior  lymphadenopathy  was  no- 
ticed. A few  scattered  rales  were  audible  on 
both  lung  fields,  not  compatible  with  a re- 

*Address  correspondence  and  reprint  requests  to:  Dr. 
Richard  H.  Hurd,  Rm  5302  - Family  Practice,  St.  Joseph's 
Hospital,  601  N.  30th  Street,  Omaha,  NE  68131. 


198  Nebraska  Medical  Journal  July  1991 


ported  normal  chest  X-Ray.  The  remainder 
of  his  physical  findings  were  unremarkable. 

The  serial  laboratory  values  obtained 
during  the  course  of  his  disease  are  shown 
in  Table  1.  Blood  and  urine  cultures  were 
negative  as  well  as  the  stool  culture.  Respi- 
ratory cultures  grew  Serratia  Marcescens 
and  Haemophilus  Influenzae  with  moderate 
Candida  Albicans.  Hepatitis  B and  A panels 
were  negative  as  well  as  Typhoid,  Paraty- 
phoid and  Brucella  panels. 

During  his  hospitalization,  prolonged  epi- 
sodes of  emesis  accompanied  by  right  upper 
quadrant  abdominal  pain  and  vigorous,  un- 
controlled, non-productive  cough  were  re- 
ported. The  patient  received  intravenous 
Cefazolin,  antipyretics,  analgesics,  antie- 
metics and  fluid  replacement  therapy.  Per- 
sistent high  fever  was  recorded  and  on  the 
third  day  the  House  Officer  reported  the  ap- 
pearance of  a disseminated  diffuse  macular, 
multiform  rash  including  the  palms  and  soles 
without  desquamation.  Concomitant  wors- 
ening of  sore  throat  and  hoarseness  were 
noted.  Cefazolin  (IV)  was  discontinued  due 
to  suspected  drug  reaction  and  Infectious 
Disease  was  consulted.  Gradual  resolution 
of  the  rash  was  reported  over  the  next  24 
hours  (Day  4 of  hospitalization)  and  the 
patient  was  able  to  retain  oral  fluids. 

By  the  sixth  hospital  day,  the  patient's  ap- 
petite and  strength  improved  and  the  im- 
pression of  the  Infectious  Disease  service 
was  of  possible  non-A,  non-B  Hepatitis  with 


viremia  and  pneumonia.  Their  differential 
diagnoses  included:  E-B  Virus,  Cytomega- 
lovirus, Toxoplasmosis,  and  Salmonella  En- 
teric Fever.  The  patient  was  dismissed  to  be 
followed  at  the  outpatient  Student  Health 
Clinic  in  2 days. 

Five  days  post  discharge,  the  laboratory 
called  reporting  negative  acute  viral  titers 
and  positive  viral  convalescent  titer  for 
measles  (MV)  CF  of  1 :64,  a 4-fold  rise  in  titer. 
During  these  days  a total  of  42  cases,  the  ma- 
jority of  which  were  undergraduate  univer- 
sity students,  were  seen  at  the  Student  Health 
Clinic  with  similar  symptoms  and  were 
confirmed  as  Measles. 

THE  DISEASE: 

The  Measles  virus  is  a negative  strand  of 
RNA  virus.  It  causes  a highly  communicable 
disease  with  prodromal  symptoms.  It  is 
spread  by  direct  contract  of  respiratory  drop- 
lets or  direct  contact  with  nasal  or  throat 
secretions  of  infected  persons.  Communica- 
bility is  from  one  to  two  days  before  the  be- 
ginning of  the  prodromal  period  to  4 days 
after  the  appereance  of  the  rash.  On  the  3rd 
to  the  7th  day,  an  erythematous  maculo- 
papular  rash  begins  on  the  upper  face  and 
spreads  down  to  involve  extremities,  includ- 
ing palms  and  soles.  The  rash  becomes 
confluent  in  the  face  and  neck,  lasting  4 to 
7 days  and  sometimes  ends  in  brawny  desqua- 
mation. Leukopenia  is  common.  Koplik's 
spots  are  bluish-grey  specks  on  a red  base 
found  on  buccal  mucosa  and  are  patho- 
pneumonic  of  the  disease.  The  incubation 


TABLE  1 

Inpatient  Laboratory  Values 


Day  1 

Day  2 

Day  3 

Day  4 

Day  5 

SBCs 

2 . 6 

3.4 

3.4 

4.7 

— 

SEGs 

38% 

37% 

61% 

29% 

— 

BANDS 

31% 

34% 

1% 

12% 

— 

LYMPHS 

28% 

25% 

30% 

47% 

— 

MONOS 

8% 

3% 

5% 

7% 

— 

EOS 

— 

— 

2% 

4% 

— - 

Platelets 

148 . 000 

139.000 

156.000 

223.000 

— 

AST 

353  IV/L 

— 

— 

176  IV/L 

97  IV/L 

ALT 

188  IV/L 

___ 

— 

169  IV/L 

134  IV/L 

GGTP 

199  IV/L 

___ 

— 

133  IV/L 

123  IV/L 

LDH 

2517  IV/L 

— 

1942  IV/L 

— 

— 
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period  is  from  8 to  1 3 days  from  exposure 
to  onset  of  fever  and  about  14  days  until  the 
rash  appears,  which  is  usually  1 or  2 days 
after  Koplik's  spots  are  seen.^ 

The  disease  is  more  severe  in  infants, 
adults  and  among  malnourished  youngsters. 
An  impairment  of  the  cell-mediated  immun- 
ity caused  by  a protein-calorie  deficit  is 
probably  the  key  factor  in  such  cases.  In 
children,  associated  with  hemorrhagic 
measles,  protein-losing  enteropathy,  mouth 
sores,  dehydration,  and  severe  skin  infec- 
tions is  a case  fatality  rate  of  5-1 0%  or 
more.^ 

Complications  from  measles  may  result 
from  viral  replication  or  bacterial  superinfec- 
tion and  include  otitis  media,  sinusitis,  pneu- 
monia, keratitis,  hepatitis-like  syndrome  with 
elevated  liver  enzymes  and  creatinine  ki- 
nase MM  fraction.  Rarely  persistent  infec- 
tion of  brain  cells  occurs,  resulting  in  a 
chronic  and  a fatal  neurological  disease, 
subacute  sclerosing  panencephalitis  (SSPE). 
Evidence  indicates  that  expression  of  the 
measles  virus  matrix  protein  is  selectively  re- 
stricted in  this  persistent  infection,  but  the 
mechanism  underlying  this  restriction  has 
not  been  identified.®  Diagnosis  is  usually 
made  by  clinical  and  epidemiologic  evidence. 
It  can  be  confirmed  by  identification  of  viral 
antigen  using  complement  fixation,  im- 
munofluorecens  or  ELISA  techniques  from 
blood,  conjunctivae,  nasopharynx  or  urine 
in  tissue  cultures. 

The  presence  of  disturbances  of  liver  func- 
tion test,  the  presence  of  measles  virus 
capability  of  mutation  and  virulence  and  the 
studies  regarding  vaccine  failures  in  associa- 
tion with  vaccine  applied  between  12  and 
14  months  of  age  have  all  been  documented.^ 

The  above  case  illustrates  the  importance 
of  continued  vigilance  with  regard  to  so- 
called  controlled  diseases  and  the  necessity 
of  continued  education  of  our  new  physi- 
cians. We  must  include  measles  in  the  differ- 


ential diagnoses  of  any  illness  characterized 
by  fever  and  a generalized  rash  and  such 
cases  must  be  reported  immediately.  More 
diligence  is  needed  by  all  physicians  in 
assuring  adequate  vaccination  or  revaccina- 
tion of  all  youngsters  at  1 5 months  of  age  for 
initial  MMR  or  sooner  in  some  endemic 
areas,  and  again  at  4 to  6 years  without 
waiting  for  any  laboratory  confirmation.  If 
the  suspected  case  is  indeed  measles,  a 
significant  outbreak  could  be  avoided  long 
before  the  first  laboratory  results  are  known, 
by  a quick  response  by  the  state  and  local 
health  departments  as  was  this  case  in  our 
community. 
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Psychosurgery:  A Retrospective 
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Thiswork  presented  in  pan  allhe  European  Neurologi- 
cal Society;  Nice,  France;  June  1 9-22,  1 988. 

This  work  supported  by  the  Armed  Forces  Institute  of 
Pathology,  Department  of  Neuropathology  and  the 
Yakovlev  Collection. 

Leukotomy,  also  known  as  pre- 
frontal leucotomy,  and  psycho- 
surgery was  first  described  by 
Egas  Moniz^  in  1 937  as  a treatment  for  mental 
disorders.  Freeman^  and  later  Freeman  and 
Watts^  described  psychosurgery  in  the  treat- 
ment of  mental  disorders  and  intractable  pain. 

The  Yakovlev  collection  (located  within  the 
Armed  Forces  Institute  of  Pathology  (AFIP), 
Walter  Reed  Army  Medical  Center,  Washing- 
ton, D.C.,  U.S.A)  contains  over  900  cerebra 
and  spinal  cords,  including  80  cerebra  with 
surgically  placed  brain  lesions.  Our  study  of 
the  Yakovlev  collection  as  it  pertains  to 


SUMMARY  OF  THE  YAKOLEV  COLLECTION 
LEUKOTOMY  PATIENTS  DEPICTING  THE 
FREQUENCY  AND  TIME  SPAN  OF  THIS  SURGERY 

TABLE  1 


SUMMARY  OE  THE  YAKOLEV  COLLECTION  LEUKOTOMY  PATIENTS 

TABLE  2 


DIAGNOSIS 

NUMBER 

OF 

PATIENTS 

OPERATIVE 

RELATED 

DEATH 

WOTTSE 

IMPROVE 

RELAPSE 

LESS 

AGITATION 

IMPROVE 

NO 

IMPROVEMEN 

r UNKNOWN 

MANIC  DEPnESSIVE 
PSYCHOSIS 

6 

1 

2 

1 

2 

OOSFSSIVE  nuMINAIlVE 
SIAIE 

SCHIZOPHMENIA 

27 

5 

1 

3 

3 

T5 

AGHAFED  DEPRESSION 

5 

2 

3 

ALCOtKXtSM 

2 

2 

EPIUPSY 

SEVPnE  ClinONlC 
DEF’RESSION 

1 

1 

Kluven  oucY  syndrome 

1 

1 

PAIN 

8 

1 

2 

- 

4 

ANOREXIA  NERVOSA 

1 

1 

PSYCHOPAIHY 

2 

1 

FIEADACHE 

(EPENDYMODLASIOMA) 

1 

1 

TOTAL 

~56 

8 

1 

4 

4 

3 

9 

27 
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110,  Omaha,  NE  68114. 
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leukotomy  patients  reveals  that  there  are  56 
patients  who  had  undergone  leukotomy. 

Review  of  the  autopsy  records  revealed  that 
the  surgery  was  performed  on  27  females  and 
29  males  between  1938  and  1960  with  most 
of  the  surgery  performed  between  1945  and 
1950  (Table  1 ).  The  age  of  the  patients  at  the 
time  of  operation  ranged  from  19  to  76  years 
with  an  average  age  of  45  years. 

We  found  that  leukotomy  was  performed 
for  the  following  illnesses:  manic  depressive 
psychosis  6,  obsessive  ruminative  state  1, 
schizophrenia  27,  agitated  depression  5,  al- 
coholism 2,  epilepsy  1 , severe  chronic  depres- 
sion 1,  Kluver-Bucy  syndrome  1,  pain  8, 
anorexia  nervosa  1,  psychopathy  2,  and 
headache  (patient  diagnosed  as  having  an 
ependymoma)T  (Table  2). 

The  post-operative  survival  ranged  from  10 
days  to  26  years  with  an  average  survival  of  6.1 
years.  Eleven  of  the  patients  improved,  one 


worsened,  and  9 did  not  improve.  For  27 
patients  no  post-operative  data  is  available. 
(Table  2). 

There  were  8 operative  related  deaths 
excluding  one  pain  patient  who  died  16  days 
post-operatively  of  a pulmonary  embolus 
(Table  2).  One  manic-depressive  psychosis 
patient  died  20  days  post-operatively  of 
“metabolic  catastrophe".  The  single  patient 
with  obsessive  ruminative  state  died  of  an 
intracerebral  hemorrhage  11  days  following 
surgery.  Five  of  the  schizophrenic  patients 
died  following  leukotomy;  one  died  at  2 
months  of  meningitis  and  a left  frontal  lobe 
absess;  one  died  at  2 weeks  of  a hemorrhagic 
infarction  of  the  hypothalamus,  thalamus,  and 
striate  nuclei;  one  died  at  1 0 days  and  another 
at  one  month  of  "destruction"  of  the  hypo- 
thalamus and  striate  nuclei;  and,  one  died  at 
1 8 days  of  an  intraventricular  hemorrhage  that 
occurred  on  the  tenth  post-operative  day. 


FIGURE  1 

Case  1 was  50  years  old  when  she  underwent  psychosurgery  for  schizophrenia.  Arrows  demonstrate 
characteristic  low  density  cranial  CT  frontal  lobe  white  matter  lesions. 


202  Nebraska  Medical  Journal  July  1991 


FIGURE  2 

Case  2 underwent  psychosurgery  at  age  47  years  as  treatment  for  depression.  Arrows  direct  typical  0-3 
Hounsfield  units  CT  lesions  of  the  frontal  lobe  white  matter. 


One  patient  with  pain  died  one  month  post- 
operatively  of  a “necrotizing  encephalitis". 

We  have  seen  2 female  patients  who  had 
received  leukotomies  during  this  time  period. 
Case  1,  was  50  years  old  when  she  underwent 
psychosurgery  by  Drs.  Freeman  and  Watts  in 
1948  as  treatment  for  dementia  praecox 
(schizophrenia).  Case  2 underwent  leukotomy 
at  age  47  years  in  1953  as  therapy  for 
depression.  Cranial  CT  studies  of  both  these 
patients  were  similar  and  both  demonstrated 
characteristic  low  density  (0-3  Hounsfield 
units)  lesions  in  the  right  and  left  inferior 
frontal  white  matter  that  extend  superiorly  to 
the  level  of  the  bodies  of  the  lateral  ventricles 
(Figures  1 and  2).  Figure  3 represents  an 
autopsy  specimen  in  the  plane  of  the  CT 
studies  showing  bilateral  frontal  leukotomy 
lesions. 

Of  the  56  patients  within  the  Yakovlev 


Collection  who  had  undergone  psychosurgery, 
11  (20%)  improved  (3  improved,  4 improved 
and  then  relapsed,  and  4 had  less  agitation), 
1 8 (32%)  were  either  worse  (8  died  secondary 
to  surgically  related  causes,  1 was  worse)  or 
without  improvement  (9),  and  27  (48%)  were 
without  any  clinical  follow-up. 

If  one  assumes  that  the  27  patients  lost  to 
follow-up  improved  and  no  longer  sought 
medical  attention,  then  the  data  is  shifted  as 
follows:  1 8/56  worse  or  without  improvement 
(32%)  and  38/56  improved  (68%). 

However,  counting  only  those  29  patients 
with  known  post-operative  records,  11  (38%) 
improved  (3  improved,  4 improved  and  then 
relapsed,  and  4 had  less  agitation)  and  18 
(62%)  were  either  worse  (1  was  worse  and  8 
died  secondary  to  surgically  related  causes)  or 
without  improvement  (9). 
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FIGURE  3 

An  autopsy  specimen  in  the  plan  of  the  CT  studies  showing  bilateral  frontal 
leukotomy  lesions  (arrows),  (Photograph  courtesy  of  AFIP). 


Summary 

Of  the  56  patients  within  the  Yakovlev 
collection  who  had  undergone  psychosurgery 
11  (20%)  improved,  18  (32%)  were  either 
worse  or  without  improvement,  and  27  (48%) 
were  without  any  clinical  follow-up.  Thus,  in 
retrospect,  psychosurgery  was  perhaps  not  as 
successful  as  once  envisioned. 
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Association  Of  Trisomy  18  and  Hydramnios 

RICCA  ZAINO,  M.D.  MICHAEL  G.  LEVINE,  M.l). 


Hydramnios  is  a relatively  com- 
mon obstetric  problem  and  has 
been  associated  with  maternal 
and  fetal  complications.  It  has  a reported  inci- 
dence in  pregnancy  of  approximately  0.4%.' 
The  diagnosis  of  hydramnios  requires  careful 
evaluation  of  the  pregnancy  for  possible  mater- 
nal diabetes  mellitus,  multiple  gestation,  fetal 
hydrops  or  fetal  congenital  anomalies.  Some 
fetal  malformations  that  can  be  seen  by  ultra- 
sound have  been  shown  to  be  associated  with 
chromosomal  aberations.  The  association  of 
specific  chromosomal  disorders  and  idiopathic 
hydramnios  has  been  described.^  Reported  here 
are  two  cases  of  trisomy  1 8 diagnosed  second- 
ary to  hydramnios. 

Case  I:  T.W.  is  a 24  year  old  female,  GIRO  at 
34  weeks  gestation  age  by  dates  with  ultra- 
sound evidence  of  polyhydramnios  and  intra- 
uterine growth  retardation.  Her  prenatal  history 
was  unremarkable  until  she  presented  to  her 
physician  due  to  preterm  contractions.  Her 
fundal  height  at  that  time  was  40  cm.  Ultra- 
sound parameters  were  consistent  with  a 28 
week  size  fetus.  She  was  hospitalized,  hydrated 
and  placed  on  oral  tocolysis  which  was  success- 
ful. A three  hour  glucose  tolerance  test  was 
abnormal  and  the  patient  was  counseled  on 
diet  and  placed  on  insulin  because  of  inad- 
equate diet  control.  Her  sugars  were  then  un- 
der excellent  control.  There  was  a question  on 
the  normality  of  the  heart  so  a fetal 
echocardiogram  was  performed  and  this  was 
normal.  At  this  time,  the  parents  were  coun- 
seled about  the  possibilities  of  fetal  chromo- 
somal abnormalities  and  an  amniocentesis  was 
performed.  The  diagnosis  of  Trisomy  18  was 
made  and  approximately  1 week  after  the  diag- 
nosis, she  had  an  intrauterine  fetal  death.  The 
patient  was  then  induced  and  delivered  a 1 400 
gm  stillborn  female  infant.  An  autopsy  was  not 
performed. 

Case  II:  P.M.  is  a 29  year  old  female,  G3P1  at 
approximately  34  weeks  by  dates  who  pre- 
sented due  to  complaints  of  preterm  contrac- 
tions and  possible  preterm  rupture  of  mem- 


branes. Her  prenatal  history  was  normal.  She 
was  hospitalized,  hydrated  and  given  one  dose 
of  subcutaneous  terbutaline  which  controlled 
her  contractions.  An  ultrasound  was  performed 
and  parameters  were  consistent  with  a 33  week 
gestation.  The  fetal  heart  appeared  normal  with 
a four  chamber  heart  but  no  stomach  bubble 
was  seen  raising  the  suspicion  of  a tracheo- 
esophageal fistula.  It  was  noted  that  there  was 
also  a significant  amount  of  amniotic  fluid.  Her 
three  hour  glucose  tolerance  test  was  abnormal 
and  because  of  inadequate  diet  control,  she 
was  maintained  on  insulin  with  stable  glucose 
parameters.  Oral  tocolysis  was  continued  until 
fetal  lung  maturity  was  documented.  She  was 
induced  at  39  weeks.  The  fetus  did  not  tolerate 
labor  well  and  had  persistent  late  decelerations. 
An  emergency  Cesarean  delivery  was  per- 
formed. A female  infant  weighing  1 650  gm  was 
delivered  and  later  diagnosed  as  having  Tri- 
somy 1 8. 

Hydramnios  is  estimated  to  occur  in  0.26% 
to  0.7%  of  pregnancies.^  In  Quinlan's  study,  the 
incidence  was  0.33%.  Approximately  25%  of 
hydramnios  was  associated  with  maternal  dia- 
betes, 11.5%  with  erythroblastosis  fetalis  and 
8.4%  with  multiple  gestation.  Of  the  remaining 
55%  of  pregnancies  with  hydramnios,  60% 
were  idiopathic  and  40%  were  associated  with 
congenital  malformations.'’  In  pregnancies  com- 
plicated by  diabetes,  3-30%  are  associates  with 
hydramnios.  Carbohydrate  intolerance  should 
be  excluded  by  an  oral  glucose  tolerance  test.^ 
Central  nervous  system  lesions  such  as  anen- 
cephaly,  hydrocephaly  and  hydranencephaly 
have  been  associated  with  increased  amniotic 
fluid  volume.^  Lesions  of  the  fetal  cardiopulmo- 
nary system  as  well  as  blockage  of  the 
gatrointestinal  tract  such  as  duodenal  atresia 
can  also  result  in  abnormal  accumulations  of 
amniotic  fluid.'’ Several  authors  have  also  de- 
scribed pregnancies  complicated  by  hydramnios 
that  were  found  to  involve  fetuses  with  Trisomy 
18  and  intrauterine  growth  retardation.^ 

Trisomy  1 8 which  has  frequency  of  1 in  8000 
live  births  is  generally  considered  to  be  a lethal 
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abnormality.  The  mean  age  at  death  of  infants 
with  Trisomy  1 8 is  reported  to  1 4.7  days  in  male 
infants  and  134.5  days  in  female  infants.®  Fifty 
percent  of  newborn  infants  with  this  disorder 
can  be  expected  to  die  within  2 months  of  life 
and  90%  die  within  one  year  of  life.^  Prolonged 
survival  is  unusual  and  is  uniformly  associated 
with  profound  psychomotor  retardation  and 
severe  physical  disability.  With  prior  knowl- 
edge of  an  anomaly  like  Trisomy  18,  that  is 
inconsistent  with  extrauterine  survival,  man- 
agement of  fetal  distress  in  labor  or  pregnancy 
may  be  modified.  In  addition,  the  prenatal 
diagnosis  of  a fetal  anomaly  allows  the  health 
providers  to  prepare  the  parents  as  to  possible 
findings. 

Thefrequency  ofTrisomy  1 8 afterantepartum 
diagnosis  of  growth  retardation  with  associated 
hydramnios  has  not  been  well  defined.  There  is 
no  data  which  would  permit  an  estimation  of 
the  frequency  Trisomy  1 8 was  associated  with 
hydramnios,  but  the  likelihood  of  positive  diag- 
nosis may  be  high  enough  to  justify  a full  work- 
up to  exclude  its  diagnosis. 

When  hydramnios  is  detected,  an  intensive 
ultrasound  examination  of  the  fetus  with  a 
system  by  system  review  of  fetal  structures 
should  be  performed.  Certain  variable  features 
ofTrisomy  18  like  neural  tube  defect  and  flex- 
ion contractures  of  the  extremities  can  be  de- 
tected.^ Esophageal  or  duodenal  atresia  may  be 
diagnosed  depending  on  whether  or  not  there 
is  the  presence  of  a stomach  bubble.^ 

Because  potentially  treatable  fetal  malforma- 
tions might  have  similar  features,  the  use  of  fetal 
chromosomal  analysis  should  be  used  as  an 
adjunct.  With  an  early  diagnosis  of  hydramnios, 
conventional  culture  techniques  for  amniotic 
fluid  can  be  done  for  karyotypic  analysis.  These 
methods  require  10  days  to  2 weeks  before 
results  can  be  known.  In  certain  circumstances, 
this  delay  is  not  acceptable  and  percutaneous 
umbilical  blood  sampling  can  be  done  with 
ultrasound  guidance.  This  is  a new  and  more 
invasive  method  and  does  have  a risk  of  fetal 
loss  of  1 .9%  which  is  higher  than  a third  trimes- 
ter amniocentesis.  Results  are  usually  available 
within  2-4  days.  An  in  situ  technique  described 
by  Rochelson,  et  al  has  been  used  for  rapid 


midtrimester  diagnosis.’”  A one  week  interval 
for  amniotic  fluid  analysis  with  the  use  of  this  in 
situ  technique  reduces  the  advantage  of  the 
rapid  turnaround  time  of  umbilical  vein  aspira- 
tion which  is  a more  morbid  procedure.  This 
procedure  has  not  been  studied  for  third  trimes- 
ter gestations. 

Once  the  karyotype  is  known,  the  counsel- 
ing and  management  plan  can  be  redefined. 
Prenatal  diagnosis  of  a lethal  chromosomal 
anomaly  in  the  third  trimester  may  prevent 
needless  heroic  intervention  like  a Cesarean 
section  and  intensive  intrapartum  surveillance. 
If  the  karyotype  is  abnormal,  counseling  should 
also  include  preparation  of  the  family  for  the 
child's  death.  If  the  karyotype  is  normal,  reassur- 
ing information  can  lead  to  aggressive 
antepartum  monitoring  and  intrapartum  plan- 
ning to  optimize  fetal  salvage. 
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I'm  pleased  to  see  Senator  Kerrey's  staff  has 
changed  his  program  to  include  co-pay  as  an 
essential  ingredient  of  the  health  plan  he  is 
proposing.  Your  association  had  suggested  in- 
clusion of  the  co-pay  at  a meeting  with  the 
Senator  in  January. 

One  of  the  next  suggestions  might  be  to 
include  balance  billing  on  the  agenda.  Such  an 
item  appears  to  me  to  be  essential  in  any  sound 
economic  formula  for  our  pluralistic  society. 
With  our  several  different  economic  strata,  it  is 
reasonable  to  allow  balance  billing  for  those 
who  can  afford  to  pay.  Some  believe  that  would 
require  a "means  test."  Some  have  said  that 
Congress  and  others  fail  to  realize  that  balance 
billing,  if  set  up  properly,  would  help  create  a 
system  that  would  work  better  for  almost  every- 
one. 

What  we  all  need  is  some  sound  economics. 
Reduction  of  insurance  premiums  has  been  the 
driving  force  of  business  coalitions.  Reasonable 
costs  and  billings  are  absolutely  necessary. 

The  House  of  Delegates  recently  discussed 
and  requested  the  Sunderbruch  Corporation 
provide  to  physicians  the  criteria  used  for  utili- 
zation and  quality  assurance.  Many  felt  we 
could  better  understand  the  PRO  review  pro- 
cess and  PRO  "standards"  if  the  criteria  were 
more  easily  available.  That  certainly  seems  rea- 
sonable. No  one  can  play  a game  when  only  the 


Perry  T.  Williams,  M.D. 


referees  have  the  rule  books.  The  boundaries 
surely  should  be  well  demarcated. 

There  will  always  be  problems,  but  there  is 
also  reason  to  be  positive  and  optimistic.  I'm 
optimistic  because  of  the  recent  surge  of  atti- 
tude throughout  the  country  with  interest  in 
ethics  and  fairness.  Sociologists  say  there  seems 
to  be  an  end  of  the  "Me"  era  or  generation  and 
it  is  now  expanding  to  the  "We"  era,  recognizing 
interdependence  and  diminished  selfishness. 
Both  will  be  needed  for  society  to  face  up  to  its 
obligations  of  the  future  with  increases  in  soci- 
etal care  of  the  uninsured,  destitute,  and  poor 
whether  young  or  aged. 
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THE  AUXILIARY 


Merit  Award  & Auxilian  of  the  Year  Recipients 


Merit  Award 


Donna  Stone  (Mrs.  Frank)  of  Lincoln,  Ne- 
braska has  received  the  Merit  Award. 

The  MERIT  AWARD  is  given  annually  to 
honor  a member  who  has  given  time  and 
service  to  the  Auxiliary. 

Donna  grew  up  in  Western  Nebraska  and 
graduated  from  Palmer  High  School.  She  at- 
tended Lincoln  General  Hospital  School  of 
Nursing  and  after  completing  a course  at  Mayo's 
in  operating  room  management,  was  employed 
as  Operating  Room  Supervisor  at  Lincoln  Gen- 
eral until  her  retirement  in  1980. 

This  dynamic  lady  has  been  an  active  county 
and  state  Auxilian  ever  since  she  became  a 
physician's  wife  on  December  28,  1980. 

She  has  served  as  an  eager  and  energetic 
worker  in  every  phase  of  her  local  auxiliary, 
including  the  project  committee,  the  cookbook 
committee,  and  the  Community  blood  bank. 
Donna  has  been  an  effective  leader  in  the 
Lancaster  County  Auxiliary  while  serving  as 
secretary.  President-elect,  and  President. 

The  state  Auxiliary  has  been  another  recipi- 
ent of  her  outstanding  leadership  abilities  where 


she  served  as  AMA-ERF  Chairman,  NMAA  Vice 
President,  President-Elect,  and  President  1991- 
1992. 


This  active  Auxilian  also  manages  to  find  the 
time  for  community  volunteerism.  She  is  an 
active  member  of  Lincoln  General  Hospital 
Auxiliary  where  she  has  served  as  Vice  Presi- 
dent, Arts  in  General  Chairman  and  finds  time 
weekly  to  work  at  the  information  desk  and  the 
Emergency  room. 

She  has  given  numerous  hours  to  the  Ne- 
braska Heart  Association  and  has  served  on  the 
board  for  several  years  where  she  has  been 
involved  with  many  projects  and  committees. 
She  will  serve  as  this  organizations  Presidentfor 
the  1991-1  992  year. 


Widowed  in  1984,  Donna  has  remained  an 
outstanding  contributor  to  both  her  county  and 


state  Auxiliary. 

Awards  Committee: 
Mona  Damico 
Helen  Krause 
Dorothy  Shaffer 


Submitted  by 
Mona  Damico 
NMAA  President-Elect 


Auxilian  of  the  Year 


Pam  Hoesing  (Mrs.  John)  of  Omaha,  Ne- 
braska has  been  named  "Auxilian  of  the  Year". 

The  Auxilian-of-the-Year  award  is  given  annu- 
ally to  honor  an  individual  who  has  been  an 
active  auxiliary  member  and  who  has  made 
contributions  of  service  to  her  community. 

The  recipient  of  the  1991  award  is  "the  best 
possible  source  in  the  state  on  the  topic  of 
boardsmanship"  — by  virtue  of  her  having  served 


on  many  boards.  There  are  few  groups  in  her 
community  who  have  not  benefited  from  the 
generous  gift  of  her  superb  organizational  skills. 

Pam  is  a native  of  Iowa  and  received  her 
Bachelor  of  Science  in  Education  from  Creighton 
University  in  1 965.  She  worked  as  a teacher  in 
both  public  and  parochial  schools  until  1969. 
An  eighteen-year  sabbatical  was  a gift  to  her 
children.  In  1987  she  began  working  as  a substi- 
tute teacher. 
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Her  county  medical  auxiliary  credits  include 
Parliamentarian,  By-laws  and  Leaders  Guide, 
Kitchen  TourTicket  Chair,  Recording  Secretary, 
Vice  President,  President-Elect  and  President  as 
well  as  several  other  committee  positions.  At 
the  state  level  she  also  served  as  Director, 
Parliamentarian,  and  Bylaws  and  Leaders  Guides 
Chair. 

During  those  years  "at  home",  Pam  began  the 
volunteer  career  that  culminates  in  this  award 
today.  She  is  perhaps  the  most  respected  volun- 
teer in  her  community  and  has  served  as  Re- 
cording Secretary  of  virtually  every  organiza- 
tion that  she  has  belonged  to!  In  many  in- 
stances, that  office  was  followed  by  President- 
Elect  and  President.  The  list  is  enormous: 
Immanuel  Medical  Center  Auxiliary,  Methodist 
Hospital  VIP's,  Junior  League  of  Omaha,  Eonta- 
nelle  Eorest  Guild,  Henry  Doorly  Zoo  Guild, 


Omaha  Council  PTA-PTSA,  Omaha  Symphony 
Guild,  her  church  Circle,  Northwest  High  School, 
Nathan  Hale  Junior  High,  Springville  Elemen- 
tary, UNL  Chi  Omega  Moms  Club. 

Pam  has  cheered  and  supported  her  three 
children  through  activities  ranging  from  gym- 
nastics to  Euture  Problem  Solving.  Her  ability  to 
share  her  experiences  as  a parent  with  humor 
and  humility  has  helped  more  than  one  younger 
friend  through  a tough  spot. 

This  completely  organized  person  is  a top- 
notch  seamstress.  She  is  a gardener  and  yard 
person  who  has  a beautiful  garden  that  her 
husband  says  "doesn't  get  appreciated"  because 
they  live  so  far  out!  As  you  might  guess  her 
friends  say  "she  has  more  energy  than  anyone  I 
know!"  Her  strength  as  a role  model  is  evident 
in  Junior  League  of  Omaha's  having  included 
her  in  its  Sustainer  Hall  of  Eame. 


WELCOME  NEW  MEMBERS 


Susan  G.  Scholer,  M.D. 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198 

James  E.  Shelton,  M.D. 
10060  Regency  Circle 
Omaha,  NE  681 1 4 

Rich  C.  Chatwell,  M.D. 
2121  S.  56th 
Lincoln,  NE  68506 

Robert  M.  Norris,  M.D. 
2221  S.  17th,  #106 
Lincoln,  NE  68502 


William  P.  Schafer,  M.D. 

650  Doctors  Bldg.,  N.  Tower 
Omaha,  NE  681  31 

Bernard  T.  Baxter,  M.D. 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198 

Stewart  Sloan,  M.D. 

6751  N.  72nd  St. 

Omaha,  NE  68122 
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COMING  MEETINGS 


MAYO  FOUNDATION 

SEPTEMBER  26-27,  1991  - Annual  Mayo  Clinic 
Updatein  Hepatology,  Rochester,  Minnesota, 
Contact:  Postgraduate  Courses,  Section  of 
Continuing  Education,  Mayo  Foundation, 
Rochester,  MN  55905,  Phone:  (507)  284- 
2509  or  Toll  Free  800-323-2688. 

MAYO  SYMPOSIUM  ON  SPORTS  MEDI- 
CINE — November  8-9,  1991,  Rochester, 
Minnesota,  Contact:  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo 
Foundation,  Rochester,  MN  55905,  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 


UNIVERSITY  OF  KANSAS  MEDICAL  CENTER 

OCTOBER  1 5 & 1 6,  1 991  - 27th  Annual  Post- 
graduate Symposium  on  Medicine  and  Reli- 
gion Kites  of  Passage  and  Rights  in  Passage: 
Caring  for  America's  Children.  University  of 
Kansas  Medical  Center,  Battenfeld  Audito- 
rium; University  of  Kansas  Medical  Center, 
Kansas,  City,  Kansas.  Fee,  TBA.  Credit 
AMA:TBA,  AAFP:  TBA,  Nurses:  TBA,  Social 
Workers:  TBA,  Clergy:  TBA. 

For  more  information  contact  Monica  Scheierman, 
University  of  Kansas  Medical  Center,  Office  of  Continu- 
ing Education/SCI 00,  Rainbow  and  Olathe  Blvds.,  Kan- 
sas City,  KS  66103  913/588-4490. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 

59TH  ANNUAL  POSTGRADUATE  ASSEM- 
BLY— Omaha  Mid-West  Clinical  Society,  Octo- 
ber 31,  November  1 & 2,  1991  (Thursday, 
Friday  and  Saturday)  Red  Lion  Inn,  Omaha. 

For  information  please  contact:  Miss  Lorraine  Seibel, 
Executive  Secretary,  Omaha  Mid-West  Clinical  Society, 
7363  Pacific  Street,  4205-B,  Omaha,  Nebraska  68114. 


CREIGHTON  UNIVERSITY 

JULY  9-13,  1991  — Present  and  Future  Clinical 
Applications  of  Tumor  Markers,  Ritz  Carlton 
Hotel,  Kona,  Hawaii/Category  1 AMA  credit 
will  be  available. 

AUGUST  31,  1991  — Ophthalmology  Confer- 
ence. 

SEPTEMBER  6,  1991  — Advances  in  Surgical 
Oncology:  Management  of  Sarcomas  and 
Skeletal  Metastasis,  Marriott  Hotel,  Omaha, 
Nebraska. 

OCTOBER  10,  1991  — Thomas  Timothy  Smith 
Lecture,  Boys  Town  National  Research  Hos- 
pital Auditorium,  Omaha,  Nebraska. 

OCTOBER  1 8-1 9,  1 991  — Foot  and  Ankle  Care 
for  the  Primary  Physician,  Marriott  Hotel, 
Omaha,  Nebraska. 

OCTOBER  24,  1991  - Update  in 

Ultrasongraphy,  Holiday  Inn  Central,  Omaha, 
Nebraska. 

OCTOBER  25-26,  1 991  — Sixth  Annual  A Day 
With  The  Perinatologists,  Holiday  Inn  Cen- 
tral, Omaha,  Nebraska. 

NOVEMBER  9-10,  1991  — Second  Annual: 
New  Drugs  and  Technology  for  the 
Perioperative  Period,  Marriott  Hotel,  Omaha, 
Nebraska. 

DECEMBER  7,  1 991  — Urology  Conference. 

The  contact  person  for  these  courses  is  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Divi- 
sion, 2500  Californai  Street,  Omaha,  NE  68178. 


MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 
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COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 

SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha;  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical 
Education  Division,  Omaha,  Nebraska  68178-0072, 
1-800-548-CMED  or  1-402-280-1830. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
FOR  CONTINUING  EDUCATION 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conven- 
ience of  the  registrant  and  the  department. 


ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicians 
how  to  access  information  from  their  own 
PC's  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information  contact:  Center  for 
Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MED 
CONSULT  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


CONTINUING  MEDICAL  EDUCATION 
COURSE  SCHEDULE 

OCTOBER  24-27, 1 991  — Nebraska-Dartmouth 
Ethics  Conference,  Red  Lion  Inn,  Omaha,  Ne- 
braska. 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 13-14,  1991,  Cornhusker  Hotel, 
Lincoln 

ANNUAL  SESSION  — House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 
Omaha. 
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PHOTO  GALLERY 


Nebraska  Medical 
Association 


1991  Annual  Session 


Dr.  Paul  E.  Collicott  presenting  the  President's  Badge  to 
Dr.  Perry  T.  Williams. 


Dr.  Paul  E.  Collicott  presenting  the  President's  Medal- 
lion to  Dr.  Perry  T.  Williams. 


Dr.  Perry  T.  Williams,  1991-92  NMA  President,  displays 
the  "It's  Only  A Pumpkin"  plaque. 


Dr.  Paul  E.  Collicott  presenting  the  President's  Gavel  to 
Dr.  Perry  T.  Williams. 


Mrs.  Desta  Osborne  presenting  the  NMA  Auxiliary  Mrs.  C.  A.  McWhorter  presenting  the  McWhorter  Me- 

report  to  the  House  of  Delegates.  morial  Scholarship  to  Ms.  Donna  Culhane. 
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Mrs.  Frank  H.  Tanner  presenting  the  Tanner  Memorial 
Scholarship  to  Ms.  Michele  Trumler. 


Dr.  Sushil  S.  Lacy  presenting  the  Nebraska  Medical 
Foundation  Student  Research  Scholarship  to  Ms.  Doris 
Altherr. 


LCMS  President,  Dr.  Dale  Michels,  presenting  a plaque 
to  Dr,  Louis  ).  Gogela. 


Dr.  Frederick  F.  Faustian  presents  the  report  of  Refer- 
ence Committee  #1. 


Tht* 

Ckjrnhusker 


L. 

Dr.  Sushil  S.  Lacy  presenting  the  Nebraska  Medical 
Foundation  Student  Research  Scholarship  to  Mr.  Donald 
Cronin. 


The 

Ojrnhuskei 


LCMS  President,  Dr.  Dale  Michels,  presenting  a plaque 
to  Dr.  Paul  E.  Collicott. 


Dr.  Richard  H.  Meissner,  Speaker,  presiding  at  the 
Flouse  of  Delegates. 


Dr.  Charles  F.  Damico  presents  the  report  of  Reference 
Committee  #2. 
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Dr.  Steven  A.  Schwid  presents  the  report  of  Reference 
Committee  #3. 


Dr.  M.  Jack  Mathews  presents  the  report  of  Reference 
Committee  #4. 


The 

Cktrnhusker 


Dr.  John  L.  Reed  presents  the  report  of  Reference 
Committee  #5. 


Dr.  Edward  A.  Holyoke,  Jr.  presents  the  report  of  Refer- 
ence Committee  #6. 


Dr.  David  H.  Filipi  addresses  the  House  of  Delegates. 


Dr.  Perry  T.  Williams  presenting  Dr.  Darrol  J.  Loschen 
with  the  President-Elect  Badge. 


Dr.  Darroll  J.  Loschen,  1991-92  NMA  President-Elect, 
being  escorted  to  the  podium  by  Dr.  Paul  E.  Collicott. 


Dr.  Darroll  J.  Loschen,  1991-92  NMA  President-elect, 
addressing  the  House  of  Delegates. 
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REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS 
AND  COMMITTEES 

ANNUAL  SESSION 
APRIL  26-28,  1991 

(These  reports  appear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes,  and 
final  action,  refer  to  the  minutes  which  follow  these 
reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Paul  E.  CollicoU,  M.D.,  Lincoln  - Chairman;  Perry  T.  Williams,  M.D., 
Omaha;  Christopher  C.  Caudill,  M.D.,  Lincoln;  Richard  A.  Raymond,  M.D., 
Elkhorn;  Donald  J.  Pavelka,  M.D.,  Omaha;  Darroll  ).  Loschen,  M.D.,  York; 
Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Robert  C.  Osborne,  M.D.,  Lincoln; 
Richard  H.  Meissner,  M.D.,  Omaha;  Stanley  F.  Nabity,  M.D.,  Grand  Island; 
David  R.  Little,  M,D.,  Hastings. 

The  Board  of  Directors  has  met  on  several  occasions 
since  the  1990  Fall  Session  and  submits  this  report  to  the 
House  of  Delegates. 

1.  ANNUAL  AUDIT 

The  Association  finished  1990  with  a balance  of 
$3,483  which  will  not  necessitate  a transfer  from  Asso- 
ciation reserves.  A $25  dues  increase  became  effective 
in  1991  which  should  assist  in  reducing  our  projected 
deficit  amount  for  this  calendar  year.  A more  detailed 
analysis  of  this  situation  will  be  presented  in  the  report  to 
the  Fall  Session  of  the  House  of  Delegates. 

2.  OMNIBUS  BUDGET  RECONCILIATION  ACT  OF  1990 

The  Omnibus  Budget  Reconciliation  Act  of  1 990  carried 
a section  which  required  the  Secretary  of  Health  and 
Human  Services,  under  certain  circumstances,  to  treat  the 
states  of  Nebraska  and  Oklahoma  as  single  fee  schedule 
areas  for  purposes  of  determining  Medicare  reimburse- 
ment on  or  after  January  1 , 1 992.  The  one-tier  system  was 
dependent  upon  receipt  by  the  Secretary  of  written  state- 
ments of  support  from  members  of  each  state's  Congres- 
sional delegation  as  well  as  from  organizations  representing 
urban  and  rural  physcians  in  each  state.  The  President, 
while  signing  the  statute  into  law,  questioned  whether  this 
action  vested  significant  federal  executory  authority  in 
members  of  Congress  and  others  not  appointed  by  the 
President,  and  whether  this  action  conferred  law-making 
authority  on  individual  members  of  Congress  or  others.  The 
President  notified  the  Secretary  of  Health  and  Human 
Services  of  his  position  and  instructed  the  Secretary  and  the 
Attorney  General  to  prepare  remedial  legislation.  The 
Nebraska  Medical  Association  has  continued  to  work  with 
Senator  Exon's  office  on  this  issue  and  was  instructed  to 
proceed  to  comply  with  the  process.  On  November  2 1 , the 
Association  wrote  Gail  R.  Wilensky,  Ph.D.,  Administrator, 
Health  Care  Financing  Administration,  of  our  intent  to 
proceed,  enclosing  copies  of  letters  in  support  from  the 
Nebraska  Medical  Association,  the  Metropolitan  Omaha 
Medical  Society,  the  Lancaster  County  Medical  Society, 
and  individual  members  from  Nebraska's  Congressional 
delegation.  On  January  28,  1991,  the  Association  made 
official  application  for  a single  locale  status  taking  effect  in 
conjunction  with  implementation  of  the  resource-based 
relative  value  scale  in  1 992.  This  application  was  submitted, 
with  supportive  documents,  to  Louis  W.  Sullivan,  M.D., 
Secretary,  Department  of  Fiealth  and  Human  Services.  We 
have  continued  to  maintain  contact  with  the  Senate  Fi- 


nance Committee  staff,  the  Health  and  Human  Services  and 
Health  Care  Financing  Administration  staffs,  and  other 
necessary  entities  through  communication  with  Senator 
Exon's  office.  Recent  information  has  revealed  that  the 
Health  Care  FinancingAdministration  is  considering  resolu- 
tion of  the  question  posed  by  the  President  in  the  proposed 
rules  and  regulations  pertaining  to  the  fee  schedule  due  to 
be  published  in  April  1991. 

3.  COST  OF  CLAIM  FILING 

During  the  1990  Fall  Session,  the  House  of  Delegates 
recommended  that  information  on  the  cost  of  filing  claims 
be  disseminated  to  Association  members  via  the  newslet- 
ter. This  information  was  carried  in  the  September  1 4, 1 990, 
NMA  Newsletter. 

4.  HHS  INSPECTOR  GENERAL  KUSSEROW'S  RESIGNA- 
TION REQUESTED 

After  viewing  a videotape  of  a portion  of  the  September 
20,  1990,  "Prime  Time  Live"  television  program,  the  Board 
joined  numerous  medical  organizations  in  contacting  Presi- 
dent Bush  requesting  that  HHS  Inspector  General  Kusserow 
be  requested  to  resign  his  office.  Primary  concerns  dealt 
with  his  statement  that  there  was  not  a quota  system 
included  as  a segment  of  the  PRO  program.  We  received 
a response  from  the  White  House  dated  February  13,1991, 
which  expressed  appreciation  for  our  December  12, 
1 990,  letter,  but  indicated  that  after  reviewing  the  situa- 
tion, Secretary  Sullivan  indicated  that  he  continues  to 
have  full  confidence  in  the  Inspector  General. 

5.  STREAMLINING  OF  FALL  SESSION 

The  Board  further  considered  the  matter  of  whether 
oral  reports  should  be  included  on  the  agenda  for  the  Fall 
Session  when  a written  report  has  been  submitted.  In  this 
same  discussion,  the  Board  considered  the  matter  of 
streamlining  the  Fall  Session,  or  eliminating  the  Fall  Ses- 
sion. It  was  noted  that  an  important  purpose  for  the  Fall 
Session  is  to  gather  any  resolutions  needed  for  submission 
to  the  interim  session  of  the  AMA  House  of  Delegates.  It 
was  also  felt  important  that  House  of  Delegates  meet  two 
times  during  each  calendar  year  for  communication  pur- 
poses. The  Board  therefore  recommends  that  the  House 
of  Delegates  approve  a streamlined  Fall  Session  with  no 
oral  reports,  and  that  authors  of  written  reports  be  asked 
to  be  present  at  the  reference  committee  meetings  for 
discussion  purposes.  The  intent  is  that  oral  reports  would 
still  be  included  at  the  Annual  Session.  The  Board  feels 
strongly  that  those  who  present  oral  reports  at  the  Annual 
Session  should  be  required  to  be  present  at  the  reference 
committee  to  which  the  report  is  referred.  The  proposal 
for  a streamlined  Fall  Session  is  attached  to  this  report.  The 
Board's  recommendation  is  that  the  streamlined  schedule 
be  adopted  for  implementation  in  September  1991. 

6.  MEDICAID  BILLING  SYSTEM  INFORMATION 

During  the  Fall  Session,  consideration  was  given  to  a 

report  of  the  State  Department  of  Social  Services.  The 
House  recommended  that  the  Association  and  the  Ne- 
braska Department  of  Social  Services  cooperate  in  distrib- 
uting to  NMA  members  information  on  the  Nebraska 
Medicaid  billing  system.  This  matter  is  being  addressed 
through  inclusion  of  informational  items  in  various  issues 
of  the  NMA  newsletter.  The  reference  committee's 
recommendation  that  the  Association  accept  the  willing- 
ness of  the  Department  of  Social  Services  to  review, 
discuss  and  negotiate  changes  in  Medicaid  medical  ser- 
vices was  referred  to  the  NMA  Ad-Hoc  Committee  on 
Medicaid  Services. 
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7.  PROMPT  RESPONSE  TO  SUNDERBRUCH 
REQUESTED 

During  the  Fall  Session,  the  House  adopted  a resolu- 
tion calling  for  the  Board  and  the  NMA  PRO  Overview 
Committee  to  respond  promptly  to  the  Sunderbruch 
Corporation  to  ensure  physician  input  into  the  HCFA 
quality  screens  and  guidelines  in  Nebraska  and  to  ensure 
due  process  for  Nebraska  physicians.  This  matter  was 
referred  to  the  NMA  PRO  Overview  Committee  for 
consideration  and  action. 

8.  PROVISION  OF  CARE  BY  NON-MEDICALLY 
LICENSED  PRACTITIONERS 

During  the  Fall  Session  a resolution  was  adopted 
which  expressed  concern  with  non-medically  licensed 
practitioners  providing  pre-  and  post-operative  care,  and 
relinquishment  of  pre-  and  post-operative  care  to  a health 
care  professional  not  duly  licensed  to  practice  medicine. 
This  matter  was  referred  to  the  Board  of  Examiners  in 
Medicine  and  Surgery.  The  specific  action  by  the  Board  of 
Examiners  in  Medicine  and  Surgery  on  this  issue  is  as 
follows: 

"This  Board  of  Examiners  in  Medicine  and  Surgery, 
State  of  Nebraska,  wishes  to  issue  a statement  re- 
garding their  position  on  post-ophthalmic  surgical 
care: 

Post-Ophthalmic  surgical  care  is  inseparable  from  the 
entire  surgical  process  as  it  involves  monitoring  the 
recovery  process,  detecting  and  diagnosing  condi- 
tions arising  during  the  recovery  process,  and  taking 
steps  to  treat  post-surgical  problems.  Thus,  the  Board 
of  Examiners  in  Medicine  and  Surgery  have  deter- 
rtiined  that  the  management  of  post-ophthalmic  sur- 
gical care  constitutes  the  practice  of  medicine  and 
cannot  be  managed  by  other  health  care  practitio- 
ners. The  care  of  the  patient  is  the  responsibility  of  the 
operating  surgeon  who  is  to  provide  post-operative 
care  for  the  usual  and  customary  period  until  the 
patient  is  released.  The  care  must  be  provided  by  the 
operating  surgeon  or  delegated  to  a medical  practi- 
tioner, adequately  qualified,  designated  by  the  sur- 
geon. 

So  long  as  the  operating  ophthalmologist  has  pro- 
vided post-surgical  care  in  accordance  with  accepted 
professional  standards,  the  ophthalmologist  may  sug- 
gest or  recommend  that  a recovered  post-surgical 
patient  consult  with  an  optometrist  for  a refraction  or 
any  service  which  is  within  the  optometrist's  lawful 
scope  of  practice.  The  provision  of  such  services  is 
not  to  be  confused  with  or  represented  to  the  patient 
or  any  third  party  payor  as  the  management  of  post- 
ophthalmic  surgical  care. 

Adopted:  December  1 1 , 1 988 

Revised:  August  1 2,  1 990 

Revised:  February  3,  1 991 " 

9.  RURAL  PRIMARY  CARE  PHYSICIAN  SHORTAGE 

The  Board  considered  a resolution  adopted  at  the  Fall 
Session  which  called  on  the  NMA  and  the  AMA  to 
encourage  state  legislatures  and  the  Congress  to  recog- 
nize primary  care  physician  shortages  represent  a crisis 
of  access  to  rtiedical  care  in  rural  Nebraska.  The  resolu- 
tion was  forwarded  to  the  AMA,  and  NMA  representa- 
tives addressed  this  matter  through  contact  with  the 
Congressional  delegation. 


10.  NATIONAL  PRACTITIONER  DATA  BANK 

During  the  1990  Fall  Session,  the  House  adopted 
a resolution  directing  that  the  Association,  through  its 
Board  of  Directors  or  Commission  on  Hospital  Medical 
Staff,  monitor  the  implementation  process  of  the  Na- 
tional Practitioner  Data  Bank  to  insure  confidentiality 
and  accuracy  of  the  data  released  in  Nebraska  to  the 
National  Practitioner  Data  Bank.  This  matter  was  re- 
ferred to  the  Commission  on  Hospital  Medical  Staff. 

1 1 . AMA  HEALTH  ACCESS  AMERICA  PROGRAM 

During  the  1990  Fall  Session,  the  House  adopted  a 
resolution  stating  the  Association's  endorsement  of  the 
principles  upon  which  the  AMA  Heath  Access  America 
Program  has  been  developed.  The  Board  was  encour- 
aged to  expand  awareness  of  the  AMA  program  and 
information  on  this  subject  was  carried  in  an  NMA 
newsletter  and  the  Nebraska  Medical  lournal.  This  sub- 
ject is  also  one  of  the  discussion  areas  which  has  been 
undertaken  by  the  Committee  on  Heath  Planning. 

12.  CLINICAL  LABORATORY  IMPROVEMENT  ACT 

During  the  1 990  Fall  Session,  a resolution  was  adopted 
that  directed  the  Association  notify  HCFA  and  all  Nebraska 
Congressional  representatives  and  candidates  for  those  of- 
fices that  the  Clinical  Laboratory  Improvement  Act  would 
negatively  affect  not  only  rural  primary  care  offices  but  also 
solo  and  small  urban  groups.  The  named  entities  were 
contacted  via  letter  immediately  following  the  Fall  Session. 

13.  SUPPORT  CROUP  BEING  DEVELOPED 

During  the  1 990  Fall  Session  the  House  considered  a 
report  provided  by  the  Ad-Hoc  Committee  on  Profes- 
sional Liability.  The  report  included  discussion  about 
developing  a "support  group"  relative  to  the  potentially 
negative  emotional  impact  of  professional  liability  suits, 
PRO  decisions  and  other  matters  which  tend  to  have  a 
significant  psychological  impact  on  physicians,  and  on 
their  spouses  and  children.  The  report  requested  that 
such  a support  group  could  serve  a very  useful  function 
and  recommended  that  the  NMA  President  appoint  an 
Ad-Hoc  Committee  to  develop  and  implement  such  a 
plan.  A chairman  has  been  appointed  to  develop  this 
activity. 

14.  NON-DUES  INCOME  MEMBERSHIP  BENEFITS 

The  Board  continues  to  monitor  various  membership 
benefits  which  will  be  attractive  to  Association  members 
while  providing  non-dues  income  resulting  from  reim- 
bursement for  administrative  costs  assumed  by  the  NMA. 
A new  group  term  life  insurance  plan  is  being  finalized 
which  will  replace  the  current  program  which  has  been 
in  effect  for  over  twenty  years.  It  is  felt  the  new  program 
will  provide  a much  broader  range  of  coverage  options 
at  an  attractive  premium  level.  The  Board  is  in  the  final 
stages  of  approving  an  agreement  with  the  Lincoln 
Telephone  and  Telegraph  Company  which  will  offer 
cellular  phones,  pagers,  fax  machines,  and  telephone 
systems  to  members  of  the  Association  at  attractive 
rates.  This  agreement  may  be  consummated  by  the  time 
of  the  Annual  Session.  The  Battling  and  Hinkle  collection 
service  agreement  has  been  an  attractive  addition  to  the 
Association's  endorsed  package  of  services,  and  mem- 
bers are  utilizing  this  collection  mechanism  in  increasing 
numbers.  The  Association's  Visa  card  project  continues 
to  grow  and  the  Board  encourages  all  members  to  take 
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advantage  of  this  service.  We  have  also  implemented  an 
arrangement  to  promote  new  subscriptions  to  Audio- 
Digest.  The  Association  has  a responsibility  in  the 
promotion  of  these  services  for  which  we  receive  an 
administrative  fee  which  helps  offset  the  amount  of  dues 
necessary  to  operate  our  organization. 

15.  PUBLIC  RELATIONS  EFFORT  REVIEWED 

The  Board  metwith  the  Commission  on  Public  Affairs, 
in  response  to  a resolution  referred  to  the  Board  for 
action  during  the  Fall  Session,  which  proposed  that  the 
Association  use  the  best  marketing  techniques  to  main- 
tain the  public  goodwill  and  the  highest  possible  profes- 
sional image.  The  Association's  current  public  relations 
efforts  were  reviewed  and  the  Board  subsequently  took 
an  action  to  not  approve  funding  for  hiring  additional 
communications  personnel  or  to  change  the  funding  for 
public  relations  at  that  time.  The  Board  directed  that  staff 
provide  the  Board  with  estimated  costs  of  hiring  a part- 
time  communications  person  for  discussion  at  its  next 
meeting.  This  process  is  currently  underway. 

16.  UNMC  CHANCELLOR  SELECTION  COMMITTEE 
The  Association  was  asked  by  University  of 

Nebraska  President  Martin  Massengale  to  provide  him 
names  of  four  physicians  from  which  one  or  two  could 
be  appointed  to  serve  on  the  UNMC  Chancellor  Selec- 
tion Committee.  The  Executive  Committee  of  the  Board 
provided  President  Massengale  with  four  names  as 
requested  as  follows:  John  J.  Hoesing,  M.D.,  Omaha, 
Dale  E.  Michels,  M.D.,  Lincoln,  Stanley  F.  Nabity,  M.D., 
Grand  Island,  and  Darroll  J.  Loschen,  M.D.,  York.  To  the 
best  of  our  knowledge,  this  is  the  first  time  the  Associa- 
tion has  been  requested  to  provide  nominees  for  service 
on  a UNMC  Chancellor  Selection  Committee. 

17.  MEMBERSHIP 

Increasing  membership  at  all  levels  of  organized 
medicine  continues  to  be  a major  activity  area  for  the 
Board  of  Directors.  We  finished  1 990  with  a total  mem- 
bership count  of  1 802  which  is  the  largest  membership 
the  Association  has  ever  had.  Detailed  membership 
statistics  will  be  included  in  the  Board's  report  to  the  Fall 
Session  of  the  House. 

Your  Board  of  Directors  requests  approval  of  the 
matters  presented  in  this  report  and  stands  ready  to 
receive  items  which  may  be  presented  to  the  Board  by 
the  House  of  Delegates  at  this  Annual  Session. 

1990  FALL  SESSION 

THURSDAY.  SEPT.  6 

1 :00  p.m.-  3:00  p.m. 

Board  of  Councilors  Meeting 

3:30  p.m.  - 5:30  p.m. 

Board  of  Directors  Meeting 

FRIDAY.  SEPT.  7 

8:30  a.m.  - 10:30  a.m.  (Approx.) 

House  of  Delegates  1st  Session 

10:30  a.m.  - 12:30  p.m.  (Approx.) 

3 Reference  Committees  Meet 

1 1 :30  a.m.  - 1 :30  p.m.  (Approx.) 

Remaining  3 Reference  Committees  Meet 


1 2:30  p.m.  & 1 :30  p.m. 

Reference  Committees  Prepare  Reports  for  Dictation 

1 2:30  p.m.  - 5:30  p.m. 

Chairmen  dictate  reports  & review  typed 
drafts  of  reports 

4:30  p.rTi.  - 7:00  p.m. 

Reference  Committee  Reports  are  printed, 
gathered,  etc. 

SATURDAY.  SEPT.  8 

7:30  a.m.  - 10:30  a.m.  (Approx.) 

House  of  Delegates  2nd  Session 

1991  POSSIBLE  REVISION 

THURSDAY.  SEPTEMBER  12 
(NO  MEETINGS) 

FRIDAY.  SEPT.  13 

7:00  a.m.  - 9:00  a.m. 

Board  of  Directors 
Breakfast  Meeting 

9:00  a.m.  - 1 1 :00  a.m. 

Board  of  Councilors  Meeting 

1 1 :00  a.m.  - 1 2:00  Noon 
Preparation  of  Board  of  Councilors 
Meeting  Minutes  for  blouse  of  Delegates 

12:30  p.m.  - 2:00  p.m.  (Approx.) 

House  of  Delegates  1st  Session 
(No  scheduled  oral  reports) 

2:00  p.m.  (Approx.)  - 4:00  p.m. 

3 Reference  Committees  Meet 

3:00  p.m.  (Approx.)  - 5:00  p.m. 

Remaining  3 Reference  Committees  Meet 

4:00  p.m.  - 5:00  p.m.  & 5:00  p.m.-6:00  p.m. 

Reference  Committees  Prepare  Reports 
for  Dictation 

5:00-6:00  p.m.  - 7:00-8:00  p.m. 

Chairmen  dictate  reports  & review 
typed  drafts  of  reports 

7:00-8:00  p.m.  - 9:30-10:30  p.m. 

Reference  Committee  Reports 
are  printed,  gathered,  etc. 

SATURDAY.  SEPT.  14 

7:30  a.m.  - 10:30  a.m.  (Approx.) 

House  of  Delegates  2nd  Session 

REPORT  OF  THE  NEBRASKA 
MEDICAL  FOUNDATION,  INC. 

The  Nebraska  Medical  Foundation  completes  forty- 
two  years  of  service  in  1991. 

The  Foundation  continues  to  guarantee  student  loans 
to  medical  students  at  Nebraska's  two  medical  schools. 
The  current  balance  of  outstanding  loans  to  medical 
students  still  in  training  is  $29,909.88.  The  balance  of 
loans  currently  under  repayment  by  individuals  who 
have  completed  medical  school  training  is  $1 68,81  7.33. 
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Two  scholarships  will  again  be  presented  during  this 
Annual  Session.  One  student  from  the  University  of 
Nebraska  College  of  Medicine  and  one  from  Creighton 
University  School  ofMedicine  will  receive  a check  in  the 
amount of$l,000. The  remaining$l,000  payments  will 
be  provided  to  each  of  the  two  students  when  they  have 
completed  a written  report  of  their  activity  and  it  has 
been  submitted  to  the  Foundation  office. 

The  Nebraska  Cancer  Registry  Program  continues 
to  operate  under  the  auspices  of  the  Foundation  through 
an  agreement  with  the  Nebraska  Department  of  Health 
and  the  Howard  Hunt  Tumor  Registry/Methodist  Hos- 
pital. F.  William  Karrer,  M.D.,  who  chairs  the  Ad-Hoc 
Committee  on  Tumor  Registry,  along  with  his  commit- 
tee, deserve  a great  deal  of  credit  for  carrying  out  this 
important  activity. 

The  Nebraska  Medical  Foundation  initiated  the  C.  A. 
McWhorter,M.D.,Memorial  Scholarship  at  the  1 990  An- 
nual Session.  This  scholarship  was  established  via  a 
resolution  adopted  by  the  House  of  Delegates  in  Sep- 
tember 1988.  The  scholarship  was  funded  through 
financial  contributions  from  Doctor  McWhorter's  col- 
leagues and  friends.  This  is  an  annual  scholarship  to 
a student  enrolled  in  medicine  at  the  University  of 
Nebraska  College  of  Medicine.  The  amount  of  the 
scholarship  for  1991will  be  $1,000,  payable  from  inter- 
est generated  from  the  fund.  Plans  are  to  increase  the 
amount  of  the  scholarship  as  the  value  of  the  fund 
continues  to  grow.  This  scholarship  will  be  presented 
during  the  Sunday,  April  28,  session  of  the  House  of 
Delegates. 

The  Foundation  also  initiated  the  Frank  H.  Tanner, 
M.D.,  Memorial  Scholarship  at  the  1 990  Annual  Session. 
Pathology  Medical  Services,  of  which  Doctor  Tanner 
was  a member,  established  the  initial  funding  for  this 
scholarship  following  Doctor  Tanner's  death  in  1976. 
This  $1,000  scholarship  alternates  annually  between  the 
University  of  Nebraska  College  of  Medicine  and 
Creighton  University  School  of  Medicine.  The  1991 
scholarship  will  be  awarded  to  a Creighton  University 
School  of  Medicine  medical  student  during  the  Sunday 
session  of  the  House  of  Delegates. 

The  Nebraska  Medical  Foundation  was  named  in  the 
will  of  H.  Bernice  Shanklin  who  died  September  30, 
1990.  Ms.  Shanklin's  estate  is  still  in  probate,  conse- 
quently, the  value  of  the  portion  that  will  be  provided  the 
Nebraska  Medical  Foundation  has  not  yet  been  deter- 
mined. We  are  in  hopes  that  value  will  be  sufficient  to 
establish  an  additional  memorial  scholarship. 

The  Foundation  is  pleased  to  report  that  physicians 
contributed  $9,695  to  the  Foundation  during  the  past 
year.  In  addition,  $3,546  was  contributed  by  and  through 
the  efforts  of  the  Nebraska  Medical  Association  Auxil- 
iary. The  Foundation  is  most  appreciative  of  the  contri- 
butions and  support  shown  by  Association  members 
and  Auxilians. 

Respectfully  submitted, 

Sushil  S.  Lacy,  M.D.,  President 


REPORT  OF  THE  DELEGATE  TO  THE  AMA 

The  1990  Interim  Session  of  the  AMA  House  of 
Delegates  met  in  Orlando,  Florida,  in  early  December. 
The  agenda  was  the  longest  on  record  with  194  resolu- 
tions and  1 06  Board  and  Council  reports.  435  Delegates 
were  seated,  348  representing  state  medical  associa- 
tions, 77  representing  specialty  societies  and  10  repre- 
senting students,  residents,  hospital  medical  staffs,  young 
physicians,  public  heath  physicians.  Veteran's  Adminis- 
tration and  Armed  Services. 

1.  The  House  in  approving  Substitute  Resolution 
1 24  voted  to  continue  efforts  to  force  the  resignation  or 
dismissal  of  Richard  Kusserow  as  Inspector  General  of 
the  Department  of  HHS  because  of  his  activities  in 
setting  quotas  for  sanctions  of  physicians  by  PROS. 

2.  Nebraska  Resolution  34,  seeking  a reduction  in 
administrative  requirements  for  nursing  homes  and  for 
changes  in  the  rulesregarding  the  frequency  of  physician 
visits  to  nursing  home  residents,  was  approved. 

3.  Nebraska  Resolution  35,  regarding  a crisis  of 
access  to  medical  care  in  rural  areas,  was  amended  and 
approved  as  follows; 

"Significant  Problem  of  Access  to  Heath  Care 
in  Rural  and  Urban  Underserved  Areas 

Resolved,  That  the  American  Medical  Associa- 
tion declare  that  the  primary  care  physician  short- 
age represents  a significant  problem  of  access  to 
medical  care  in  rural  and  urban  underserved  ar- 
eas; and  be  it  further 

Resolved,  That  the  AMA  encourage  state  legisla- 
tures and  the  Congress  of  the  United  States  to 
recognize  this  significant  problem  and  to  develop 
rapidly  incentives  to  make  practice  in  rural  and 
urban  underserved  areas  more  attractive  to 
primary  care  physicians  in  order  to  provide  access 
to  necessary  medical  services  in  these  areas." 

4.  Report  D of  the  Council  of  Ethical  and  Judicial 
Affairs  provided  guidelines  for  the  use  of  do  not  resus- 
citate orders  as  they  relate  to  cardiopulmonary  resusci- 
tation and  was  adopted. 

5.  Resolutions  84  and  171  asked  the  AMA  to  de- 
velop model  legislation  which  would  permit  testing  of 
patients  for  HIV  pre-operatively  or  in  other  situations 
deemed  appropriate  by  the  physician  to  protect  health 
care  workers  from  actual  or  potential  exposure  to  HIV. 
These  resolutions  were  referred  to  the  Board  of  Trustees 
for  further  study  and  report. 

6.  Resolution  1 36  and  a suggested  Substitute  Reso- 
lution # 1 36  by  the  reference  committee  which  called  on 
the  AMA  to  prioritize  health  insurance  benefits  based  on 
scientific  data  and  cost  benefit  analysis  was  referred  to 
the  Board  of  Trustees  as  was  the  Board's  own  report 
regarding  cost  projections  of  the  AMA's  Health  Access 
America  initiatives. 

7.  Resolution  123  was  adopted.  Resolution  123 
asked  that  the  AMA  take  appropriate  legal  or  legislative 
action  against  implementation  of  Section  4752(d)  of  the 
Omnibus  Budget  Reconciliation  Act  of  1990  requiring 
international  medical  graduates,  in  order  to  obtain  a 
Medicaid  UPIN  number,  to  have  held  a license  in  one  or 
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more  states  continuously  since  1 958  or  pass  the  Foreign 
Medical  Graduate  Examination  in  Medical  Sciences 
(FMCEMS)  or  pass  the  Educational  Commission  for 
Foreign  Medical  Graduates  (ECFMG)  Examination  or  be 
certified  by  the  ECFMG. 

8.  Resolution  28  which  asked  the  AMA  to  (1) 
reaffirm  its  commitment  to  routine  immunization  of 
children  as  set  forth  by  the  Advisory  Commission  on 
Immunization  Practices,  that  immunizations  be  an  en- 
titlement for  all  children  living  in  the  United  States  and 
this  be  insured  by  direct  federal  funding  to  cover  the  full 
cost  of  the  vaccine,  plus  its  administration,  to  allow 
physicians  to  aggressively  immunize  all  children,  and 
(2)  work  to  obtain  new  revenues  necessary  to  fund 
this  program  without  reductions  in  existing  monies  for 
current  domestic  programs  of  health  or  other  human 
services  was  referred  to  the  Board  of  Trustees  for 
decision. 

9.  Report  N of  the  Council  on  Medical  Service  was 
adopted  with  the  following  recommendations: 

1.  The  AMA  urge  the  EHeath  Care  Financing  Ad- 
ministration to  modify  regulations  so  that  (1)  in 
regard  to  confirmed  quality  problems  which  have 
been  finally  adjudicated  by  the  PRO  Quality  As- 
surance Committee,  the  PRO  is  required  to  notify 
both  the  physician  and  president  of  the  hospital 
medical  staff  in  all  such  cases,  and  (2)  the  PRO  be 
required  to  implement  a mechanism  to  verify 
receipt  of  the  PRO'S  notice  of  both  potential  and 
confirmed  quality  problems  by  the  physician; 

2.  The  AMA  seek  an  amendment  to  the  PRO  law 
to  require  that  when  the  PRO  review  goes  beyond 
the  generic  screen  for  review,  the  physician  must 
be  notified  within  48  hours  of  the  exact  reason  for 
said  review; 

3.  That  the  AMA  seek  an  amendment  to  the  PRO 
law  to  repeal  the  existing  prohibition  on  the  re- 
lease to  a PRO  proposed  sanctioned  physician  of 
documents  or  other  information  produced  by  a 
PRO  in  connection  with  its  deliberation  in  making 
quality  determinations;  and 

4.  This  report  be  adopted  in  lieu  of  the  referred 
resolve  of  Substitute  Resolution  38(A-90). 

10.  Resolution  66  which  asked  the  AMA  to  request 
the  EHealth  Care  Financing  Administration  to  revise  the 
PRO  premature  discharge  evaluation  system  so  that  a 
premature  discharge  is  not  assigned  an  automatic  sever- 
ity level  III  designation,  but  that  assignment  is  based  on 
the  gravity  of  the  situation  and  the  outcome  of  the 
patient  was  adopted. 

11.  Resolution  30  was  adopted  which  directs  the 
AMA  to  urge  states  to  amend  their  appropriate  laws  to 
deem  driving  illegal  with  a breath  alcohol  concentration 
greater  than  .05  gms  of  alcohol  per  2 1 0 E of  expired  air 
or  .05  gms  alcohol  per  100  cc  whole  blood. 

12.  Resolution  181  requesting  the  AMA  to  study  the 
issue  of  paternity  leave  for  workers  was  referred  to  the 
Board  of  Trustees  for  report  at  the  1 991  Interim  meeting. 

1 3.  The  AMA  budget  was  adopted  and  did  not  include 
any  dues  increase. 


14.  The  House  adopted  Substitute  Resolution  63  as 
follows: 

Resolved,  That  the  AMA  Medical  Association 
continue  to  work  to  effect  legislation  to  repeal 
those  portions  of  any  law  or  regulation  that  would 
require  that  the  Health  Care  Financing  Adminis- 
tration include  information  in  every  Explanation 
of  Benefits  form  for  unassigned  claims  on  how 
Medicare  assignment  would  have  affected  non- 
assigned  claims. 

1 5.  Substitute  Resolution  1 45  was  adopted  as  follows: 
Resolved,  That  the  American  Medical  Association 
seek  legal  or  legislative  opportunities  to  clarify 
that  Section  1867  of  the  Social  Security  Act  ap- 
plies only  to  inappropriate  transfers  from  hospital 
emergency  departments  and  not  to  issues  of 
malpractice;  and  be  it  further 

Resolved,  That  the  AMA  continue  to  seek 
appropriate  modifications  of  Section  1867  of  the 
Social  Security  Act  to  preclude  liability  for  dis- 
charges from  the  hospital,  including  emergency 
department  and  outpatient  facility. 

1 6.  Amended  Resolution  1 65  was  adopted  as  follows: 

Equal  Medicare  Reimbursement 
for  All  Physicians 

Resolved,  That  the  American  Medical  Associa- 
tion continue  to  develop  new  legal  and  legislative 
strategies  to  secure  100  percent  Medicare  pay- 
ments for  new  physicians  and  to  ensure  contin- 
ued patient  access  to  all  young  physicians;  and  be 
it  further 

Resolved,  That  the  AMA  encourage  state  medi- 
cal societies  and  national  medical  specialty  orga- 
nizations to  petition  Congress  to  secure  100  per- 
cent Medicare  payment  for  new  physicians. 

Your  AMA  delegation  participated  in  the  debate  of 
these  and  many  other  issues  considered.  We 
welcome  input  from  any  and  all  NMA  members  in 
consideration  of  items  to  be  considered  at  any  upcom- 
ing meetings  of  the  AMA. 

Respectfully  submitted, 
C.J.  Cornelius,  Jr.,  M.D. 


REPORT  OF  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

This  is  the  time  of  year  for  considerable  excitement 
in  American  medical  schools  because  March  is  the 
month  during  which  graduating  seniors  match  for  their 
graduate  education  programs.  Creighton  graduates  did 
extremely  well  in  their  matches  this  year  with  80% 
achieving  their  first,  second  or  third  choices.  Our  stu- 
dents matched  with  highly  competitive,  desirable  resi- 
dency programs.  Slightly  more  than  30%  of  our  gradu- 
ates will  stay  in  residency  programs  at  Creighton  Univer- 
sity. A small  number  will  be  at  the  University  of  Nebraska 
and  the  great  majority  will  return  to  the  regions  of  the 
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country  whence  they  came  to  our  School  of  Medicine. 
Of  our  1 1 8 graduating  seniors,  53  are  entering  primary 
care  specialties  including  22  in  internal  medicine,  and  1 2 
in  family  practice. 

Our  own  residency  programs  (including  those  we 
share  with  the  University  of  Nebraska)  also  did  excep- 
tionally well;  of  70  positions  offered,  and  64  were  filled, 
including  all  in  the  newly  combined  Creighton-Nebraska 
pediatric  program,  and  20  of  21  positions  in  internal 
medicine.  In  these  programs  our  experience  is  consider- 
ably better  than  the  national,  in  which  many  good 
pediatric  and  internal  medicine  programs  were  left  with 
a large  number  of  open  positions.  We  continue  to  have 
difficulties  filling  family  practice,  filling  4 of  7 available 
positions.  This  is  reflective  of  the  national  experience 
with  fewer  and  fewer  students  choosing  family  practice. 
However,  a total  of  12  Creighton  graduates  have  elected 
Family  Practice  residencies.  Creighton  University  contin- 
ues to  strive  to  induce,  by  curricular  change  and  special 
counseling,  more  students  to  choose  Family  Practice  as  a 
career.  Surely  if  we  are  going  to  address  the  problems  of 
physician  shortages  in  the  less-populated  portions  of  our 
state  and  others,  we  must  enhance  the  numbers  of 
graduates  choosing  Family  Practice  or  perhaps,  other 
primary  care  specialties  that  may  locate  in  small  commu- 
nities. 

The  applications  for  the  Class  of  1 995,  to  enter  in  late 
summer  1 991,  are  up  more  than  30%  from  our  last  years' 
applicant  pool.  At  the  time  this  report  is  written,  we  had 
nearly  5,300  applications.  As  is  usually  the  case,  these 
applicants  come  from  all  over  the  United  States  and  from 
several  foreign  countries.  The  number  of  applicants 
from  Nebraska  are  up  slightly,  but  not  so  much  as  our 
total  applicant  pool.  We  are  confident  that  we  will  enroll 
a new  class  of  excellent  medical  students.  We  judge  our 
applicants  not  only  on  the  basis  of  their  academic 
records  and  test  scores  but  after  extensive  analyses  of 
personal  characteristics.  These  analyses  lead  us  occa- 
sionally to  accept  students  who  might  be  considered 
academic  risks  but,  because  of  personal  qualities,  we 
feel  are  worth  giving  the  opportunity  to  become  physi- 
cians. In  general  our  experience  has  been  that  such 
individuals  when  carefully  selected,  become  excellent, 
frequently  outstanding  practitioners. 

We  are  constantly  trying  to  improve  our  educational 
programs  as  well  as  our  service  to  the  professional  and 
lay  communities  of  our  region.  We  are  recently  in 
receipt  of  a Federal  Grant  for  2 million  dollars  that  will 
allow  expansion  and  renovation  of  our  Criss  Research 
Complex.  This  was  achieved  with  the  assistance  of 
Senator  Kerrey.  We  are  striving  to  raise  from  private 
donors  the  rest  of  the  money  required  for  the  project.  I 
am  confident  we  will  succeed  in  the  near  future.  This 
renovation  and  expansion  allows  us  to  bring  up  to  date 
a 29-year  old  research  building  so  that  it  is  more  fit  to 
support  the  modern  research  of  our  basic  science  fac- 
ulty. I am  also  pleased  to  report  that  our  Metabolic 
Imaging  Center  (Positron  Emission  Tomography)  is  per- 
forming ahead  of  our  projections.  At  the  time  this  report 
is  written  we  have  conducted  approximately  25%  more 
clinical  studies  than  we  projected.  It  is  proving  particu- 
larly useful  in  the  assessment  of  heart  patients,  patients 
with  neurologic  tumors  and  certain  dementias.  It  also 
shows  significant  promise  in  other  neoplastic  diseases. 

Another  service  to  the  community  was  a conference  on 
Medical  Malpractice  presented  by  our  Center  for  Health 


Policy  and  Ethics  on  April  5 & 6.  This  conference  addressed 
a number  of  issues  relating  to  malpractice  and  proposals  for 
liability  reform.  This  is  recognized  by  us  a major  concern  of 
the  profession  and  of  the  society  because  of  its  effect  on 
health  care  costs  and  the  practice  of  medicine.  We  are 
dedicated  to  contributing  whatever  we  can  to  the  solution 
of  problems  relating  to  malpractice. 

The  School  of  Medicine  has  also  embarked  on  a full- 
scale  review  and  redevelopment  of  its  Strategic  Plan  as  a 
part  of  an  overall  Creighton  University  Strategic  Planning 
effort.  We  have  renewed  our  commitment  to  educate 
students  dedicated  to  a life  of  service,  to  the  advancement 
of  the  state  of  the  art  and  science  of  medicine,  and  to  serve 
the  community  in  which  we  reside. 

Thank  you  for  the  opportunity  to  report  to  the  Ne- 
braska Medical  Association.  We  are  proud  of  our 
relationship  with  the  Association  and  look  forward  to 
continued  productive  collaborations  in  the  context  of 
the  NMA/CU  Coordinating  Committee. 

Respectfully  submitted, 

Richard  F.  O'Brien,  M.D. 

Vice  President  for  Health  Sciences 
Dean,  School  of  Medicine 


REPORT  OF  THE  UNIVERSITY  OF 
NEBRASKA  COLLEGE  OF  MEDICINE 

This  has  been  the  most  eventful  six  months  of  my 
tenure  as  Dean  of  the  University  of  Nebraska  College  of 
Medicine  (which,  incidentally,  is  approaching  two  dean's 
half-lives  in  length).  Much  of  the  eventfulness  has  been 
very  positive,  particularly  the  progress  we  have  made  in 
our  curricular  revision  as  part  of  the  planning  grant  we 
received  from  the  Robert  Wood  Johnson  Foundation, 
and  also  related  is  the  great  progress  we  have  made,  with 
the  help  of  much  of  the  NMA  membership,  and  many 
physicians,  other  heath  professionals,  and  community 
leaders  throughout  Nebraska,  with  our  Rural  Health 
Education  Network.  Also,  we  have  been  successful  in 
recruiting  a new  Chairman  of  Orthopedic  Surgery,  Dr. 
James  Neff,  a noted  orthopedic  oncologist  who  comes 
to  us  from  the  University  of  Kansas. 

Another  success  has  been  the  appointment  of  Dr. 
James  Armitage  as  Chairman  of  the  Department  of 
Internal  Medicine.  Not  only  has  he  taken  over  that 
position,  but  Dr.  Armitage  has  also  received  the  most 
prestigious  award  of  the  University  of  Nebraska,  the 
Outstanding  Research  and  Creativity  Award  for  1991. 

On  a less  positive  note,  the  Persian  Gulf  problems 
cost  us  (and  their  families)  the  services  of  five  of  our  most 
outstanding  faculty  members  Fortunately,  none  was 
injured  and  their  time  away  was  relatively  brief  (as 
compared  to  what  was  feared  earlier  this  year). 

The  announcement  by  Charlie  Andrews  that  he  is 
retiring  from  the  position  as  Chancellor  came  as  a great 
surprise  and  disappointment  to  all  of  us.  He  has  been  an 
extremely  effective  leader  of  UNMC,  and  during  his 
eight  years  as  Chancellor,  the  College  has  moved  ahead 
more  rapidly  than  at  any  other  time  in  the  memory  of 
even  our  most  senior  faculty.  While  it  is  doubtful  that  we 
shall  be  able  to  find  a successor  with  the  vision,  experi- 
ence and  other  leadership  qualities  of  Dr.  Andrews,  we 
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have  reason  to  be  relatively  optimistic  since  the  Medical 
Center  is  strong  and  vve  should  be  able  to  recruit  an 
outstanding  forward-looking  individual.  Successful  re- 
cruitment of  this  type,  of  course,  is  dependent  upon  an 
open,  objective  search  with  significant  input  from  the 
Medical  Center  medical  and  academic  membership. 
Without  recruitment  of  such  a leader,  I fear  that  four  of 
the  more  significant  initiatives  which  have  been  taken 
under  Chancellor  Andrews'  leadership  will  be  threat- 
ened: the  Rural  Health  Education  Network  (RHEN),  the 
financial  stability  of  UNMC,  the  Total  Quality  Manage- 
ment (TQM)  program,  and  curricular  reform. 

These  four  initiatives  are,  of  course,  inter-related. 
One  of  the  principles  of  TQM  is  to  be  extremely  attentive 
to  one's  customers,  and  our  students  are  our  main 
"customers".  There  is  reason  to  believe  that  our  deci- 
sions regarding  curriculum  have  not  always  been  in  the 
best  interest  of  the  students,  i.e.,  the  result  has  not  always 
been  what  they  want  or  deserve. 

Learning  ought  to  be  enjoyable.  All  too  often,  at 
American  medical  schools,  students  say  that  much  of 
medical  school  is  not  at  all  enjoyable.  The  main  com- 
plaint is  not  that  the  work  is  too  hard  or  the  hours  too 
long.  It  is  mainly  that  it  is  boring;  pure  drudgery. 
Learning  also  ought  to  be  exciting.  If  it  is  not,  it  can  be 
no  surprise  if  some  doctors  do  not  continue  to  learn  — 
medical  school  for  some  is  like  a very  effective  type  of 
aversion  therapy.  The  above  should  not  be  misunder- 
stood. American  medical  education  is  very  good,  and  at 
the  University  of  Nebraska  it  is  excellent.  But  another 
basic  tenet  of  TQM  is  that  we  should  strive  for  perfec- 
tion, andAve  want  our  curriculum  to  evolve  closer  to 
perfection. 

Another  "customer"  is  the  citizenry.  It  is  pretty  clear 
that  one  thing  they  want  is  more  primary  care  physicians. 
We  have  not  always  done  everything  we  can  do  to 
satisfy  that  need.  The  RHEN  program  is  an  effort  to  be 
more  responsive  to  this  need. 

We  have  put  our  energy  and  our  enthusiasm  into 
these  programs  for  the  citizens  of  Nebraska.  It  is  our 
sincere  hope  that  future  leaders  will  recognize  their 
value  and  provide  the  strong  leadership  needed  to  bring 
them  to  fruition. 

Respectfully  submitted, 

Robert  H.  Waldman,  M.D. 

Dean 

University  of  Nebraska  College  of  Medicine 


REPORT  OF  THE  NEBRASKA 
MEDICAL  ASSOCIATION-MEDICAL 
STUDENT  CHAPTER,  UNMC 

The  Nebraska  Medical  Association-Medical  Student 
Chapter's  main  objectives  are  to  implement  programs 
which  expose  its  members  and  other  medical  students  to 
various  aspects  of  organized  medicine  and  to  organize 
projects  which  serve  our  community. 

NMA-MSC  secured  funding  from  the  NMA  and  vari- 
ous departments  at  UNMC  and  sent  two  delegates  and 
eight  other  officers  to  the  AMA  convention  in  Decem- 
ber. The  Nebraska  participants  provided  testimony,  held 


a position  on  an  AMA-MSS  national  committee,  and 
represented  the  delegation  at  several  sectional  meet- 
ings. Also,  two  delegates  will  attend  the  NMA's  spring 
session  in  April.  In  addition,  delegates  participated  in  the 
Metro  Omaha  Medical  Society  monthly  meetings.  At- 
tending these  national,  state,  and  local  meetings  has 
given  the  members  of  the  NMA-MSC  further  insight  and 
heightened  their  interest  in  the  policies  and  practices  of 
the  AMA. 

This  past  year,  the  NMA-MSC  sponsored  many 
projects.  The  biggest  project  was  the  Resident  Sympo- 
sium sponsored  in  conjunction  with  the  Dean's  office. 
This  event  is  held  every  other  year  and  is  provided  for 
Creighton  and  UNMC  medical  students.  It  provides 
medical  students  with  an  opportunity  to  talk  to  residents 
in  their  field  of  interest,  learn  how  to  apply  for  a residency 
position,  and  learn  how  the  residency  match  program 
works.  This  year  the  NMA-MSC  was  lucky  to  have  as  a 
guest  speaker,  the  distinguished  Executive  Vice  Presi- 
dent of  the  AAMC,  Edward  Stemmier,  M.D..  The  Sympo- 
sium went  over  well,  and  the  students  thought  it  was  very 
helpful.  Symposiums  like  this  are  not  common  at  other 
medical  schools,  so  the  NMA-MSC  provides  a valuable 
service  for  medical  students,  who  otherwise  would  have 
to  find  out  for  themselves  about  the  big  job  of  applying 
for  a residency. 

Along  with  this  project,  the  NMA-MSC  continued 
other  projects.  The  NMA-MSC  continued  the  UNMC 
Outreach  program  that  allows  medical  students  to  visit 
elementary  classes  and  teach  basic  principles  of  anatomy. 
The  NMA-MSC  also  continued  developing  the  AMA- 
MSS'  AIDS  Outreach  program.  Also,  in  conjunction  with 
the  Dean's  office,  the  NMA-MSC  has  implemented  a 
program  to  enhance  interest  in  medicine  as  a career 
especially  from  those  in  a smaller  or  rural  community. 
Specifically,  medical  students  will  guest  lecture  at  high 
schools,  to  foster  interest  in  medicine  as  a career.  Finally, 
this  year,  the  NMA-MSC  members  will  volunteer  their 
time  to  work  with  children  and  their  families  staying  at 
the  Potter  House,  as  soon  as  it  is  opened.  The  house  is 
sponsored  by  UNMC  and  will  provide  children's  families 
a place  to  stay  while  the  child  is  undergoing  a transplant 
at  UNMC. 

I would  like  to  thank  the  Nebraska  Medical  Associa- 
tion for  the  continued  support  and  guidance.  As  medi- 
cal students,  we  are  fortunate  to  have  the  opportunity 
to  provide  programs  which  benefit  ourselves  and  our 
community.  Your  support  allows  us  to  develop  a 
strong  commitment  to  other  medical  students,  physi- 
cians, and  the  community. 

Respectfully  submitted, 

Julie  R.  Brahmer 

President,  NMA-MSC  (UNMC) 

REPORT  OF  THE 

STATE  DEPARTMENT  OF  HEALTH 
LLRW  PROGRAM  STATUS  REPORT 

The  Department  of  Heath  and  the  Department  of 
Environmental  Control  are  jointly  reviewing  the  applica- 
tion for  a low  level  waste  facility  in  Nebraska  and  will 
jointly  issue  a license. 

The  application  for  commercial  disposal  of  low  level 


July  1991 


Nebraska  Medical  Journal 


221 


T' 


radioactive  waste  was  received  by  the  Department  of 
Environmental  Control  July  27, 1 990  from  U.S.  Ecology. 
The  application  consisted  of  a Safety  Analysis  Report  (4 
volumes  with  7 volumes  of  Appendices)  and  an  Environ- 
mental Report  (2  volumes). 

A completeness  review  was  performed  by  the  State 
of  Nebraska  LLRW  Program.  Thirty-four  areas  were 
identified  as  being  incomplete.  A joint  letter  from  De- 
partment of  Health  and  Department  of  Environmental 
Control  was  sent  on  October  15,  1990  outlining  the 
results  of  the  completeness  review.  U.S.  Ecology  indi- 
cates their  response  to  the  completeness  letter  will  be 
done  by  May,  1 991 . 

The  "first  round"  of  technical  review  generated  459 
questions  from  the  Safety  Analysis  Report  (SAR)  and  249 
questions  from  the  Environmental  Report  (ER).  The  SAR 
questions  were  mailed  March  5, 1 991 . The  ER  questions 
were  mailed  March  28,  1991.  U.S.  Ecology  is  expected 
to  respond  to  these  questions  by  May-June  1991. 

LB  837  is  the  Governor's  "shared  liability"  bill  and  has 
been  passed  by  the  Nebraska  Legislature.  It  requires  the 
other  compact  states  to  adopt  similar  language  prior  to 
the  license  being  issued.  Nebraska  will  have  two  voting 
members  on  the  Compact  plus  an  additional  non-voting 
member.  Further  the  compact  must  follow  state  open 
meeting  laws. 

LB  827  is  also  under  consideration  by  the  Legislature. 
This  bill  would  change  the  structure  of  the  local  monitor- 
ing committee. 

An  informational  meeting  is  to  be  held  in  Butte,  NE 
April  8,  1 991  at  City  Hall,  (8:00  p.m.)  to  discuss  the  State 
of  Nebraska's  radiological  environmental  surveillance 
program.  Representatives  from  the  Division  of  Radio- 
logical Health  will  discuss  the  need  to  establish  preop- 
erational  levels  of  radioactivity  in  the  environment  sur- 
rounding the  Butte  site  in  the  event  that  the  facility  is 
licensed  and  built. 

BUREAU  OF  EXAMINING  BOARDS 

NATIONAL  PRACTITIONER  DATA  BANK  (NPDB) 

The  NPDB  began  operating  September  1,  1990.  The 
Data  Bank  was  mandated  by  Federal  Law  90-660  and 
serves  as  a central  repository  for  information  on  adverse 
actions.  The  adverse  actions  which  must  be  reported  to 
the  Data  Bank  are:  disciplinary  action  taken  by  state 
licensure  agencies;  insurance  malpractice  payments, 
and  clinical  privilege  suspensions  or  restrictions  im- 
posed for  a period  longer  than  30  days. 

The  Data  Bank  has  received  a flood  of  reports  and 
queries  and  this  has  resulted  in  a backlog,  even  though 
the  information  entered  into  the  Data  Bank  is  only  for 
physicians  and  dentists.  A major  issue  is  the  funding  for 
operation  of  the  Data  Bank.  The  FY91  budget  has  been 
cut  to  $1,926,000  which  is  a 2%  reduction  from  the  FY90 
budget  of  $1,974,000.  It  has  been  reported  that  the 
Federal  agency  responsible  for  the  data  bank  has  asked 
for  funding  in  the  FY92  budget  to  cover  the  full  expenses 
of  the  Data  Bank. 

While  the  Bureau  of  Examining  Boards  may  query  the 
Data  Bank  for  information  on  licensure  applicants,  or 
licensees  who  are  being  investigated,  we  are  not  man- 


dated nor  have  we  attempted  to  do  so.  This  decision  is 
due  to: 

(a)  the  turn  around  time  of  20  or  more  working  days 
is  too  long  to  meet  our  needs; 

(b)  there  are  other  sources  (e.g.,  other  states  licens- 
ing agencies,  professional  organization  and  associ- 
ations' data  banks)  from  which  adverse  action 
information  can  be  readily  obtained,  and 

(c)  the  information  being  reported  to  the  Data  Bank 
lacks  sufficient  detail  to  render  it  useful  for 
licensure  purposes.  This  is  especially  true  for  that 
which  is  being  reported  on  malpractice  payments. 

The  Bureau  of  Examining  Boards  has  reported  to  the 
Data  Bank  all  disciplinary  actions  taken  against  physi- 
cians and  dentists  licenses  since  the  bank  became  oper- 
able. 

The  November/December  1 990  issue  of  Professional 
Licensing  Report  states  that  confidentiality  of  the  mate- 
rials in  the  Data  Bank  remains  controversial;  and  that 
attempts  are  underway  to  modify  the  law  to  allow  public 
access  to  information  about  physicians.  These  attempts 
are  being  spearheaded  by  the  consumer  organization 
Public  Citizens  Health  Research  Group  that  was  founded 
by  Ralph  Nader.  Also,  the  American  Medical  Association's 
House  of  Delegates  in  December  1 990  voted  to  recom- 
mend that  malpractice  payments  of  less  than  $30,000 
not  be  reportable  to  the  Data  Bank. 


Human  Lyme  Disease  (ED)  is  the  most  commonly 
reported  vectorborne  disease  in  the  United  States.  Since 
1 982,  at  least  1 3,825  cases  of  ED  have  been  reported  to 
the  U.S.  Centers  for  Disease  Control  (CDC). 

Early  symptoms  of  ED  typically  occur  any  time  from 
3 to  30  days  following  the  bite  from  an  infected  tick. 
Infected  persons  may  complain  of  fever,  chills,  head- 
aches, and  joint  stiffness.  Loss  of  energy  ranging  from 
generalized  malaise  to  extreme  fatigue  has  been  associ- 
ated with  ED.  A distinctive  rash  (Erythema  Chronicum 
Migrans  - ECM)  associated  with  the  site  of  the  tick  bite  is 
also  a definitive  early  symptom. 

Accurate  early  diagnosis  of  ED  cases  is  hindered  by 
the  fact  that  only  60-70  percent  of  patients  exhibit  a 
classic  ECM  rash  and  many  of  the  other  early  symptoms 
are  nonspecific.  Diagnosis  is  further  hampered  by  a lack 
of  an  accepted,  standard  serological  test  for  ED.  Antibod- 
ies to  ED  are  slow  to  develop  and  if  serological  tests  are 
done  in  the  first  month,  they  are  typically  negative. 

At  the  current  time  at  least  38  states  require  manda- 
tory reporting  of  ED  by  physicians.  The  Department  of 
Health  is  currently  in  the  process  of  adding  ED  to  our 
reportable  disease  list.  Efforts  to  accurately  monitor  the 
activity  of  this  disease  in  Nebraska  will  be  improved  by 
this  change. 


HEALTH  PROMOTION  AND 
DISEASE  PREVENTION 

HEPATITIS  A IN  NEBRASKA 


ENVIRONMENTAL  HEALTH 

LYME  DISEASE 


222  Nebraska  Medical  Journal 


July  1991 


In  the  first  quarter  of  this  year,  a total  of  108  cases  of 
hepatitis  A have  been  reported  to  the  Nebraska  Depart- 
ment of  Health.  This  compares  to  97  cases  reported  in 
the  entire  year  of  1 989  and  1 03  cases  reported  in  1 990. 
Nebraska  is  reflecting  a national  increase  in  hepatitis  A 
cases.  From  1983  to  1989,  the  incidence  in  the  United 
States  increased  50  percent,  from  9.2  to  14.5  cases  per 
100,000  population. 

A recent  cluster  of  cases  in  Fremont  was  investigated 
by  State  Epidemiologist  Dr.  Thomas  Safranek.  As  of 
March  30,  a total  of  34  confirmed  cases  were  reported. 
A food  handler  who  worked  at  a fast  food  outlet  is 
believed  to  be  the  source  of  29  of  the  cases.  Surveys  of 
the  29  patients  indicated  that  100  percent  of  them  had 
eaten  at  the  fast  food  outlet  during  a period  when  this 
employee  was  both  contagious  and  working. 

The  Fremont  cluster  is  believed  to  be  connected  with 
a recent  outbreak  of  hepatitis  Aina  Kansas  City,  Kansas, 
daycare  center.  Two  other  cases  in  Omaha  are  also 
believed  to  be  connected  to  the  Kansas  City  daycare 
center. 

At  the  time  of  this  report,  no  fourth  generation  cases 
have  been  reported. 

AIDS  UPDATE 

The  total  cumulative  reported  cases  of  AIDS  as  of 
Eebruary  27,  1 991 , is  198  compared  to  1 86  on  Decem- 
ber 31,  1990.  In  1990  we  experienced  a 61%  increase 
in  cases  over  1 989.  The  trends  in  risk  categories  remain 
basically  the  same. 

The  AIDS  Program  is  advised  by  the  HIV/AIDS  Tech- 
nical Advisory  Committee.  The  Committee  has  identi- 
fied priorities  and  is  studying  several  issues  for  recom- 
mendation to  the  Department.  Current  activities  of  the 
Committee  include: 

Developing  a comprehensive  five-year  state  plan  to 
include  prevention,  surveillance  and  treatment  ser- 
vices. 

Conducting  a needs  assessment  survey  of  agencies 
who  provide  services  to  persons  with  HIV. 

Defining  resources,  needs  and  recommendations 
regarding  care  options  for  HIV  infected  persons. 

Holding  forums  with  impacted  groups  regarding 
their  perception  of  the  advantages  and  disadvan- 
tages of  HIV  reporting. 

Other  priorities  being  studied  by  the  Committee 
are:  comprehensive  health  education  in  schools;  hard- 
to-reach  populations;  assessment  of  seroprevalence; 
HIV/AIDS  education  for  state  employees;  marketing  of 
partner  notification;  and  deliberate  exposure. 

HEALTH  FACILITIES  STANDARDS 

LABORATORY  CERTIEICATION  REGULATIONS 

As  preyiously  reported,  the  Clinical  Laboratory  Certi- 
fication Act,  which  becomes  effective  July 
10,  1 991 , is  intended  to  enable  Nebraska  to  develop  a 
laboratory  certification  program  to  meet  or  exceed 
federal  requirements.  A technical  amendment  to  the 
law  (LB  385)  was  introduced  this  session  in  the  Legisla- 


ture. This  amendment  would  clarify  discrepancies  which 
exist  between  definitions  of  Technologists  and  Techni- 
cians and  qualifying  proficiency  examinations. 

Draft  regulations  are  currently  being  prepared  and 
reviewed  by  the  Laboratory  Advisory  Board.  Staff  are 
responding  to  questions  raised  about  the  effect  of  the 
law.  There  has  been  no  official  update  from  the  federal 
government  on  the  status  of  the  proposed  CLIA  '88 
regulations. 

HEALTH  POLICY  AND  PLANNING 

MEDICAL  STUDENT  LOAN  PROGRAM 

The  Nebraska  Medical  Student  Loan  Program,  which 
offers  low-interest  loans  to  UNMC  and  Creighton  medi- 
cal students  who  agree  to  practice  in  a designated 
physician  shortage  area,  has  awarded  financial  aid  to  97 
students  since  1979.  Thirty-two  of  those  physicians  are 
now  practicing  in  rural  shortage  areas  across  Nebraska. 
To  date,  seven  of  these  physicians  have  completed 
their  year-for-year  practice  obligations,  and  all  seven 
have  remained  in  their  original  practice  area. 

Over  the  years,  the  need  for  stronger  financial  incen- 
tives to  attract  students  into  the  program  has  become 
apparent.  The  Rural  Health  Manpower  Commission, 
which  designates  shortage  areas  and  administers  the 
loan  program  with  support  from  the  Department  of 
Health,  studied  the  effectiveness  of  the  Nebraska  loan 
program  and  similar  programs  in  other  states.  The 
Commission  developed  a legislative  proposal  to 
strengthen  and  expand  the  program's  incentives.  Sena- 
tor Stan  Schellpeper  has  designated  the  Commission's 
proposal,  LB  400,  as  his  priority  bill  for  1991.  LB  400 
would  also  change  the  name  of  the  Commission  to  the 
Rural  Health  Advisory  Commission,  and  its  governor- 
appointed  membership  would  be  expanded  to  improve 
its  ability  to  address  the  wide  range  of  issues  in  rural 
health  care. 

The  Rural  Development  Commission  being  directed 
by  Lieutenant  Governor  Moul  has  identitied  rural  health 
care  as  the  focus  of  one  of  its  subcommittees.  The  Office 
of  Rural  Health  is  working  with  this  group  to  follow  upon 
the  priority  areas  and  recommendations  included  in  the 
Rural  Health  Agenda  for  Nebraska  prepared  by  the 
Department. 

PHLEBOTOMY 

In  October,  1990,  the  Attorney  General  issued  an 
opinion  that  appears  to  restrict  the  drawing  of  blood  to 
persons  who  are  licensed  under  one  of  five  categories  — 
medical  doctors,  registered  nurses,  licensed  practical 
nurses,  physician  assistants,  and  paramedics.  In  the 
weeks  that  followed,  several  heath-related  groups  met 
and  a consensus  emerged  that  statutory  language  was 
needed  to  define  who  could  draw  blood.  A number  of 
proposals,  including  LB  602,  requiring  registration  of 
phlebotomists,  have  come  forth.  This  summer  the  De- 
partment will  undertake  a 407  review  of  this  issue,  based 
on  an  application  to  be  submitted  by  the  Nebraska 
Hospital  Association.  The  recommendation  from  this 
study  will  guide  our  efforts  in  the  1992  legislative  ses- 
sion. 

NURSE  ANESTHETISTS 

A 407  review  during  1990  dealt  with  proposed 
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changes  in  the  scope  of  practice  of  Certified  Registered 
Nurse  Anesthetists  (CRNAs).  This  proposal,  which  was 
introduced  into  the  Legislature  as  LB  1 44,  would  permit 
independent  practice  by  CRNAS,  remove  the  Board  of 
Medical  Examiners  from  any  role  in  their  oversight,  and 
allow  them  to  practice  in  dental  and  podiatry  offices. 
Although  this  proposal  was  approved  by  the  407  techni- 
cal committee,  both  the  Board  of  Health  and  the  Direc- 
tor of  Health  recommended  against  it.  The  Department 
continues  to  oppose  this  measure  on  the  grounds  that 
there  is  no  demonstrated  need  for  the  change,  and  that 
the  practice  of  anesthesia,  regardless  of  who  performs  it, 
is  the  practice  of  medicine  and  surgery  and  shall  remain 
under  medical  supervision. 

SPECIAL  CARE 

The  Special  Care  Services  Task  Force  issued  its  report 
in  December,  1990.  The  report  recommended  that  a 
number  of  procedures,  including  intermittent 
catheterizations  and  the  insertion  of  nasogastric  tubes, 
could  be  performed  by  non-nursing  personnel  provided 
that  such  person  be  trained  by,  and  under  the  supervi- 
sion of,  a registered  nurse.  A proposal  to  empower  the 
Board  of  Nursing  and  the  Department  of  Public  Institu- 
tions to  promulgate  rules  and  regulations  regarding 
these  services  has  been  put  forth  as  LB  287.  The 
Department  of  Health  supports  this  effort  and,  if  it  is 
successful,  will  develop  the  necessary  regulations. 

BIRTH/DEATH  RECORDS  CONFIDENTIALITY 

To  comply  with  an  Attorney  General's  opinion,  the 
Bureau  of  Vital  Statistics  implemented  a procedure  on 
January  29,  1991,  to  make  all  birth  and  death  records 
available  to  the  public  for  viewing.  Exceptions  are 
original  adoptive  and  legitimated  birth  certificates.  Prior 
to  this  date  records  were  released  only  to  individuals 
who  could  show  a proper  purpose  (i.e.  passport,  identi- 
fication, social  security  benefits,  etc.). 

The  Attorney  General's  opinion  stated  that  although 
release  of  certified  copies  of  birth  and  death  certificates 
required  that  the  release  be  done  in  accordance  with 
regulations  dictating  what  was  considered  to  be  proper 
purpose,  the  viewing  of  the  record  fell  under  the  State's 
Public  Access  Law. 

The  Department  has  concerns  about  the  public  view- 
ing of  birth  and  death  records.  Indiscriminate  disclosure 
of  the  information  on  these  records  violates  the 
individual's  right  to  privacy  and  may  result  in  increased 
fraudulent  use  of  records.  Also,  unrestricted  access  to 
birth  and  death  records,  possibly  including  the  medical 
portion  of  the  birth  certificate,  would  result  in  certifiers 
choosing  to  provide  less  accurate  data.  The  loss  of 
accurate  data  would  result  in  the  Department  of  Health 
being  unable  to  accurately  assess  the  health  needs  of 
Nebraska  residents. 

The  Department  recommended  to  the  Legislature  an 
amendment  which  would  restore  confidentiality  to  birth 
and  death  records. 

FAMILY  HEALTH  SERVICES 

MATERNAL  AND  CHILD  HEALTH 

Dr.  David  P.  Schor,  currently  Associate  Professor  of 
Pediatrics  at  Temple  University  and  Chief  of  Develop- 


mental Pediatrics  at  St.  Christopher's  Hospital  for  Chil- 
dren in  Philadelphia,  Pennsylvania,  will  join  the  Depart- 
ment of  Health  on  July  1,  1991,  as  Director  of  the 
Division  of  Maternal  and  Child  Health.  Prior  to  his 
starting  date.  Dr.  Schor  is  serving  as  a consultant  to  the 
Division. 

The  Department  is  working  with  the  NMA  Ad-Hoc 
Committee  on  MCH  to  review  data  related  to  maternal 
and  infant  mortality.  The  Bureau  of  Family  Health  Ser- 
vices is  coordinating  activities  with  representatives  of 
NMA. 

Respectfully  Submitted, 

Gregg  F.  Wright,  M.D.,  M.Ed. 

Director 

REPORT  OF  THE  DEPARTMENT  OF 
SOCIAL  SERVICES 

The  Department  of  Social  Services  is  pleased  to 
submit  this  report  to  the  Nebraska  Medical  Association 
and  to  introduce  Mary  Dean  Harvey,  the  new  Director 
of  Social  Services.  Ms.  Harvey  received  her  B.A.  degree 
in  Political  Science  from  Crambling  State  University  and 
her  M.S.  in  Secondary  Education,  with  an  endorsement 
in  Educational  Administration,  from  the  University  of 
Nebraska  at  Omaha.  She  joined  the  Department  on 
February  1,  1991.  Her  job  is  to  provide  leadership  and 
direction  in  the  promulgation  of  appropriate  legislation 
and  program  modification  as  required  to  enhance  the 
quality  and  improve  the  delivery  of  services  to  Nebraska's 
citizens. 

This  current  report  will  focus  on  the  Medicaid  pro- 
gram as  this  may  be  of  most  interest  to  physicians; 
however,  at  the  end  a few  other  programs  will  also  be 
mentioned.  It  is  hoped  that  positive  changes  in  recent 
years  and  months  in  response  to  physician  concerns  will 
be  noted  and  will  make  physician  participation  in  Med- 
icaid an  attractive  option. 

BUDGET  AND  FEE  SCHEDULE 

The  Medicaid  Program  is  an  entitlement  program  that 
pays  for  medical  care  for  certain  groups  of  low-income 
persons.  It  is  a state/federal  venture  whereby  Nebraska 
contributes  about  37%  state  funds  and  the  federal 
government  contributes  about  63%  of  every  dollar 
spent.  This  ratio  changes  from  year  to  year,  depending 
on  per  capita  income  in  the  state  compared  to  the 
nation.  The  Department  of  Social  Services  is  the  sole 
state  agency  administering  this  program;  it  must  develop 
and  promulgate  policies  that  come  under  the  guidelines 
provided  for  in  federal  law  and  regulation.  A Physician's 
Handbook  outlining  regulations  that  are  pertinent  to 
physicians  is  mailed  to  every  doctor  upon  enrollment 
into  the  Medicaid  program;  updates  to  this  Handbook 
are  sent  as  changes  become  effective. 

The  current  state  fiscal  year's  estimate  for  total  state/ 
federal  expenditures  is  approximately  $375  million;  of 
this,  approximately  $66  million  is  targeted  for  practition- 
er reimbursement,  and  physicians  receive  about  70%  of 
the  total  practitioner  dollars  expended  or  $45  million  for 
physician  services  statewide.  As  this  paper  is  being 
written,  the  Legislature  is  putting  together  the  next 
biennial  budget;  it  currently  contains  dollars  that  could 
be  used  for  a 4%  to  5%  increase  in  the  practitioner  fee 
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schedule  for  each  of  the  state  fiscal  years  1 992  and  1 993. 
More  on  this  will  be  known  toward  the  end  of  the 
legislative  session.  The  Department  would  like  to  thank 
the  NMA  and  Chris  Caudill,  M.D.,  for  testifying  at  the 
Department's  budget  hearing. 

The  new  Practitioner  Fee  Schedule  instituted  in  Au- 
gust, 1989,  targeted  increases  to  primary  care  and 
obstetrical  services.  Data  analyzed  on  this  new  fee 
schedule  showed  the  following  PRIOR  to  the  last  rate 
increase  that  occurred  on  July  1,  1990: 

(numbers  below  do  not  yet  reflect  data  after  July 
1,  1990,  when  a general  4%  increase  was 
allowed  for  these  services) 

Reimbursement  as  a percent  of  average  submitted 
charges  (in  the  aggregate): 

Prior  to  the 

Fee  Schedule  Initial  Fee  Schedule 
Medicine:  64%  72% 

Obstetrics:  62%  74% 

(EPSDT  Services)  75%  83% 

After  the  July  1,  1990,  fee  schedule  update,  payment 
for  total  OB  care  with  a vaginal  delivery  (CPT  code 
59400)  was  about  82%  of  the  average  submitted  charge; 
for  the  same  care  that  included  a C-Section  (CPT  code 
59510)  payment  was  89%  of  the  average  submitted 
charge.  Reimbursement  for  office  visits  (CPT  codes 
90000-90080)  for  all  but  the  lowest  levels  of  care  was 
about  80-95%  of  the  average  submitted  charge.  (Please 
see  Attachment  # 1 for  allowables  for  selected  targeted 
services  codes.) 

One  of  the  current  events  that  may  impact  the  budget 
is  the  outcome  of  the  lawsuit  filed  by  the  Nebraska 
Hospital  Association  and  six  individual  hospital  facilities. 
The  suit  alleges  that  the  Nebraska  State  Medicaid  Plan 
for  paying  hospitals  to  provide  inpatient  Medicaid  ser- 
vices is  not  reasonable  and  adequate  to  meet  the  costs 
of  efficient  and  economic  facilities  as  required  by  law. 

ELIGIBILITY 

The  number  of  people  eligible  for  Medicaid  in  bfe- 
braska  has  increased  significantly  in  the  past  several 
years.  (Please  see  Graph  # 1 at  the  end  of  this  report.)  In 
February,  1991,  Medicaid  eligible  persons  totaled 
107,536  compared  to  87,599  eligible  persons  in  Febru- 
ary of  1989.  It  is  estimated  that  in  1990,  46%  of  all 
eligible  persons  live  in  Lancaster,  Douglas,  and  Sarpy 
Counties  while  54%  live  in  the  rest  of  the  state.  It  is  noted 
that  according  to  1988  Health  Statistics,  74%  of  all 
practicing  physicians  in  the  state  reside  in  the  above 
three  counties. 

To  reiterate  from  the  last  report,  there  are  many  ways 
of  becoming  a Medicaid  eligible  person  in  addition  to 
being  a member  of  a household  receiving  Aid  to  Depen- 
dent Children  (ADC  cash  assistance  income  guidelines  = 
41°/o  of  the  Federal  poverty  level)  or  to  being  an  Aged, 
Blind,  or  Disabled  Person  (AABD  = 1 00%  of  the  Federal 
poverty  level).  A decision  at  the  Federal  level  has 
opened  Medicaid  to  other  groups  such  as  the  "medically 
needy"  group  who  would  otherwise  qualify  for  the 
above  but  whose  income  level  is  below  56%  of  the 
Federal  poverty  level  or  exceeds  the  medically  needy 
standard  but  "spends  down"  to  the  standard,  pregnant 


women  and  children  (6  years  and  under)  at  or  below 
133%  of  poverty,  "Ribicoff  children  under  21  years  of 
age  who  don't  meet  the  definition  of  an  ADC  child  (e.g., 
live  in  two  parent  families  or  on  their  own)  but  who  do 
meet  the  income  guidelines  (56%  of  poverty),  ADC 
families  who  become  employed  but  keep  Medicaid 
benefits  for  a "transitional  period"  of  6-12  months,  and 
aliens  in  need  of  acute  emergency  medical  care.  All  of 
these  new  groups  only  receive  Medicaid  benefits;  they 
do  not  receive  monthly  cash  assistance. 

(Please  see  Table  #1  at  the  end  of  this  section  for  1 991 
Federal  proverty  levels.) 

With  the  above  new  eligibility  guidelines,  physicians 
will  continue  to  see  more  of  their  low-income  patients, 
particularly  the  working  poor,  become  eligible  for  Med- 
icaid. Medical  providers  will  also  see  more  new  Medic- 
aid patients  in  their  communities  who  are  attempting  to 
access  the  medical  system,  perhaps  for  the  first  time. 
Thus,  it  appears  to  be  more  crucial  than  ever  that  the 
medical  community  and  the  Department  of  Social  Ser- 
vices work  together  to  assure  access  for  all  Medicaid- 
eligible  persons. 

Of  particular  note  for  pregnant  women  is  the  fact  that 
there  are  several  qualified  providers  across  the  state  who 
can  do  "presumptive  eligibility"  determinations  for  tem- 
porary eligibility  using  self-declared  income  guidelines 
(up  to  1 33%  of  poverty).  This  process  can  be  done  in  as 
little  as  1 5-30  minutes  with  a temporary  approval  issued 
for  coverage  of  ambulatory  prenatal  services  for  up  to  45 
days  while  the  client's  regular  eligibility  determination  is 
done.  This  is  intended  to  allow  pregnant  women  to  enter 
medical  care  at  the  earliest  possible  time,  preferably  in 
the  first  trimester.  These  pregnant  women  may  become 
Medicaid  eligible  by  considering  their  income  and  not 
their  "resources".  Once  eligible  for  Medicaid  by  any 
means  (not  just  through  presumptive  process),  coverage 
for  this  group  continues  for  sixty  days  postpartum,  even 
if  the  family's  income  status  changes.  This  eliminates  the 
month-to-month  concern  regarding  eligibility  that  made 
some  providers  reluctant  to  accept  a Medicaid  eligible 
pregnant  woman  in  the  past. 

TABLE  I 

100%  Office  of  Management  and 
Budget  (OMB)  Federal  Poverty  Level  CY  1991 


Number  of  Persons  Monthly 

In  the  Unit  Income 

1 $ 552 

2 740 

3 929 

4 1117 

5 1305 

6 1494 

7 1682 

8 1870 

9 2059 

10  2247 


CLAIMS  PROCESSING  AND  BILLING  ASSISTANCE 

The  Department  processes  over  3 million  claims  per 
year;  this  includes  about  911,000  practitioner  claims. 
Many  past  concerns  expressed  by  physicians  have  been 
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addressed  in  the  Claims  Processing  Division  to  make 
claim  filingeasierand  payments  more  rapid.  The  Depart- 
ment is  not  able  to  accept  "super  bills"  but  does  accept 
the  HCFA-1500  or  universal  claim  form  that  is  used  by 
most  other  third  party  payors.  The  reason  for  this  is  that 
certain  information  is  REQUIRED  for  reporting  purposes 
to  the  federal  government  and  necessary  for  accurate 
payment.  Periodically,  a "Medicaid  Billing  Update"  news- 
letter on  gold  paper  is  sent  to  all  Medicaid  providers  from 
the  Claims  Processing  Division  staff  regarding  various 
issues  of  billing  or  regarding  important  new  information 
on  the  program.  It  is  recommended  that  physicians  and 
their  billing  staff  review  these  and  keep  them  for  future 
reference.  In  addition,  the  Claims  Processing  Division 
staff  also  uses  the  computer-generated  form,  MC-7  (Ex- 
planation of  Medical  Claims  Activity)  for  individual  com- 
munication; this  may  also  include  general  important  new 
information  that  will  be  helpful  for  expediting  claims. 
The  MC-7  message  is  the  vehicle  for  communication 
from  the  Claims  Processing  staff  and  the  Medical  Ser- 
vices staff  for  speedy  messages  regarding  coverage 
issues.  (In  addition.  Medical  Services  policy  staff,  located 
in  another  division  of  the  Department,  also  communi- 
cate with  providers  through  a "Medicaid  Provider  Bulle- 
tin" and  through  personal  letters.) 

When  providers  have  questions  about  specific  claims 
that  they  have  filed,  the  Department  also  offers  a toll-free 
"hot  line"  open  Monday,  Wednesday  and  Friday  from  9 
a.m.- 12  noon  and  1-4  p.m.;  this  Medicaid  Inquiry  WATS 
Line  number  is  800-332-0265.  Depending  on  the  spe- 
cific question,  please  ask  for  the  following  extensions 
(Lincoln  practitioners  can  access  these  extensions  di- 
rectly by  dialing  47  1 -XXXX)  regarding  specific  claims  for 
specific  clients: 


1)  3151 

2)  3154 

3)  3152 

4)  3155 


5)  3153 


= Physicians  and  other  Practitioners 
= Elospital,  joint  Medicare/Medicaid, 
Home  Health; 

= Pharmacy; 

= Nursing  Home,  Provider  Enrollment, 
Recipient  Eligibility,  Dental, 
Psychiatric  Practitioners; 

= Third  Party  Liability. 


Turnaround  time  for  claims  is  particularly  noteworthy 
at  this  time.  In  February  of  1 991,  93%  of  all  physician 
claims  were  paid  within  20  days  from  the  date  they  were 
received  in  this  Department.  The  averagb  time  to  pay  all 
physician  claims  that  month  was  14  days  from  date  of 
receipt.  The  staffisvery  proud  of  thiscurrentturnaround 
time  and  hopes  that  physicians  take  note  of  this.  This 
percentage  can  vary  from  month  to  month  depending 
on  the  volume  of  claims  and  the  number  of  edits  and 
claim  form  errors  that  require  manual  resolutions.  For 
particularly  difficult  claims  processing  issues,  please  call 
Pam  Cade  at  402-471-9340. 


It  should  be  noted,  however,  that  the  Department 
returns  2000  to  3000  claims  each  week  because  the 
claims  filed  are  for  ineligible  persons  or  contain  an 
incorrect  recipient  identification  number.  Providers  are 
urged  to  ask  the  clients  for  their  monthly  Medicaid 
eligibility  card  to  verify  whether  or  not  the  client  is 
Medicaid-eligible  at  the  time  medical  services  are  ren- 
dered. If  the  client  does  not  have  his/her  card,  a toll-free 
800  NMES  (Nebraska  Medicaid  Eligibility  System)  Line 
can  also  be  accessed  with  a touch  tone  phone: 


Lincoln  NMES  Number  - 471-9644 
Nebraska  NMES  Number  - 800-642-6092 

Users  of  the  above  numbers  will  be  asked  for  the  1 1- 
digit  provider  number  as  well  as  the  1 1-digit  recipient 
number.  Instructions  for  using  this  line  have  been  sent 
to  all  providers.  If  you  need  a copy,  please  let  the 
Department  know  through  the  Medicaid  Inquiry  line. 

NEW  PHYSICIAN  PROGRAM  SPECIALIST 

The  Department  is  pleased  to  announce  the  recent 
hiring  of  Judy  Ewell,  R.N.,  to  fill  the  Physician  Program 
Specialist  position  as  of  March  18,  1991.  Ms.  Ewell 
received  her  degree  from  the  Bryan  Hospital  School  of 
Nursing  in  1 976;  she  has  worked  for  the  Lincoln  Pediat- 
ric Clinic  and  most  recently  was  the  local  WIC  director 
for  the  Family  Services  Association  of  Lincoln.  She  will 
be  available  as  a single  point  of  contact  to  deal  solely 
with  physicians  (excluding  psychiatrists  - see  below)  and 
their  issues  regarding  their  participation  in  Medicaid. 
Her  direct  number  is  402-471-9368. 

NEW  PSYCHIATRIC  NURSE  CONSULTANT 

The  Department  is  also  pleased  to  announce  the 
recent  employment  of  Barbara  Tiwald,  R.N.,  B.S.N.,  as 
the  Medicaid  Psychiatric  Nurse  Consultant.  Ms.  Tiwald 
received  her  nursing  degree  from  Bryan  Memorial  Hos- 
pital in  1971  and  her  bachelor's  from  UNMC  in  1987. 
She  has  worked  as  a unit  nurse  and  head  nurse  in  a child 
and  adolescent  psychiatric  treatment  facility  and  has 
experience  with  developmentally  handicapped  children 
in  the  school  setting.  Her  job  will  include  the  administra- 
tion of  the  Medicaid  psychiatric  program  (including  the 
eating  disorders  services  under  the  new  EPSDT  guide- 
lines) as  well  as  being  an  active  member  of  the  Mental 
Health  Review  Team  for  state  wards.  She  will  serve  as 
the  main  point  of  contact  for  psychiatrists  and  other 
mental  health  personnel. 

NEW  CHEMICAL  DEPENDENCY 
PROGRAM  SPECIALIST 

The  Department  is  also  pleased  to  announce  the 
recent  hiring  of  Nancy  Kubes,  R.N.,  B.A.,  as  the  new 
Chemical  Dependency  Program  Specialist.  Ms.  Kubes 
received  her  nursing  degree  from  the  Bryan  School  of 
Nursing  in  1971  and  her  B.A.  in  Allied  Health  from 
Doane  College  in  1 988.  She  has  had  experience  as  the 
Clinical  Coordinator  of  Mental  Health  Services,  Chemi- 
cal Dependency  Intervention  Nurse,  and  as  a staff  nurse 
on  a psychiatric  unit  and  a chemical  dependency  unit  all 
at  the  Lincoln  General  Hospital.  She  will  administer  the 
new  chemical  dependency  program  provided  for  in  the 
new  EPSDT  regulations  and  her  direct  number  is  402- 
471-9357. 

Medicaid  is  now  covering  chemical  dependency 
treatment  for  adolescents  under  the  following  criteria: 

1.  The  client  is  Medicaid  eligible  and  under  21  years 
of  age; 

2.  A suspicion  of  chemical  abuse  or  dependency  is 
noted  on  the  MC-5  (Health  Check)  form; 

3.  The  treatment  is  medically  necessary; 

4.  The  provider  is  enrolled  as  an  approved  Medic 
aid  provider. 

The  program  covers  inpatient,  partial  hospitalization. 
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day  treatment,  and  outpatient  services.  If  a patient  is  in 
need  of  inpatient  treatment,  this  must  be  pre-certified  by 
the  PRO  (Sunderbruch  Corporation). 

HEALTH  CHECK  (EPSDT) 

The  Health  Check  (EPSDT)  Program  continues  to  be 
a tTiajor  focus  of  the  Medicaid  Program.  This  provides  for 
screening,  diagnosis,  and  treatment  services  provided  to 
Medicaid  patients  under  age  21  years  to  determine  and 
treat  physical  and  mental  conditions.  This  is  comparable 
to  the  preventive  health  care  visits  for  children  recom- 
mended by  the  Academy  of  Pediatrics.  It  also  provides 
a means  of  making  Medicaid  payments  for  treatment 
services  for  conditions  found  on  the  screening  exam  that 
may  not  be  covered  for  other  groups  in  the  Medicaid 
program,  such  as  chemical  dependency  services,  weight 
management  services,  pediatric  prenatal  visits,  and  risk 
reduction  services  (such  as  parenting,  infant  care,  and 
prepared  childbirth  sessions). 

By  1995,  each  state  Medicaid  agency  must  provide 
screening  examinations  to  80%  of  the  Medicaid-eligible 
population.  New  calculations  using  new  federal  report- 
ing definitions  show  that  the  1 989  participation  rate  was 
35%  and  the  1990  rate  was  47%.  Data  by  county  is 
available  upon  request  to  Sandi  Kahlandt  (number  be- 
low). Thus,  the  Department  is  urging  providers  to  remind 
their  patients  about  the  importance  of  this  screening 
examination  and  encourage  them  to  obtain  this  service. 
Providers  are  referred  to  the  last  page  of  this  report  for 
the  appropriate  codes  to  use  on  the  new  MC-5  form; 
these  exams  generally  have  a Medicaid  maximum  allow- 
able rate  of  $40  and  $50  for  the  well-child  screening 
examination. 

Providers  are  referred  to  new  Medicaid  manual  mate- 
rial "Chapter  33"  for  more  details  of  the  new  changes  in 
this  program;  this  should  have  arrived  in  physician  of- 
fices by  March,  1991.  It  contains  the  guidelines  for  the 
entire  Health  Check  Program,  including  guidelines  for 
the  screening  examination  with  the  required  compo- 
nents and  for  the  old  and  new  diagnostic  and  treatment 
services.  Any  questions  can  be  directed  to  Sandi  Kahlandt, 
EPSDT  Coordinator  and  Primary  Care  Unit  Manager 
(402-471-9366). 

INPATIENT  HOSPITAL  UTILIZATION  REVIEW  BY  THE 
NEBRASKA  PEER  REVIEW  ORGANIZATION  (PRO)  AND 
BY  THE  DEPARTMENT'S  MENTAL  HEALTH  REVIEW 
TEAM  (MHRT) 

The  Department  continues  to  review  physician's  rec- 
ommendations for  making  this  required  component  of 
the  Medicaid  Program  a more  user  friendly  system.  The 
PRO  continues  to  use  the  IS/SI  criteria  (modified  with 
Nebraska  physician  input)  to  enable  the  nurse  reviewers 
to  approve  admissions  and  continued  stays.  ALL  DENI- 
ALS ARE  MADE  BY  PHYSICIANS  WHO  USE  THEIR 
MEDICAL  JUDGMENT  AND  LOCAL  STANDARDS  OF 
PRACTICE  IN  MAKING  THEIR  DETERMINATIONS.  No 
denials  are  made  by  the  nurse  reviewers.  When  a PRO 
denial  is  pending,  the  attending  physician  may  ask  to 
speak  personally  with  the  PRO  physician  reviewer  re- 
garding the  patient's  condition. 

Much  of  the  work  of  relating  to  the  PRO  is  done 
through  the  hospital  nurse  UR  coordinators  (or  other 
designated  person).  These  persons  often  extract  infor- 
mation off  of  the  chart  to  share  with  the  PRO  reviewers 


by  phone.  Often,  this  is  all  the  reviewers  have  on  which 
to  base  an  initial  or  reconsideration  decision.  Physicians 
are  requested  to  find  out  how  the  system  works  in  the 
hospital/s  to  which  they  admit.  If  the  hospital  and/or  the 
physician  is  not  in  agreement  with  a PRO  denial,  all 
pertinent  or  new  information  should  be  submitted  to  the 
PRO  AT  THE  TIME  THE  RECONSIDERATION  IS  RE- 
QUESTED; this  might  include  a copy  of  the  medical 
record  of  the  admission  if  the  patient  has  already  been 
discharged  and/or  a letter  from  the  attending  physician. 
Appeals  to  the  Department  will  NOT  include  further 
medical  review  of  the  patients;  this  is  an  administrative 
appeal  looking  at  procedural  issues  to  make  sure  the 
record  is  accurate  in  the  event  of  further  appeal  in  a court 
of  law. 

As  of  July  1,  1 990,  the  PRO  has  taken  on  the  respon- 
sibility of  precertifying  and  certifying  care  for  persons 
under  the  age  of  21  in  inpatient  psychiatric  hospitals 
according  to  federal  guidelines.  The  Department's  Men- 
tal Health  Review  Team,  made  up  of  a multidisciplinary 
team,  continues  to  do  the  continued  stay  reviews  for 
state  wards  of  the  Department.  This  team  consists  of 
nurses  with  experience  and  training  in  psychiatric  care, 
psychiatrists,  a team  of  attorneys  experienced  in  child 
welfare  issues,  and  social  workers  with  casework  back- 
grounds. The  MHRT  meets  three  times  a week  to  consult 
with  individual  case  managers  and  supervisors  regarding 
the  documentation  of  appropriate  psychiatric  care  for 
purposes  of  approving  payment  and  verifying  appropri- 
ate care. 

Hospital  admissions  and  discharges  are  sometimes 
affected  by  family  psychosocial  issues,  and  these  have 
caused  some  questions  as  to  the  PRO  reviews  regarding 
"medical  necessity".  Medicaid  funds  cannot  be  paid  for 
days  where  criteria  are  not  met  for  active  medical  care; 
Medicaid  can  only  pay  for  days  that  are  documented  to 
be  medically  necessary  at  the  hospital  level  of  care. 
Some  "grace  days"  are  allowed  for  patients  meeting 
skilled  level  nursing  home  criteria;  otherwise,  hospitals 
may  contact  the  Department  in  extenuating  circum- 
stances to  arrange  for  a negotiated  nursing  home  level  of 
payment. 

Therefore,  physicians  are  urged  to  work  with  their 
hospital  social  services  departments  regarding  active 
discharge  planning.  The  Department  expects  discharge 
planning  to  begin  on  the  day  of  admission  or  as  soon  as 
is  medically  feasible  when  a life  threatening  situation 
exists;  discharge  planning  is  working  very  well  in  some 
hospitals  while  others  are  still  developing  their  own 
social  services  staff  and  policies  to  deal  with  this  growing 
need.  Physicians  are  encouraged  to  work  with  the  local 
Social  Services  staff  and  law  enforcement  officials  to 
work  out  procedures  for  handling  child  and  adult  protec- 
tive services  referrals.  The  Department  has  been  in- 
formed that  there  may  be  some  misunderstanding  be- 
tween some  medical  providers  and  the  Department 
regarding  what  the  Department  staff  can  and  cannot  do. 
Often  concerns  about  a family  situation  can  be  handled 
by  utilizing  local  resources  such  as  the  visiting  nurses  and 
other  local  social  service  providers  as  worked  out  through 
the  hospital  discharge  plan  with  active  involvement  by 
attending  physicians.  The  Department  would  like  to 
offer  to  meet  with  and  work  with  any  providers  who  may 
wish  to  discuss  issues  further  and  work  out  policies  to 
benefit  patients  and  their  families  in  their  local  areas. 


July  1991 


Nebraska  Medical  Journal  227 


MEDICAID  DRUG  PROGRAM 

EHCFA  dictates  to  the  states  a "generic  only"  policy; 
they  define  which  drugs  should  be  paid  at  generic  prices. 
If  an  exception  to  this  policy  is  needed,  a Form  MC-6 
(available  through  local  pharmacies  or  local  DSS  off  ices) 
must  be  signed  by  the  prescribing  physician  stating  that 
the  brand  name  is  medically  necessary.  The  Department 
has  been  informed  that  FHCFA  intends  to  begin  auditing 
these  forms  closer  than  in  the  past.  It  is  recommended 
that  physicians  document  on  each  individual  patient  the 
basis  of  why  the  generic  drug  was  not  to  be  used. 

RECENT  INQUIRIES  AND  NEW  MEDICAID  SERVICES 

1.  Women's  Screening/GYN  Services:  While  adult 
screening  exams  are  usually  not  covered  by  Medicaid, 
the  yearly  GYN  exam  for  women  is  a covered  service. 
The  office  visit  is  covered  under  the  CPT  preventive 
codes  90750/90760  which  pay  about  $45  and  $35 
respectively;  this  fee  INCLUDES  the  collection  fee  for 
the  PAP  test.  Providers  are  asked  to  write  "annual  exam 
with  PAP  test"  on  the  claim  form.  The  PAP  test  itself,  per 
federal  requirements,  MUST  be  billed  by  the  service 
rendering  lab;  this  usually  involves  the  pathology  codes 
88150/88151  and  cannot  be  paid  to  the  attending 
physician. 

Screening  mammography  according  to  the  American 
Cancer  Society's  recommended  periodicity  schedule  is 
also  now  a covered  service  as  of  January  1,  1991.  CPT 
code  76092  will  pay  a total  component  of  up  to  $75  and 
a professional  corTiponent  (-26  modifier)  of  up  to  $25. 

The  Norplant  System  of  birth  control,  recently  ap- 
proved by  the  FDA,  is  also  a covered  service.  The 
Department  has  instructed  providers  who  have  inquired 
to  use  code  991 99-FP  for  the  Norplant  System  Kit  (pays 
the  invoice  cost  up  to  $350  — please  attach  a copy  of  the 
invoice)  and  code  58999-FP  for  the  physician's  implan- 
tation service  (pays  up  to  $125).  These  are  considered 
interim  codes  and  prices  pending  CPT  definition  of  the 
service  and  subsequent  McGraw-Hill  relative  value  as- 
signment. 

2.  Emergency  Room  Visits;  Changes  in  the  CPT  defi- 
nitions have  led  to  some  confusion  regarding  the  coding 
for  this  service.  Medicaid  interprets  the  CPT  as  follows. 
An  assigned  physician  is  one  who  is  employed  by  a 
hospital  to  work  in  the  emergency  room  and  should  bill 
using  codes  90500-90580;  no  "after  hours"  add  on 
codes  are  allowed  for  these  services. 

An  unassigned  physician  (non-hospital  based  physi- 
cian who  covers  and  comes  into  the  emergency  room  to 
see  a patient)  should  bill  using  codes  90000-90080  (the 
appropriate  level  of  office  visit)  PLUS  emergency  facility 
adjunct  codes  99062-99065  PLUS  any  procedures  done 
that  are  not  generally  included  in  the  office  level  of  care. 
(Add  on  codes  99050-99054  may  be  used  in  place  of  the 
above  adjunct  codes  99062-99065  BUT  NOT  IN  ADDI- 
TION TO  THESE  CODES.) 

Specialists  who  come  to  the  emergency  room  to 
perform,  for  example,  only  a surgical  procedure  after 
evaluation  by  another  physician,  should  use  the  appro- 
priate surgical  procedure  code  to  describe  his/her  ser- 
vice plus  the  emergency  facility  adjunct  codes  99062- 
99065. 

3.  Clarification  of  Services  Covered  for  the  Ineligible 

228  Nebraska  Medical  Journal  July  1991 


Mother  of  an  Eligible  Unborn:  Recently  approved  Medi- 
caid manual  material  outlines  such  coverage  issues  to 
include  a)  tubal  ligations  at  the  time  of  delivery;  b) 
dilation  and  curettage  to  treat  complications  of  preg- 
nancy; c)  medically  necessary  services  during  the  post- 
partum period  which  are  related  to  the  pregnancy;  d) 
drug  products;  and  e)  family  planning  services. 

4.  Medicaid  allows  use  of  computerized  signatures 
on  the  Form  HCFA-  1500  as  of  January  1,  1991. 

5.  Services  defined  as  Feeding  and  Swallowing  As- 
sessment Team  services  can  now  be  covered  as  an 
entity;  physician  professional  services  are  billed  sepa- 
rately and  in  addition  to  the  team  services.  This  allows 
a patient  to  get  all  the  components  of  this  service  at  one 
location,  rather  than  sometimes  having  to  travel  to 
several  different  providers. 

6.  OBRA  Requirements  for  Nursing  Home  Services 
for  Medicaid  Patients:  There  are  now  specific  require- 
ments for  physician  screening  exams  to  be  done  on 
nursing  home  patients  at  30,  60,  90  day  intervals  (de- 
pending on  which  type  of  bed  the  Medicaid  patient  is  in; 
Medicaid  or  Medicare/Medicaid).  Please  see  the  prior 
October  25, 1 990  and  January  1 5, 1 991  memo  from  the 
Department  mailed  to  all  physicians  participating  in  the 
Nebraska  Medicaid  Program.  In  particular,  the  last 
memo  attempted  to  clarify  coding  for  these  screening 
visits:  code  199086  is  to  be  used  (it  pays  up  to  $22.87 
regardless  of  the  place  of  service).  Medicare  does  not 
cover  these  screening  exams;  please  bill  Medicaid  di- 
rectly. All  sick  visits  should  be  billed  in  the  usual  way;  for 
Medicare/Medicaid  patients,  please  bill  Medicare  first 
using  the  appropriate  CPT  code.  Of  note,  mileage  is  a 
covered  service  for  Medicaid  patients  per  471  NAC  1 8- 
004.35. 

7.  New  Coverage  for  Augmentative  Communication 
Devices:  Nebraska  Medicaid  now  covers  augmentative 
communication  devices  when  prescribed  for  a client 
who  is  unable  to  use  natural  oral  speech  as  a primary 
means  of  communication.  Coverage  is  limited  to  por- 
table devices  needed  to  supplement,  aid,  or  serve  as  an 
alternative  to  natural  speech  for  clients  with  severe 
expressive  communication  disorders.  Non-portable  de- 
vices may  be  covered  if  required  for  visual  enhance- 
ment. Prior  authorization  is  required  for  purchase  and 
rental  of  these  devices. 

MEDICAID  ACCESS:  ONE  SOLUTION  FOUND  IN 
LINCOLN,  NEBRASKA 

A comprehensive  program  designed  to  improve  ac- 
cess by  Medicaid  patients  to  primary  care  physicians 
(family  physicians,  internists,  and  pediatricians)  in  Lin- 
coln and  Lancaster  County  was  implemented  February 
1 1, 1991 . The  Medicaid  Referral  System  is  a cooperative 
effort  of  the  Lancaster  County  Medical  Society,  the 
Lincoln-Lancaster  County  Health  Department,  and  the 
Nebraska  Department  of  Social  Services.  Specific  com- 
ponents of  the  program  include: 

1 . A central  referral  number  through  the  City-County 
Health  Department  where  Medicaid  patients  can  call  for 
referral  for  medical  care; 

2.  A rotational  system  whereby  all  participating  phy- 
sicians (currently  93%)  are  included  in  a central  registry 
and  receive  referrals  on  a rotating  basis; 


3.  Case  management  by  the  City-County  Health  De- 
partment to  work  with  patients  regarding  barriers  to 
obtaining  health  care,  including  missed  appointments, 
compliance  issues,  etc.;  home  visits  may  be  made  when 
requested  to  assess  barriers  and  help  families  work 
through  issues; 

4.  Ongoing  cooperation  and  communication  with 
the  Department  through  "hot  line"  numbers  to  answer 
claim  and  reimbursement  questions,  ongoing  training  to 
disseminate  information  about  dated  changes  in  poli- 
cies, claims  procedures,  and  reimbursements; 

5.  Computer  linkage  between  the  Department  and 
the  City-County  Health  Department,  and 

6.  Promotion  and  public  education  about  the  pro- 
gram through  the  Lancaster  County  Medical  Society. 

The  program  is  a remarkable  effort  between  public 
and  private  entities,  as  well  as  state  and  local  health  care 
officials,  in  working  together  to  solve  a community 
problem.  The  Department  wishes  to  thank  the  Lancaster 
County  Medical  Society  (including  Natalie  Clark,  Chris 
Caudill,  M.D.,  and  the  Lancaster  Ad-Hoc  Medicaid  Com- 
mittee) and  Jane  Ford  and  the  Lincoln-Lancaster  County 
Health  Department  for  their  tireless  efforts  to  put  this 
program  together  and  to  make  it  work  for  Lincoln. 

MEDICAID  AGED  AND  DISABLED  WAIVER 

The  Department  has  an  approved  Eederal  Medicaid 
waiver  for  the  elderly,  for  adults  with  disabilities,  and  for 
children  with  disabilities  who  meet  criteria  for  nursing 
facility  level  of  care  who  choose  to  be  served  in  their 
homes  with  additional  Medicaid  covered  services  in- 
stead of  in  an  institutional  setting.  The  additional  waiver 
services  include  respite  care,  adult  day  health  care, 
chore  care,  independence  skills  management,  and  day 
care  for  children  with  disabilities.  In  addition,  special- 
ized case  management  services  are  offered.  The  plan  for 
each  person  must  be  deemed  safe  as  well  as  at  a cost  less 
than  that  of  a nursing  facility  level  of  care.  There  are 
waiting  lists  in  some  areas  of  the  state  for  this  service. 

ADDITIONAL  DEPARTMENT  OF  SOCIAL 
SERVICES  PROGRAMS  (NOT  MEDICAID) 

1 . AIDS  Home  and  Community  Based  Services  Grant: 
This  federal  grant  from  the  Public  Health  Service  of 
$100,000  was  awarded  to  the  Department  to  fund  in- 
home  services  for  persons  with  HIV  infection  when  no 
other  funding  is  available.  Eligible  persons  must  be 
physician  certified  as  either  medically  dependent  (re- 
quire the  services  due  to  physical  or  cognitive  deteriora- 
tion) or  chronically  dependent  (unable  to  perform  activi- 
ties of  daily  living)  due  to  FIIV/AIDS.  Funds  may  be 
authorized  for  the  following:  a)  durable  medical  equip- 
ment; b)  homemaker,  home  health  aide,  personal  atten- 
dant services;  c)  day  treatment;  d)  home  IV  therapy 
(including  prescription  IV  drugs);  e)  routine  diagnostic 
tests  administered  in  the  home. 

The  Department  through  its  Disabled  Persons  and 
Family  Support  Program  administers  this  grant  in  coop- 
eration with  the  Nebraska  AIDS  Project  (NAP).  Applica- 
tions are  available  from  either  the  Department  at  800- 
358-8802  (402-471-9289  in  Lincoln)  or  from  NAP  at  800- 
782  AIDS  (402-342-4233  in  Omaha). 


2.  Medically  Handicapped  Children's  Program 
(MHCP):  In  the  past  year,  the  Department  and  the 
MHCP  Governor's  Advisory  Committee  convened  sev- 
eral multidisciplinary  task  forces  to  advise  the  Depart- 
ment. These  included  task  forces  addressing  Clinics, 
Quality  Care,  and  Case  Management.  LB  445  has  been 
introduced  to  add  case  management  for  children  with 
special  health  care  needs  and  their  families  as  a result  of 
this  process.  Changes  in  other  areas  of  the  program  are 
also  anticipated  as  a result  of  this  planning  process.  The 
Department  wishes  to  thank  all  the  NMA  physicians  who 
participated  in  thisendeavor,  in  particular,  Kenton  Shaffer, 
M.D.,  Chairman  of  the  MHCP  Advisory  Committee  who 
also  chaired  the  Case  Management  Task  Force. 

The  Department  has  an  array  of  programs  to  help 
children  with  special  health  care  needs  and  their  families. 
Programs  offer  social  support  services  as  well  as  medical 
treatment  and  care.  Often  a child  with  high  medical 
needs  is  able  to  qualify  for  Medicaid  based  on  the 
medical  needs  of  the  child  and  not  on  the  parents' 
income.  Disability  Services  Specialists  located  in  the 
Gering,  North  Platte,  Grand  Island,  Lincoln,  Omaha, 
Norfolk,  and  Nebraska  City  local  offices  may  be  con- 
tacted. 

OF  NOTE:  Based  on  a Supreme  Court  decision,  the 
Social  Security  Administration  must  now  use  a functional 
needs  assessment  to  determine  a child's  eligibility  for 
Supplemental  Security  Income  (SSI)  if  the  medical  need 
alone  doesn't  qualify.  SSI  eligibility  then  qualifies  a 
person  for  Medicaid.  All  denials  of  children  since  1980 
must  again  be  reviewed  under  the  new  guidelines;  this 
will  involve  2,300  children  in  the  State  of  Nebraska. 
Physicians  may  be  called  upon  to  assist  with  medical 
records  from  the  past  to  document  conditions  that  may 
make  a child  eligible  retrospectively  for  this  federal 
program. 

NMA  MEDICAID  AD-HOC  COMMITTEE 

The  Department  would  again  like  to  take  this  oppor- 
tunity to  thank  Dr.  Chris  Caudill  and  the  NMA's  Ad-Hoc 
Medicaid  Committee  for  their  excellent  leadership  and 
support  in  working  with  NDSS  to  address  Medicaid 
patient  access  issues  and  to  find  workable  solutions  to 
problems  experienced  by  physicians  participating  in  the 
Medicaid  system.  It  is  hoped  that  this  excellent  working 
relationship  will  continue  and  that  difficult  problems  can 
be  addressed  for  the  betterment  of  health  care  for  low 
income  people  who  increasingly  rely  on  Medicaid  for 
their  health  care  coverage. 

The  Department  would  also  like  to  thank  those 
physicians  who  actively  participate  in  Medicaid  on  a 
day-to-day  basis,  serving  low-income  people  who  have 
perhaps  the  greatest  medical  needs  of  all.  It  is  hoped  that 
physicians  caring  for  Medicaid  patients  will  continue  to 
work  with  the  Department  to  ensure  access  for  all 
Medicaid-eligible  people  in  Nebraska. 

Respectfully  submitted, 

Mary  Dean  Harvey,  Director 
Nebraska  Department  of  Social  Ser- 
vices 
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ATTACHMENT  I 


FEE  SCHEDULE  ALLOWABLE 
8-1-89  7-1-90 


NEW  PATIENT  OFFICE  VISIT 

90000  - Brief 14.25  14.80 

90010  - Limited 19.43  20.18 

90015  ■ Intermediate 32.38  33.63 

90017  - Extended 46.62  48.42 

90020  - Comprehensive 67.34  69.94 

ESTABLISHED  PATIENT  OFFICE  VISIT 

90030  - Minimal 9.07  9.42 

90040  - Brief 14.25  14.80 

90050-  Limited 19.43  20.18 

90060  - Intermediate 23.31  24.21 

90070  - Extended 34.97  36.32 

90080  - Comprehensive 56.98  59.18 

SPECIAL  SERVICES 

99050  - After  office  hours  in  addition  to  basic  services 10.36  10.76 

99052  - Services  between  1 0:00  p.m.  - 8:00  a.m.  in  addition 15.54  16.14 

to  basic  services 

99054-  Services  on  Sundays/holidays  in  addition  to  basic  services 20.72  21.52 

99058  - Office  services  provided  on  emergency  basis 10.36  10.76 

99062  - Emergency  care  facility  services:  when  the  non-hospital-based 15.54  16.14 

physician  is  in  the  hospital  but  is  involved  in  patient  care  elsewhere 
and  is  called  to  the  emergency  facility  to  provide  emergency  services 

99064  - Emergency  care  facility  services:  when  the  non-hospital-based 20.72  21.52 

physician  is  called  to  the  emergency  facility  from  outside  the 
hospital  to  provide  emergency  services;  not  during  regular  office  hours 

99065  - During  regular  office  hours 18.13  18.83 

*NEW  PATIENT  EMERGENCY  ROOM  SERVICES 

90500  - Minimal 13.73  14.26 

90505  - Brief 18.13  18.83 

90510  - Limited 23.31  24.21 

90515  - Intermediate 38.85  40.35 

90517  - Extended 54.39  56.49 

90520  - Comprehensive 64.75  69.94 

'Restricted  to  physicians  ASSIGNED  to  the  Emergency  Room 
•ESTABLISHED  PATIENT  EMERGENCY  ROOM  SERVICES 

90530  - Minimal 10.36  10.76 

90540  - Brief 15.54  16.14 

90550  - Limited 20.72  21.52 

90560  - Intermediate 31.08  32.28 

90570  - Extended 46.62  48.42 

90580  - Comprehensive 56.98  56.49 


•Restricted  to  physicians  ASSIGNED  to  the  Emergency  Room 

HEALTH  CHECK  (EPSDT)  SCREENING  SERVICES 

100014  - HEALTH  CHECK  (EPSDT)  Examination  WITHOUT 40.00 

vision  testing  and  audiometric  testing  (vision  and  hearing 
is  performed  by  history  and/or  observation) 

100015  - Complete  HEALTH  CHECK  (EPSDT)  examination  that 50.00 

INCLUDES  formal  vision  testing  and  audiometrie  testing  (to  begin 
approximately  at  age  three) 

OBSTETRIC  CARE 

59400  - Routine  obstetric  care  including  antepartum  care,  vaginal 789.28 

delivery  (with  or  without  episiotomy,  and/or  forceps)  and  postpartum 

59510  - Routine  obstetric  care  including  antepartum  care 1193.52 

cesarean  delivery,  and  postpartum  care 
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REPORT  OF  THE  BOARD  OF  EXAMINERS 
IN  MEDICINE  & SURGERY 

I apologize  for  not  being  with  you  in  person  but  as  in 
past  years  the  conflict  with  the  Federation  of  State 
Medical  Boards  annual  meeting  interferes.  1 would  be 
willing  at  an  alternate  time  to  meet  with  you  in  person  if 
desired  however. 

As  a summary  of  the  year's  activity  through  the  Board 
of  Examiners  in  Medicine  and  Surgery,  I submit  the 
following. 

We  were  fortunate  enough  to  acquire  Dr.  Larry 
Toalson  from  Lincoln  in  place  of  Dr.  Jim  Dunlap  who 
finished  his  term.  Dr.  Robert  Harry  from  Lexington 
joined  the  Board  approximately  a year  ago  also  in  place 
of  Dr.  John  McCreer  from  Lincoln.  Dr.  John  Sage  and 
Dr.  Cordon  Adams  were  reappointed  to  the  Commis- 
sion on  Medical  Qualifications.  Dr.  Toalson  has  ac- 
cepted the  position  as  representative  on  the  Physicians 
Assistant  Committee. 

We  have  anxiously  awaited  positive  action  on  the 
disciplinary  bill  and  the  chemical  dependency  bill  which 
are  currently  working  their  way  through  our  legislature. 
We  are  supportive  of  both  of  these  bills  and  feel  that  the 
disciplinary  bill  will  allow  a more  appropriate  and  consis- 
tent input  from  the  Board  of  Medical  Examiners  on 
disciplinary  actions.  Dr.  Jim  Dunlap  spent  a large  amount 
of  time  working  on  this  bill  and  we  are  all  in  his  debt.  We 
have  of  course  continued  to  serve  as  consultants  for  the 
investigative  branch  of  the  Board  of  Health  and  the 
Attorney  Ceneral  regarding  practice  questions.  We 
have  also  begun  a review  of  malpractice  judgements  as 
reported  to  us  by  the  National  Practitioner  Data  Bank 
and  have  begun  reporting  to  it  our  sanctioning  activity. 

From  a statistical  standpoint,  the  staff  tell  me  that  98 
candidates  were  examined  by  FLEX  in  June  of  1 990  with 
82  passing  and  in  December  of  1990  22  candidates 
were  examined  with  13  passing.  57  individuals  were 
licensed  due  to  successfully  passing  FEEX  exam  and 
proof  of  completion  of  required  post  graduate  training. 
We  also  licensed  202  individuals  by  endorsement  or 
reciprocity  with  other  states. 

As  our  actions  have  come  under  more  criticism  by  the 
lay  press  we  have  attempted  to  continue  our  work  in 
anonymity  and  hopefully  to  maintain  confidentiality  for 
all  our  members  until  the  appropriate  times.  We  have 
supported  the  promulgation  of  rules  and  regulations  or 
statutes  that  would  allow  us  to  notify  licensees  when 
complaints  have  been  made  against  them  when  at  all 
possible  and  also  to  respond  to  the  citizen  of  the  state 
making  a complaint  following  review  so  that  they  are 
aware  of  the  reasons  for  action  or  no  action  being  taken. 

In  summary,  we  on  the  Board  continue  to  feel  it  is  a 
privilege  to  serve  the  citizens  of  the  State  of  Nebraska 
while  maintaining  fairness  and  respect  for  the  licensees 
who  are  our  colleagues. 

Respectfully  submitted, 

William  A.  Shiffermiller,  M.D. 

Chairman 


REPORT  OF  THE  COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker,  M.D.,  Kearney  - Chairman;  |ohn  B.  Byrd,  M.D.,  Neligh; 
Charles  F.  Heider,  )r.,  M.D.,  No.  Platte;  Glen  F.  Lau,  M.D.,  Lincoln;  W.  E. 
Lundak,  M.D.,  Lincoln;  joseph  C.  Rogers,  M.D.,  Lincoln.  Larry  D.  Ruth,  M.D., 
Lincoln;  Steven  A.  Schwid,  M.D.,  Omaha;  William  A,  Shiffermiller,  M.D.,  Omaha; 
H.  Neal  Sievers,  M.D.,  Blair;  Stephen  D.  Torpy,  M.D.,  Omaha;  Karen  Stanek, 
Omaha; 

The  Commission  on  Hospital  Medical  Staff  of  the 
Nebraska  Medical  Association  met  on  Tuesday,  January 
29,  1991,  at  the  NMA  Headquarters  Office,  Lincoln, 
Nebraska. 

The  main  topic  was  regarding  the  National  Practition- 
er Data  Bank,  and  the  charge  to  this  Commission  in  the 
1990  Fall  Session  that  directed  the  NMA  monitor  the 
accuracy  of  information  supplied  to  the  National  Practi- 
tioner Data  Bank,  as  well  as  keep  abreast  of  the  progress 
and  activities  of  the  National  Practitioner  Data  Bank. 

It  was  noted  that  the  Data  Bank  is  grossly  behind  in 
responding  to  requests.  There  was  discussion  as  to  how 
this  affects  the  physicians'  time  to  respond  to  the  infor- 
mation supplied  the  Data  Bank. 

There  has  been  only  limited  information  available 
regarding  the  information  that  has  been  submitted  to  the 
Data  Bank;  from  what  information  is  available,  it  would 
appear  that  about  80%  has  been  in  reference  to  malprac- 
tice claims  and  20%  has  been  regarding  adverse  actions 
taken  against  physicians  and  dentists.  It  was  noted  that 
the  NMA  cannot  access  information  on  individual  phy- 
sicians from  the  Data  Bank. 

Note  was  made  that  when  a physician  fills  out  a form 
for  a query  to  the  National  Practitioner  Data  Bank,  it  is 
important  to  thoroughly  complete  the  form.  There  was 
discussion  regarding  the  disciplinary  bills  which  have 
been  introduced  into  the  Legislature,  dealing  with  physi- 
cian rehabilitation  prior  to  taking  any  official  action.  Mr. 
Schellpeper  noted  that  the  Bureau  of  Examining  Boards 
must  report  any  disciplinary  actions  taken  against  a 
physician  to  the  National  Practitioner  Data  Bank.  He 
also  noted  that  NMA  has  received  forms  from  the  Data 
Bank  for  reporting  if  a member  is  suspended  or  a 
membership  revoked. 

Your  commission  has  not  received  any  reports  from 
any  of  the  members  of  the  NMA  regarding  any  reports 
from  the  National  Practitioner  Data  Bank. 

The  commission  will  continue  to  monitor  any  infor- 
mation or  actions  regarding  the  National  Practitioner 
Data  Bank  and  attempt  to  keep  the  membership  in- 
formed. 

The  other  topic  discussed  at  the  meeting  of  the 
commission  was  possible  repeal  of  the  CON  law  in 
Nebraska.  There  was  discussion  that  perhaps  the  CON 
had  outlived  its  usefulness.  It  was  noted  that  the  Ne- 
braska Flospital  Association  has  been  discussing  this 
matter,  but  has  not  taken  any  action  regarding  repeal  of 
the  bill.  The  Executive  Staff  was  instructed  to  contact  the 
Nebraska  Hospital  Association  regarding  the  possibility 
of  repealing  the  CON  law. 

The  commission  briefly  reviewed  LB  671  (Living 
Wills),  LB  696  and  LB  405  (both  durable  power  of 
attorney).  There  was  only  brief  discussion  regarding 
these  bills  and  no  particular  direction  given.  There  were 
no  other  topics  for  discussion;  the  meeting  adjourned. 
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REPORT  OF  COMMISSION  ON 
LEGISLATION  & GOVERNMENTAL  AFFAIRS 

Ronald  W.  Klutman  M.D.,  Columbus  - Chairman;  Charles  D.  Gregorius, 
M.D.,  Lincoln  - Vice-Chairman;  Dennis  Beavers,  M.D.,  Omaha;  Judith  A. 
Butler,  M.D.,  Superior;  Melvin  A.  Churchill,  M.D.,  Lincoln;  Donald  A.  Dynek, 
M.D.,  Lincoln;  James  A.  Fosnaugh,  M.D.,  Lincoln;  Benjamin  R.  Celber,  M.D., 
Lincoln;  Michael  J.  Cermer,  M.D.,  Lincoln;  Robert  D.  Harry,  M.D.,  Lexington; 
Linda  S.  Head,  M D.,  Bellevue;  Tamara  R.  Johnson,  M.D.,  Cambridge;  L.  Jay 
McIntyre,  M.D.,  Omaha;  Dale  E.  Michels,  M.D.,  Lincoln;  D.  C.  O'Leary,  M.D., 
Omaha;  George  VV.  Orr,  M.D.,  Omaha;  Robert  G.  Osborne,  M.D.,  Lincoln;  C. 
Lee  Retelsdorf,  M.D.,  Omaha;  Blaine  Y.  Roffman,  M.D.,  Omaha;  Robert  F. 
Shapiro,  M.D.,  Lincoln;  James  N.  Shreck,  M.D.,  No.  Platte;  John  W.  Smith, 
M.D.,  Omaha;  Steven  R.  Thomas,  M.D.,  York;  Eileen  C,  Vaulravers,  M.D., 
Lincoln;  Timothy  0.  Wahl,  M.D.,  Omaha;  Peter  J.  Whilted,  M.D.,  Omaha; 
Brian  Biernat,  Omaha. 

The  Commission  on  Legislation  and  Governmental 
Affairs  has  been  busy  addressing  issues  of  interest  being 
considered  in  the  Nebraska  Legislature. 

The  Unicameral  is  currently  in  the  First  Session  of  the 
Ninety-Second  Legislature,  a 90-day  session  which  is 
scheduled  to  adjourn  on  June  5.  The  Second  Session  of 
the  Legislature,  a 60-day  session,  will  take  place  in  1 992. 
Bills  introduced  in  the  1991  session  but  not  acted  upon 
will  hold  over  for  possible  consideration  in  1992.  Over 
850  bills  have  been  introduced  in  the  1 991  session  and 
it  is  anticipated  several  hundred  more  pieces  of  legisla- 
tion will  be  introduced  in  1 992.  Bills  not  acted  on  by  the 
end  of  the  1992  60-day  session  will  die.  There  are 
approximately  73  bills  in  which  the  Nebraska  Medical 
Association  has  a direct  interest. 

Bills  of  interest  to  the  Association  are  generally  given 
public  hearing  by  the  Health  and  Human  Services  Com- 
mittee, although  other  Unicameral  committees  consider 
bills  in  which  the  Association  has  had  an  interest.  Nu- 
merous physicians  have  testified  at  the  hearings  on 
various  legislative  bills.  The  input  and  interest  of  physi- 
cians who  gave  of  their  time  to  testify  is  greatly  appreci- 
ated by  the  commission. 

We  wish  to  again  commend  the  Auxiliary  for  its 
efforts  in  the  production  of  Legislative  Day  on  January 
28,  1991.  This  again  was  a greatly  expanded  activity 
which  included  various  medical  testing  activities  in  the 
Capitol  Rotunda  during  the  morning  hours,  with  the 
presence  of  physicians  to  discuss  the  testing  and  various 
health  matters.  The  day  culminated  with  a luncheon  for 
senators  and  their  spouses.  We  greatly  appreciate  the 
Auxiliary's  efforts  in  these  activities.^ 

The  commission  also  recognizes  the  importance  of 
communication  with  legislators  by  contact  physicians, 
auxiliary  members,  and  the  general  membership  of  the 
Association.  This  contact  has  been  very  important.  We 
continue  to  encourage  physicians  and  spouses  to  main- 
tain communication  with  their  legislators  when  they  are 
in  their  home  district  during  the  summer  and  fall.  The 
following  is  a list  of  several  legislative  bills  in  which  the 
Association  has  had  a direct  interest  during  the  1991 
session. 

LB  1 44  - Modifies  the  certified  registered  nurse  anes- 
thetist statute  to  permit  independent  practice  and  elimi- 
nate the  dual  oversight  now  provided  by  the  Board  of 
Examiners  in  Nursing  and  the  Board  of  Examiners  in 
Medicine  and  Surgery.  The  legislation  proposes  that 
total  anesthesia  care  could  be  performed  by  the  nurse 
anesthetist  excluding  the  current  requirement  for  consul- 
tation and  collaboration  with  a physician.  A committee 
arTiendment  restores  oversight  by  the  Board  of  Examin- 


ers but  permits  independent  practice;  non-priority  status 
may  stop  the  bill  this  year.  The  Association  opposes  this 
legislation. 

LB  252  - Would  weaken  the  motorcycle  helmet  law 
by  changing  the  existing  statute  to  specify  that  only  those 
individuals  age  eighteen  and  under  be  required  to  wear 
helmets.  The  Association  opposes  this  legislation  which 
is  being  held  in  committee. 

LB  283  - Would  provide  funding  for  family  practice 
residency  programs.  The  Association  is  monitoring  this 
legislation  which  is  out  of  committee  but  is  likely  to  be  held 
over  until  the  1992  session. 

LB  308  - Establishes  a registry  of  persons  with  brain  or 
head  injuries.  The  Association  has  proposed  amendments 
to  this  bill  and  will  support  it  should  the  amendments  be 
accepted.  The  bill  is  out  of  committee  but  will  likely  be 
held  over. 

LB  387  - Amends  the  current  disciplinary  statute  for 
health  care  professionals  by  adopting  recommendations 
of  a Nebraska  Department  of  Health  Task  Eorce  on  which 
the  Association  was  represented.  The  legislation  would 
provide  more  medical  input  into  the  investigative  process 
and  would  better  define  the  role  of  the  Attorney  General's 
office.  The  Association  supports  this  legislation.  This  is  a 
non-priority  bill  which  may  be  amended  onto  another  bill 
and  may  well  be  acted  on. 

LB  400  - Provides  for  the  creation  of  rural  health 
systems  and  incentives  for  rural  health  practice.  The 
Association  supports  this  legislation  which  will  be  acted 
on  because  it  has  been  designated  a priority  bill. 

LB  428  - Establishes  state  regulation  of  businesses 
providing  utilization  review  services.  It  proposes  that 
utilization  criteria  would  be  sent,  or  made  available  to 
physicians  and  patients,  that  utilization  review  representa- 
tives be  easily  accessible  to  patients  and  physicians,  and 
that  a physician  make  all  decisions  on  denials.  The 
Association  supports  this  legislation  which  is  being  held  in 
committee.  An  interim  study  of  the  issue  will  take  place 
during  the  summer. 

LB  431  - Creates  a state-wide  childhood  vaccine  act 
through  which  the  Department  of  Health  would  provide 
vaccine  to  physicians.  The  administering  physician  could 
charge  the  Medicaid  level  administration  fee.  Amend- 
ments have  been  developed  for  this  legislation  which 
would  provide  for  the  availability  of  vaccine  in  rural  areas 
not  now  served  by  public  heath  clinics.  The  Association 
supports  this  legislation  which  may  be  acted  on  in  the 
1991  session. 

LB  441  - Establishes  additional  criminal  penalties  for 
fraudulent  insurance  claims  by  health  care  providers. 
While  the  Association  opposes  fraud,  we  do  have  con- 
cerns about  the  legislation  in  that  it  can  consider  a claim 
for  "unnecessary  services"  according  to  professionally- 
accepted  standards  to  fall  into  the  felony  category.  The 
Association  is  working  with  the  Committee  to  develop 
acceptable  amendments.  The  bill  is  being  held  in  com- 
mittee. 

LB  456  - Would  create  a licensee  assistance  program 
for  chemically-impaired  health  professionals  by  imple- 
menting recommendations  of  the  Nebraska  Department 
of  Health  Task  Eorce  on  which  the  Association  was 
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represented.  This  bill  provides  an  assistance  program  for 
self-identification  and  intervention  for  the  chemically- 
impaired  health  professional  while  building  consultation 
and  confidentiality  into  the  process.  The  Association 
supports  this  bill  which  has  been  designated  a priority  bill 
by  the  Speaker. 

LB  503  - Allows  optometrists  to  treat  glaucoma, 
remove  foreign  bodies  and  use  oral  drugs.  A committee 
amendment  would  allow  expanded  practice  under  a 
practice  agreement  with  an  M.D.  and  oversight  by  the 
Board  of  Examiners  in  Medicine  and  Surgery.  The 
Association  supports  the  amendment  but  opposes  the 
bill. 

LB  545  - Changes  the  responsibility  for  financing  the 
provision  of  care  to  the  medically  indigent  from  the 
counties  to  the  state.  The  Association  is  monitoring  this 
legislation  which  is  being  held  in  committee. 

LB  594  - Would  raise  the  cap  on  liability  under  the 
Hospital/Medical  Liability  Act  from  one  million  dollars  to 
two  million  dollars.  The  Association  has  worked  with  the 
Department  of  Insurance  and  insurance  companies  on 
the  matter.  A proposed  amendment  would  raise  the  cap 
by  $250,000  and  make  no  other  changes  to  the  statute. 
The  Association  supports  the  amendment. 

LB  602  - Proposes  that  phlebotomists  performing 
venipuncture  would  need  to  register  with  the  Nebraska 
Department  of  Health.  This  legislation  came  about  in  part 
because  of  an  Attorney  General's  opinion  which  indi- 
cated that  only  physicians,  nurses,  EMTs  and  physicians' 
assistants  could  draw  blood  for  the  purpose  of  determin- 
ing blood  alcohol  levels.  This  bill  will  be  held  over  by  the 
committee  in  order  that  an  LB  407  review  can  take  place. 
The  Association  is  monitoring  this  legislation  and  will  be 
involved  in  the  407  review  process. 

LB  671  - Would  permit  persons  to  make  living  wills. 
The  Association  supports  this  legislation  which  is  awaiting 
first-round  debate  and  will  likely  be  held  over  until  next 
year. 

LB  678  - Provides  additional  criteria  to  commit  men- 
tally-ill  persons  who  are  dangerous  and  makes  other 
changes  in  the  commitment  laws.  A committee  amend- 
ment drops  changes  in  the  commitment  criteria.  The 
Association  supports  this  legislation  which  may  be  acted 
on. 

LB  405  & LB  696  - Amend  the  durable  power  of 
attorney  statute  to  permit  use  in  certain  medical  treatment 
decisions.  The  Association  supports  the  concept  of  this 
legislation.  LB  696  has  been  designated  a priority  bill  by 
the  Speaker  and  may  be  acted  on  during  the  1991 
session. 

The  Association  has  also  been  active  in  addressing 
various  appropriations  bills  including  the  budget  request 
for  the  Medicaid  program.  The  Governor's  proposed 
budget  included  an  increase  in  funding  for  physician 
services  and  the  Association  is  supporting  this  recom- 
mendation. 

This  has  been  a relatively  good  year,  thus  far,  for  the 
Association's  legislative  activities  and  we  sincerely  thank 
all  those  individuals  who  have  been  involved. 


REPORT  OF  THE  COMMISSION  ON 
MEDICAL  EDUCATION 

Frederick  F.  Faustian,  M.D.,  Omaha  - Chairman;  Ronald  L.  Asher,  M.D.,  No. 
Platte;  Robert  L.  Bass,  M.D.,  Elkhorn;  Warren  G.  Bosley,  M.D.,  Grand  Island; 
Patrick  E.  Brookhouser,  M.D.,  Omaha;  Charles  F.  Damico,  M.D.,  Hastings;  Byron 
M.  Dillow,  M.D.,  Fremont;  Charles  A.  Dobry,  M.D.,  Omaha;  Stacey  D.  Goodrich, 
M.D.,  Tecumseh;  Richard  A.  Hranac,  M.D.,  Kearney;  Steffan  R.  Lacey,  M.D., 
Norfolk;  Richard  L.  O'Brien,  M.D.,  Omaha;  William  R.  Schlichtemeier,  M.D., 
Omaha;  Joseph  C.  Scott,  M.D.,  Omaha;  Jeffrey  L.  Susman,  M.D.,  Omaha;  Robert 
H.  Waldman,  M.D.,  Omaha;  Chris  Larson,  Omaha. 

The  Commission  on  Medical  Education  met  on 
November  29,  1990  and  March  14,  1991. 

Accreditation  Activity  Intrastate  Sponsors  of  Continu- 
ing Medical  Education; 

1.  One  new  application  processed.  Provi- 
sion accreditation  was  granted  for  a period 
of  2 years. 

2.  Four  reaccreditation  applications  were  process- 
ed. Each  of  the  four  sponsor  programs  was 
granted  full  accreditation  for  four  years. 

3.  Accreditation  as  a sponsor  was  withdrawn 
from  one  program  as  a new  organization  for 
sponsoring  continuing  medical  education  was 
formed  and  the  preceding  sponsor  organiza- 
tion was  dissolved. 

Accreditation  Fee  Schedule 

The  annual  cost  to  the  Nebraska  Medical  Association 
for  conducting  the  accreditation  activity  of  sponsors  of 
intrastate  continuing  medical  education  was  computed  to 
be  $6,600.00  per  year.  The  total  annual  revenue  derived 
from  charging  the  sponsors  an  accreditation  fee  at  the 
time  of  application  averaged  $900.00  per  year. 

Each  sponsor  institution  of  CME  programs  within  the 
state  is  a hospital  or  has  a hospital  based  support  structure. 
Accordingly,  a revised  fee  schedule  was  developed  based 
on  the  sponsor  organization's  hospital  licensed  bed  re- 
source. There  is  a total  of  4522  beds  among  the  14 
sponsors  of  CME.  The  dollar  cost  per  hospital  bed  for  CME 
accreditation  activity  was  calculated  to  be  $1.46  for  the 
past  fiscal  year.  Each  sponsoring  institution  is  being 
notified  of  the  basis  for  the  change  in  the  CME  accredita- 
tion fee  schedule  and  of  the  submission  of  an  annual  CME 
accreditation  statement  based  on  the  respective  hospital(s) 
number  of  licensed  beds. 

Subcommittees 

Nebraska  Physician  Manpower  Distribution  - A survey 
instrument  is  currently  being  developed  to  determine  why 
Nebraska  physicians  in  practice  choose  and  leave  prac- 
tice sites.  When  the  final  content  of  the  questionnaire  has 
been  determined  and  the  cost  of  conducting  and  analyz- 
ing the  survey  has  been  determined,  a budget  will  be 
submitted  to  the  NMA  Board  of  Directors  for  their 
consideration  of  approval. 

Medical  Student  Applicant  Pool  Enhancement  - The 
marked  increase  in  medical  student  recruitment  activity  of 
the  state's  two  medical  schools  has  resulted  in  a significant 
increase  in  applications,  thirty-three  percent  more  than 
the  preceding  year.  A similar  trend  has  been  noted  among 
other  medical  schools  within  the  United  States  and  the 
quality  of  applicants  has  not  declined.  Accordingly,  the 
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need  for  the  subcommittee  and  the  NMA  as  a supplemen- 
tal resource  for  aggressive  medical  student  recruitment 
has  diminished  and  the  subcommittee  is  dissolved. 

REPORT  OF  THE  COMMISSION  ON 
PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Lincoln -Chairman;  David  E.  Borg,  M.D.,  Falls  City; 
H.  jeoffrey  Deeths,  M.D.,  Omaha;  Herbert  D.  Feidler,  M.D.,  Norfolk;  Donald  T. 
Clow,  M.D.,  Omaha;  HerE>ert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Lawrence  D. 
Helmick,  M.D.,  Kearney;  Jon  J.  Hinrichs,  M.D.,  Lincoln  John  J.  Hoesing,  M.D., 
Omaha;  Glen  F.  Lau,  M.D.,  Lincoln;  Joseph  M.  Slavas,  M.D.,  Lincoln;  Scott 
Florell,  Omaha. 

In  a joint  meeting  with  the  NMA  Board  of  Directors, 
the  Commission  on  Public  Affairs  heard  a lengthy,  de- 
tailed presentation  by  Ms.  Carla  Brock,  representative  of 
the  Public  Relations  Office  of  the  AMA  in  Chicago 
concerning  the  goals  and  potential  benefits  of  a success- 
ful public  relations  campaign.  Specific  suggestions,  as 
well  as  general  themes,  were  discussed,  and  the  Com- 
mission is  working  with  the  Board  in  an  attempt  to  infuse 
new  ideas  and  energy  into  this  function. 

The  Commission  also  continues  to  seek  input  from 
the  NMA  membership  on  issues  which  they  feel  should 
be  brought  to  the  attention  of  the  public.  A short 
questionnaire  is  being  considered  which  could  both 
determine  issues  that  members  feel  should  be  brought  to 
the  public,  and  positive  information  about  individual 
doctors,  such  as  service  projects,  which  illustrate  com- 
munity involvement  of  the  medical  profession.  With 
more  information  from  the  membership,  the  Commis- 
sion can  assume  an  expanded  role  in  its  effort  to  further 
enhance  the  positive  image  of  medicine  among  all 
segments  of  the  population. 

The  Commission  has  continued  its  regular  responsi- 
bilities including  providing  the  state-wide  press  with  an 
annotated  pre-release  copy  of  the  Nebraska  Medical 
lournal,  and  producing  "Health  Tips"  for  Nebraska  radio 
stations  and  newspapers.  These  short  press  releases, 
discussing  areas  of  general  health  interest,  are  provided 
monthly  and  are  utilized  by  radio  stations  and  newspa- 
pers. The  Commission  also  distributes  taped  health 
messages  from  the  NMA  president.  The  Auxiliary  has 
graciously  volunteered  to  increase  exposure  of  these 
releases  by  personally  contacting  newspapers  and  radio 
stations  in  smaller  communities. 

The  problem  of  defining  an  appropriate  level  for 
funding  for  the  efforts  of  the  Commission  within  NMA 
budget  restraints  is  being  aggressively  confronted  by  the 
Commission,  the  Board  of  Directors,  and  NMA  Presi- 
dent, Dr.  "Skip"  Collicott.  The  obvious  question  to  be 
resolved  is  what  proportion  of  NMA  resources  can 
justifiably  be  assigned  to  the  shaping  of  our  public  image, 
if  we  choose  to  pursue  this  priority  more  actively.  Several 
possibilities  are  currently  being  considered  to  strengthen 
the  public  relations  efforts  of  the  Association. 

REPORT  OF  THE  SCIENTIFIC 
SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Lincoln  - Chairman;  David  L.  Bacon,  M.D.,  Kearney; 
Lawrence  C.  Bausch,  M.D.,  Lincoln;  Douglass  A.  Decker,  Jr.,  M.D.,  Lincoln; 
Robert  J.  Filzgibbons,  M.D.,  Omaha;  Stacey  D.  Goodrich,  M.D.,  Tecumseh. 
Charles  D.  Gregorius,  M.D.,  Lincoln;  William  A.  Shiffermiller,  M.D.,  Omaha; 
Richard  J.  Stitcher,  M.D.,  Lincoln;  VVesIey  G.  Wilhelm,  M.D.,  Omaha;  Todd 
Kendall,  Omaha. 


Several  items  have  been  addressed  by  the  Commit- 
tee since  our  last  report  to  the  House  of  Delegates. 
Foremost  has  been  the  planning  of  the  1991  Annual 
Session. 

While  planning  this  session,  the  Committee  responded 
to  membership  requests  identified  in  the  survey  done  in 
1 990.  A majority  of  respondents  suggested  attendance 
could  be  improved  by  minimizing  time  away  from  the 
office.  Using  this  information,  the  Committee  has  sched- 
uled programming  only  on  Saturday,  with  business  ses- 
sions on  Friday  and  Sunday.  We  believe  this  will  allow 
the  membership  to  attend  the  programs  more  easily  and 
also  encourage  the  membership  to  attend  reference 
committee  meetings  late  Friday  afternoon. 

The  survey  also  showed  the  membership  to  be  equally 
divided  with  respect  to  a preference  for  scientific  or 
socioeconomic  programming.  To  accommodate  the 
preferences  of  both  groups,  the  Committee  has  devel- 
oped a plenary  socio-economic  program  on  Saturday 
morning,  with  several  scientific  programs  scheduled  on 
Saturday  afternoon.  The  Committee  would  like  to  thank 
the  specialty  societies,  voluntary  organizations,  and 
NMA  committees  who  have  cooperated  in  the  develop- 
ment of  the  1991  Annual  Session. 

The  Board  of  Directors  asked  that  the  Scientific 
Sessions  Committee  explore  the  possibility  of  adding  an 
out-state  site  to  the  rotation  of  Annual  Session  schedul- 
ing. The  Committee  reviewed  attendance  figures  from 
Annual  Sessions  held  previously  in  out-state  Nebraska 
locations  and  noted  the  attendance  was  markedly  lower 
than  in  preceding  and  succeeding  years.  When  this 
information  is  reviewed  in  conjunction  with  already 
declining  attendance  figures  for  recent  sessions,  it  is 
likely  that  an  out-state  session  could  result  in  even  lower 
attendance.  In  light  of  these  facts,  the  Committee 
recommends  that  an  out-state  Annual  Session  not  be 
considered  at  this  time. 

The  Committee  is  considering,  based  on  a request 
from  the  Commission  on  Medical  Education,  develop- 
ment of  a process  to  allow  smaller  Nebraska  hospitals  to 
provide  Category  I CME  accredited  programming  through 
a joint  sponsorship  with  the  Committee.  The  Committee 
is  reviewing  a similar  process,  developed  by  the  Texas 
Medical  Association,  to  determine  its  viability  in  Ne- 
braska. Should  the  Committee  decide  such  a program  is 
both  necessary  and  feasible  in  Nebraska,  we  will  inform 
the  House  of  Delegates  in  a future  report. 

The  Committee  requests  members  of  the  House 
encourage  their  constituents  to  attend  the  1 991  Annual 
Session  and  stands  ready  to  take  action  on  any  items  the 
House  may  refer. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Grand  Island  • Chairman;  Joseph  R.  Ellison,  M.D., 
Omaha;  Richard  W.  Hammer,  M.D.,  Lincoln;  Stephen  J.  Lanspa,  M.D.,  Omaha; 
Kurt  W.  Lesh,  M.D.,  YorJc;  Morris  B.  Mellion,  M.D.,  Omaha;  Wesley  G.  Wilhelm, 
M.D.,  Omaha;  Tom  Sachtleben,  Omaha; 

The  Committee  has  not  had  a meeting  since  its  last 
report  to  the  House  of  Delegates.  We  have  been  follow- 
ing the  progress  of  the  health  education  curriculum  on 
which  we  have  reported.  The  State  Board  of  Education 
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has  not  yet  taken  action  to  approve  this  curriculum  for 
distribution  to  the  schools  in  Nebraska,  although  we  have 
been  told  that  this  might  take  place  in  February  or  March. 
The  Legislature  has  heard  testimony  in  support  of  a bill  that 
would  require  such  education  in  our  schools,  and  it 
appears  that  the  Board  is  awaiting  some  decision  there. 
The  Committee  has  been  told  that  the  Board  may  take 
some  action  at  its  meeting  in  April.  If  there  should  be 
something  further  to  report,  we  shall  add  to  this  at  the 
Reference  Committee  hearing. 

We  continue  to  look  forward  to  the  State  Board  of 
Education's  approval  of  the  curriculum  for  health  educa- 
tion, so  that  the  committees  of  the  NMA  and  the  Auxiliary 
may  then  proceed  with  their  assistance  in  encouraging  its 
integration  in  our  schools. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Lincoln  - Chairman; 

Kenton  L.  Shaffer,  M.D.,  Kearney  - Vice-Chairman. 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

George  M.  Adam,  M.D.,  Hastings;  Craig  A.  Bassett,  M.D.,  Omaha;  Ernest 
K.  Bussinger,  M.D.,  Scotlsbluff;  James  H.  Elston,  M.D.,  Omaha;  L.  Palmer 
Johnson,  M.D.,  Lincoln;  Charles  W.  Marlowe,  M.D,  Omaha;  Cary  D.  Milius, 
M.D.,  Lincoln;  G.  William  Orr,  M.D.,  Omaha;  Richard  P.  Perkins,  M.D., 
Omaha;  Carl  V.  Smith,  M.D.,  Omaha. 

SECTION  ON  PERINATAL  MORTALITY 

Clarence  Davis,  Jr.,  M.D.,  Osceola;  Jaime  L.  Frias,  M.D.,  Omaha;  Kenneth 
M.  Johnson,  M.D.,  McCook;  Robert  M.  Nelson,  M.D.,  Omaha;  James  M. 
Plate,  M.D.,  Kimball;  Gregg  F.  Wright,  M.D.,  Lincoln;  Kerrie  Allen,  Omaha. 

The  Ad-Hoc  Committee  on  Maternal  and  Child  Health 
met  on  March  21,  1991,  at  the  NMA  Headquarters 
Office,  Lincoln,  Nebraska  with  the  following  invited 
guests  from  the  Health  Department;  Bruce  Rowe,  Bu- 
reau Director,  Sue  Medinger,  Acting  Director  of  Mater- 
nal and  Child  Health  and  the  newly-appointed  director 
of  MCH,  David  Schor,  M.D. 

Doctor  Gregg  Wright  introduced  Doctor  David  Schor 
as  the  new  Director  of  Maternal  and  Child  Health  whos^ 
duties  are  to  begin  this  summer.  Three  issues  addressed 
by  Doctor  Wright  in  his  reporting  included  the  Legisla- 
tive Bill  184,  the  SPRANS  program  and  the  Title  V 
Maternal  and  Child  Health  Block  Grant  program. 

1.  Legislative  Bill  184  would  have  made  death  and 
birth  certificates  public  information.  He  stated  that  the 
press  introduced  this  bill  but  would  have  liked  not  to 
have  it  heard  following  an  Attorney  General's  opinion 
which  mandated  disclosure  upon  request.  He  further 
stated  that  the  bill  has  been  killed  but  that  an  amendment 
to  the  bill  is  still  in  existence  which  would  strengthen  the 
statute  and  return  these  records  to  non-public  informa- 
tion. However,  in  order  to  be  up-front  with  the  public, 
his  office  is  considering  a press  release  to  indicate  the 
records  are  open  to  the  public  rather  than  having  the 
press  only  passively  aware  of  this  fact.  The  Committee 
suggested  that  a bill  be  introduced  at  the  next  legislative 
session  dealing  with  birth  and  death  certificates.  The 
Committee  following  discussion  by  Doctor  Shaffer  will 
ask  the  Commission  on  Legislation  and  Governmental 
Affairs  to  prepare  a bill  for  the  upcoming  session.  The 
Committee  also  asked  Doctor  Wright  to  forward  a copy 


of  the  amendment  to  the  NMA  office  to  be  distributed  to 
this  Committee  and  the  Commission  on  Legislation  and 
Governmental  Affairs.  Doctor  Davis  stated  the  Ne- 
braska Academy  of  Family  Physicians  would  lend  its 
legislative  support  to  this  topic.  ACTION:  A motion  was 
made,  seconded  and  carried  to  promote  the  confidenti- 
ality of  the  death  and  birth  certificate  and  to  forward  this 
message  to  the  Commission  on  Legislation  and  Govern- 
mental Affairs  as  well  as  a formal  letter  from  this  Commit- 
tee to  Doctor  Wright  as  the  Director  of  the  Department 
of  Health  with  its  support. 

2.  The  SPRANS  (Special  Project  of  Regional  and 
National  Significance)  has  concluded  comprehensive 
MCH  needs  assessment.  It  is  currently  in  the  process  of 
studying  MCH  service  delivery  in  the  Omaha/Douglas 
County  area.  A special  consultant  to  the  Department  of 
Health  is  in  the  process  of  reporting  her  findings  to  the 
Nebraska  Department  of  Health.  Since  the  information 
is  not  available  at  this  time,  the  report  is  tabled  until  the 
following  meeting.  ACTION:  tabled. 

3.  Doctor  Wright  discussed  the  Title  V Maternal  and 
Child  Health  Block  Grant  Program  which  allows  for  new 
programs  aimed  at  a reduction  in  infant  mortality  among 
only  native  Americans  and  African  Americans. 

Following  a resolution  of  the  House  during  the  1 990 
Annual  Session  directing  the  NMA  to  work  with  the 
Department  of  Health  in  developing  a screening  process 
to  evaluate  the  degree  of  illicit  drug  problems  related  to 
infant  morbidity  and  mortality.  Doctor  Robert  Nelson 
outlined  a screening  program  that  could  be  established 
for  the  State  of  Nebraska.  He  suggested  that  it  would 
require  800  anonymous  samples  from  deliveries  to  de- 
termine the  prevalence  of  drug  use  in  Nebraska.  The 
groups  of  drugs  which  would  be  screened  would  in- 
clude, amphetamines,  barbiturates,  cocaine, 
benzodiazapan,  methadone,  methaqualone,  opiates, 
PCP,  alcohol  and  smoking  data.  He  stated  that  this 
testing  could  be  done  at  a cost  of  approximately  $20  per 
sample  and  would  be  a joint  project  of  Creighton  Univer- 
sity and  the  University  of  Nebraska  Medical  Center. 
Various  methods  regarding  the  funding  of  this  project 
were  discussed  including  a possible  legislative  bill  asking 
for  appropriations  for  this  project.  ACTION:  The  Com- 
mittee moved,  seconded  and  carried  a motion  to  have 
Doctor  Nelson  and  the  Universities  provide  a specific, 
detailed  proposal  at  the  next  meeting. 

Doctor  Shaffer  discussed  problems  that  were  occur- 
ring between  primary  care  physicians  and  the  WIC 
program.  It  is  apparent  that  Nebraska  will  be  receiving 
less  federal  funding  in  the  future  for  this  program.  As  a 
result,  the  program  is  requesting  lengthy  written  reports 
from  the  physicians  in  order  to  determine  which  patients 
are  most  in  need  of  nutritional  support.  The  physicians 
have  complained  that  the  paper  work  is  excessive  and 
Doctor  Wright  has  agreed  to  meet  with  the  NMA,  the 
Nebraska  Chapter  of  Pediatrics  and  the  Nebraska  Chap- 
ter of  Family  Physicians  to  aid  in  development  of  criteria 
for  eligibility  to  the  WIC  program.  ACTION:  A motion 
was  made,  seconded  and  carried  that  Doctor  Shaffer  of 
the  Nebraska  Medical  Association  will  attend  a meeting 
sponsored  by  Doctor  Wright  regarding  the  WIC  pro- 
gram. 

Regarding  a review  of  birth  and  death  certificates  by 
the  Committee,  Doctor  Wright  agreed  that  the  Depart- 
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merit  of  Health  can  work  with  the  NMA  within  the  laws 
of  the  state  in  a review  process  to  support  physician 
education.  In  order  to  conduct  these  reviews  in  the  most 
efficient  manner,  the  Committee  will  be  divided  into  the 
Section  on  Maternal  Mortality  Review  and  the  Section 
on  Infant  Mortality  Review.  Doctors  Smith  and  Orrwere 
designated  to  co-chair  the  maternal  review  and  Doctor 
Shaffer  to  chair  the  infant  review.  The  maternal  review 
will  include  maternal  death  following  a specified  period 
of  time  as  well  as  review  of  stillborn  deaths  and  maternal 
death  following  abortion  of  a specified  time.  ACTION: 
A motion  was  made,  seconded  and  carried  that  the  NMA 
legal  counsel  and  the  legal  counsel  for  the  Department 
of  Health  meet  to  determine  the  most  efficient  way  to 
receive  information  from  birth  and  death  certificates  as 
well  as  medical  records  of  physicians  and  hospital  records. 
ACTION:  A motion  was  made,  seconded  and  carried 
that  all  information  reviewed  by  the  Committee:  1)  will 
be  shared  with  Doctor  Wright  and  the  Department  of 
Health,  2)  can  be  published  for  educational  review  in  the 
Nebraska  Medical  lournal  and  3)  could  be  used  as 
educational  material  for  organizations  such  as  AACOG, 
AAP,  and  AAFP.  ACTION:  A motion  was  made,  sec- 
onded and  carried  to  hold  a meeting  of  the  two  subcom- 
mittees on  the  morning  of  Friday,  April  26,  prior  to  the 
NMA  Annual  Session. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Christopher  C.  Caudill,  M.D.,  Lincoln  • Chairman;  Judith  A.  Butler,  M.D., 
Superior;  Dale  W.  Ebers,  M.D.,  Lincoln;  Stacey  Goodrich,  M.D.,  Tecumseh; 
Roger  A.  Jacobs,  M.D.,  Seward;  Kenneth  M.  Johnson,  M.D.,  McCook;  Ronald 
Klutman,  M.D.,  Columbus;  Dale  E.  Michels,  M.D.,  Lincoln;  Michael  R.  Nabity, 
M.D.,  Omaha;  Harold  M.  Nordlund,  M.D.,  York;  Samuel  H.  Perry,  II,  M.D., 
No.  Platte;  Harlan  C.  Shriner,  jr.,  M.D.,  Lincoln;  Eugene  A.  Wallke,  M.D., 
Omaha;  Wayne  K.  Weston,  M.D.,  Lexington;  Todd  Bush,  Omaha. 

Your  Medicaid  Ad-Hoc  Committee  met  once  since 
the  fall  session.  Included  in  the  meeting  were  represen- 
tatives of  the  Department  of  Social  Services.  Various 
aspects  of  the  Medicaid  Program  were  discussed  and 
alternatives  for  providing  further  information  about  Med- 
icaid services  and  the  program  itself  for  members  of  the 
Nebraska  Medical  Association  were  considered.  It  was 
decided  to  utilize  the  "pink  sheet"  to  provide  pertinent 
brief  pieces  of  information  on  a timely  basis  to  expand 
the  data  base  of  the  members  of  the  Nebraska  Medical 
Association  about  the  Medicaid  program.  Your  chair- 
man provided  testimony  on  March  1 2,  1 991  before  the 
Nebraska  Legislature's  Appropriations  Committee.  A 
copy  of  that  presentation  is  included  in  this  report.  At 
this  point  in  time,  despite  a change  in  the  administration 
of  the  Department  of  Social  Services,  there  appears  to  be 
an  ongoing  positive  relationship  which  was  emphasized 
during  the  presentation  before  the  Appropriations  Com- 
mittee. A very  positive  response  was  received  from  that 
presentation,  and  it  is  hoped  that  the  provider  compo- 
nent of  Medicaid  funding  will  continue  to  increase  in 
order  to  encourage  broader  participation  among  physi- 
cians and  further  ease  the  problems  with  access  for 
Medicaid  patients.  Your  committee  continues  to  moni- 
tor this  and  will  have  a more  formal  report  for  the  Fall 
Session. 

MEDICAID  APPROPRIATION: 
Testimony  by  Christopher  C.  Caudill,  M.D. 

Chairman  Moore,  Members  of  the  Committee, 
my  name  is  Chris  Caudill.  I am  a physician  who 


practices  in  Lincoln  and  am  chairman  of  the  Ad- 
Hoc  Committee  on  Medicaid  Services  for  the 
Nebraska  Medical  Association.  I am  appearing 
here  today  in  support  of  the  Department  of  Social 
Services'  budget  request  for  Medicaid  funding. 

I know  that  other  witnesses  will  touch  upon 
their  aspects  of  the  budget,  so  I will  focus  my 
comments  on  that  portion  relating  to  physician 
services.  Committee  members  will  recall  that  two 
years  ago,  the  Legislature  voted  to  increase  the 
state  appropriation  for  physician  services,  which 
had  not  been  adjusted  for  several  years.  This 
increase  was  necessary,  because  previously  Med- 
icaid payment  would  not  even  cover  physician's 
out-of-pocket  costs  when  serving  Medicaid  pa- 
tients: The  increase  enabled  physicians  to  get 
closer  to  this  breakeven  point.  Equally  important, 
the  increase  permitted  the  Department  of  Social 
Services  to  implement  a new  fee  schedule,  which 
decreased  administrative  costs  and  simplified  the 
process  of  reimbursement  for  primary-care  physi- 
cians and  obstetricians  across  the  state. 

These  changes  have  had  a very  positive  effect 
on  the  delivery  of  medical  services  to  Medicaid 
recipients.  The  improved  reimbursement  for  ob- 
stetrics and  primary  care  has  encouraged  physi- 
cians to  accept  and  to  continue  to  care  for  Med- 
icaid patients.  You  may  have  seen  the  articles  in 
local  newspapers  recently,  concerning  Lincoln's 
new  system  for  improving  access  to  medical  ser- 
vices under  Medicaid.  The  fact  that  94  percent  of 
the  physicians  have  agreed  to  participate  in  the 
referral  system  is,  in  part,  a result  of  the  improved 
reimbursement  in  the  primary-care  area.  I know 
that  the  changes  made  two  years  ago  have  had  a 
similarly  positive  effect  in  other  parts  of  the  state. 

The  proposed  budget  for  the  next  two  fiscal 
years  includes  needed  increases  in  the  medical 
services  component.  It  is  our  understanding  that 
the  proposed  budget  would  increase  the  level  of 
reimbursement  under  the  fee  schedule  between 
four  and  five  percent  in  each  of  the  next  two  years. 
Such  an  increase  is  necessary  to  enable  the  physi- 
cian providers  to  continue  to  meet  their  out-of- 
pocket  costs  in  providing  Medicaid  services.  Be- 
cause Medicaid  reimbursement  would  still  be 
below  other  forms  of  reimbursement,  this  would 
still  not  result  in  any  additional  fee  or  profit  income 
for  most  physicians. 

Nebraska  physicians  recognize  that  they  have 
a responsibility  to  provide  adequate  access  to 
appropriate  medical  care  for  Medicaid  recipients 
and  that  we  all  must  do  our  fair  share  in  providing 
such  services.  I wish  to  commend  the  Department 
of  Social  Services  for  the  leadership  which  it  has 
provided  and  urge  this  Committee  to  continue  its 
support  of  the  Medicaid  program  by  approving 
the  proposed  budget. 

Thank  you. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap,  M.D.,  Norfolk  - Chairman;  David  L.  Bacon,  M.D., 
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Kearney;  Warren  C.  Bosley,  M.D.,  Grand  Island;  George  W.  Orr,  M.D., 
Omaha;  Dwatne  J.  Peetz,  M.D.,  Neligh;  Richard  M.  Pitsch,  )r.,  M.D.,  Lincoln, 
Herbert  E.  Reese,  M.D.,  Lincoln;  Blaine  Y.  Roffman,  M.D.,  Omaha;  Ed  Kris, 
Omaha. 

Your  committee  has  had  one  meeting  since  the  last 
meeting  of  the  House  of  Delegates. 

A statistical  report  has  been  received  from  the  St.  Paul 
Company  indicating  a continuation  of  the  trends  which 
we  have  previously  reported  to  you.  Specifically,  there 
is  a continuing  decreasing  frequency  of  claims  and  an 
increasing  severity  of  the  cost  of  these  claims.  There  is 
no  change  in  the  premium  rate  anticipated  for  1991. 

The  report  from  the  insurance  commissioner's  office 
continues  to  be  favorable.  The  excess  liability  fund  is 
growing  and  the  surcharge  has  again  been  reduced.  The 
rate  for  1 991  will  be  35%  of  the  premium  on  your  base 
insurance  coverage. 

LB  594  has  been  considered  by  your  committee.  The 
legislation  as  introduced  proposed  raising  the  cap  on 
professional  liability  to  $2  million.  The  present  $1  million 
cap  was  initiated  in  1 985,  with  a $500,000  cap  created 
at  the  inception  of  the  Nebraska  Hospital  Medical  stat- 
ute in  1976.  After  considerable  discussion  with  Senator 
Chizek,  Chairman  of  the  Judiciary  Committee,  the  De- 
partment of  Insurance,  and  insurance  companies,  a 
compromise  has  been  achieved  which  will  allow  an 
increase  in  the  cap  to  $1 .25  million.  It  is  anticipated  that 
the  bill  will  be  amended  to  that  amount  before  leaving 
the  Judiciary  Committee  forfull  legislative  consideration. 
No  action  has  been  taken  on  LB  594  by  the  Judiciary 
Committee  at  the  time  of  the  writing  of  this  report. 

REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

Kirk  B.  Muffly,  M.D.,  Omaha  - Chairman;  J.  D.  Akerson,  M.D.,  Sidney; 
Krynn  K.  Buckley,  M.D.,  Lincoln;  Susanne  Eilts,  M.D.,  Omaha;  james  A. 
Fosnaugh,  M.D.,  Lincoln;  L.  D.  Helmick,  M.D.,  Kearney;  Jeffrey  llkin,  M.D., 
Omaha;  Verlin  K.  janzen,  M.D.,  Nebraska  City;  Tamara  R.  Johnson,  M.D., 
Cambridge;  Robert  Langdon,  Jr.,  M.D.,  Omaha;  Michael  J.  McGahan,  M.D., 
West  Point;  Kevin  Nohner,  M.D.,  Omaha;  Timothy  O'Holleran,  M.D.,  No. 
Platte;  Roselyn  Remington,  M.D.,  Schuyler;  Glenn  A.  Bidder,  M.D.,  Randolph; 
Jerry  K.  Seiler,  M.D.,  Hastings;  Kay  M.  Shilling,  M.D.,  Omaha;  Mike  Sullivan, 
M.D.,  Aurora;  Jeff  Susman,  M.D.,  Omaha;  Keith  Vrbicky,  M.D.,  Norfolk; 
Mohammed  K.  Zahra,  M.D.,  Norfolk. 

The  Ad-Hoc  Committee  on  Young  Physicians  met  on 
December  7,  1990,  and  again  on  March  7,  1991. 

On  December  7,  the  committee  decided  to  place  the 
name  of  Tamara  Johnson  before  the  Nominating  Com- 
mittee for  the  Alternate  Delegate  position  to  the  Young 
Physicians  Section  of  the  AMA. 

Also,  during  that  meeting,  plans  were  furthered  on  a 
luncheon  meeting  to  be  sponsored  by  the  Ad-Hoc 
Committee  on  Young  Physicians  at  the  Annual  Session 
of  the  AMA.  The  luncheon  program  is  to  be  on  physi- 
cians office  laboratories  including  regulations,  quality 
control,  systems  selection  and  other  related  topics.  The 
program  is  to  be  presented  by  Dr.  Verlin  Janzen,  Dr. 
Donald  Dynek  and  Dr.  Darroll  Loschen.  Funding  for  this 
luncheon  has  been  obtained  from  grants  from  several  of 
the  manufacturers  of  office  equipment  for  laboratories, 
namely  Eastman  Kodak,  Abbott,  and  DuPont. 

At  our  last  meeting,  the  suggestion  was  made  and 
plans  initiated  to  ask  Senator  Bob  Kerrey  to  speak  at  a 
similar  luncheon  program  at  the  Interim  Session  of  the 


Nebraska  Medical  Association  in  the  Fall.  It  was  felt  that 
Senator  Kerrey's  Flealth  America  Plan  would  be  more 
fully  developed  by  that  time  and  [lerhaps  we  could  get 
him  to  update  the  constituency  on  his  thoughts  at  that 
time.  Further  plans  on  this  meeting  would  be  discussed 
at  our  next  committee  meeting  in  May  of  this  year. 
Hopefully,  we  will  have  a report  from  the  Planning 
Committee  on  Senator  Kerrey's  plan  at  this  time. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merlon  A.  Quaife,  M.D.,  Omaha  • Chairman;  Prentiss  M.  De liman,  M.D., 
Lincoln;  Allen  D.  Dvorak,  M.D.,  Omaha;  Rodrigo  Gomez-Cordero,  M.D., 
Spencer;  Dennis  D.  Hatch,  M.D.,  Superior;  David  J.  Hoelting,  M.D.,  Pender; 
Ernest  0.  Jones,  Ph.D.,  Omaha;  Marlin  R.  Lohff,  M.D.,  Omaha;  W.  E.  Lundak, 
M.D.,  Lincoln;  David  C.  McMaster,  M.D.,  Auburn;  William  H.  Northwall, 
M.D.,  Kearney. 

The  Ad-Hoc  Committee  on  Low  Level  Radioactive 
Waste  Disposal  has  continued  to  monitor  the  evolution 
of  the  licensing  process  for  the  facility  to  be  constructed 
and  operated  by  U.S.  Ecology  near  Butte,  Nebraska.  As 
the  host  state  within  the  Central  Interstate  Compact,  the 
programmed  process  of  complying  with  federal  and 
state  law  continues,  with  review  of  the  license  applica- 
tion by  the  State  of  Nebraska  Departments  of  Environ- 
mental Control  and  Health. 

The  Nebraska  Medical  Association  has  maintained  a 
vital  interest  in  matters  of  health  and  safety  for  citizens  of 
our  state  and  region.  Its  ad-hoc  committee  chartered  for 
this  area  of  interest  continues  to  evaluate  health  implica- 
tions which  might  be  related  to  the  process  of  imple- 
menting legislation  requiring  regional  management  of 
low  level  radioactive  wastes.  The  committee  applauds 
the  resolution  of  the  Houseof  Delegates,  at  the  1 990  Fall 
Session,  to  invite  Dr.  Gregg  Wright,  Director  of  the  State 
Department  of  Health,  to  address  the  NMA  spring 
sessions  of  the  House  on  this  area  of  vital  interest,  and  to 
provide  a progress  report  on  the  licensing  review  pro- 
cess. 

The  conduct  of  committee  activities  since  our  last 
report  has  been  primarily  that  of  surveillance  of  the 
licensing  process  as  well  as  actions  in  the  political  arena 
which  might  influence  the  orderly  progression  of  actions 
to  meet  the  milestones  directed  by  law.  Information  on 
the  application  and  its  technical  review  currently  avail- 
able has  been  exchanged  with  the  committee  member- 
ship with  opportunity  for  feedback  and  agenda  initia- 
tion. Other  related  information  on  the  general  subject  of 
low  level  radioactive  waste  has  been  reviewed  when 
relevant  to  our  deliberations. 

The  American  Medical  Association  within  the  past 
few  months  has  released  a bulletin  on  low  level  radioac- 
tive wastes.  While  it  reiterates  some  of  the  information 
developed  by  the  NMA  committee,  including  the  educa- 
tional seminar  at  the  1 990  Annual  Sessions,  certain  of  its 
points  appear  worthy  of  repeating.  1)  Twenty-five  to 
thirty  percent  of  all  low  level  radioactive  waste  produced 
in  the  United  States  is  related  to  medical  applications  of 
radioactive  materials.  2)  In  the  order  of  120  million 
nuclear  medicine  consultative  procedures  contribute 
annually  to  the  production  of  the  low  level  radioactive 
waste  stream.  3)  Research  is  a significant  contributor  to 
low  level  radioactive  waste  production.  Radionuclides 
are  used  in  the  development  and  evaluation  of  the  vast 
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majority  (90%)  of  new  pharmaceuticals.  The  AMA 
asserts  that  upon  careful  analysis  of  the  "radioactive 
waste  disposal  problem",  that  this  issue  is  primarily  a 
political  rather  than  a public  health  problem.  This  fact 
more  than  any  other  has  resulted  in  slowing  of  the 
progress  toward  a definitive  solution  mandated  by  law. 

Physicians  individually  and  collectively  must  con- 
tinue to  participate  as  key  resources  in  the  educational 
process  for  patients  and  the  public  at  large.  We  should 
highlight  the  beneficial  uses  of  radioactive  materials  in 
medicine  particularly  as  well  as  our  society  generally,  in 
addition  to  responding  to  concerns  about  health  effects. 
Ultimately,  we  must  persuade  our  patients,  the  public, 
and  particularly  the  media  that  benefits  accruing  from 
radioactive  materials  and  radiation  must  be  recognized 
along  with  appropriate  consideration  of  biological  ef- 
fects. This  is  necessary  to  create  perspective  required  for 
decision  making  in  the  proper  disposal  management 
solution. 

Your  committee  stands  ready  to  assist  the  member- 
ship of  the  Nebraska  Medical  Association  in  this  educa- 
tional endeavor.  Our  Association's  policy  statement  on 
this  issue  provides  an  appropriate  fulcrum  for  our  effort 
in  support  of  rational  decision  making  with  attention  to 
relevant  health  and  safety  aspects  of  low  level  radioac- 
tive waste  disposal.  We  continue  to  solicit  your  input 
into  the  process. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
RE:  MEDICARE 

Robert  F.  Shapiro,  M.D.,  Lincoln  - Chairman;  Alvin  A.  Armstrong,  M.D., 
Scottsbiuff;  Richard  A.  Blatny,  M.D.,  Fairbury;  Robert  D.  Harry,  M.D.,  Lexing- 
ton; Loren  H.  jacobsen,  M.D.,  Broken  Bow;  Alan  W.  Langvardt,  M.D., 
Beatrice;  Thomas  0.  Martin,  M.D.,  Ord;  Donald  |.  Pavelka,  M.D.,  Omaha; 
Dwaine  J.  Peelz,  M.D.,  Neligh;  Eric  W.  Pierson,  M.D.,  Lincoln;  Richard  M. 
Pitsch,  Sr.,  M.D.,  Seward;  Richard  A.  Raymond,  M.D.,  Omaha;  Richard  B. 
Svehia,  M.D.,  Omaha;  Hiram  R.  Walker,  M.D.,  Kearney;  Milton  C.  Zadina, 
M.D.,  Columbus;  Tom  Mallissee,  Omaha. 

The  Ad-Hoc  Committee  Re:  Medicare  was  a reason- 
ably busy  committee  during  the  1990-91  term.  Two 
official  meetings  were  held.  There  were  numerous 
telephone  calls  to  Blue  Cross/Blue  Shield  of  Kansas  and 
Nebraska  and  numerous  letters  were-received  and  evalu- 
ated by  the  committee. 

Many  items  were  informational  and  some  were  sub- 
stantive. 

We  held  our  first  meeting  on  October  23,  1990, 
where  we  met  with  representatives  of  Blue  Cross/Blue 
Shield  of  Kansas  and  Nebraska.  At  that  meeting,  items 
discussed  were  how  to  query  Blue  Cross/Blue  Shield 
about  your  personal  performance  profile,  the  HCFA 
regulations  regarding  nursing  home  patients  were  dis- 
cussed and  there  was  an  update  on  Nebraska's  single 
locale  effort.  It  was  noted  that  Oklahoma  is  making  a 
similar  attempt  at  classification. 

Doctor  Houston  from  Franklin  attended  our  meeting 
and  discussed  the  effect  of  the  GPCIs  on  a medical 
practice.  His  contention  supported  by  voluminous 
documentation  was  that  the  GPCIs  discriminated  against 
a rural  practice.  The  committee  decided  to  send  a letter 
of  comment  but  also  to  re-evaluate  when  the  RBRVS 
system  was  in  place.  A copy  of  the  letter  is  attached  to 
this  report. 


The  committee  met  again  on  March  6,  1991,  and 
again,  members  of  Blue  Cross/Blue  Shield  of  Kansas  and 
Nebraska  were  in  attendance.  The  new  medical  director 
for  Kansas  Blue  Cross/Blue  Shield,  Doctor  Joe  Liker,  an 
internist  and  also  an  attorney,  was  introduced. 

Information  was  provided  on  screening 
mammography,  a new  service  to  be  paid  for  by  Medi- 
care. Problem  with  payment  was  indicated  because  the 
radiologists  do  not  have  their  service  provider  numbers 
at  this  time. 

It  was  noted  that  the  number  of  participating  physi- 
cians has  increased  by  several  percentage  points  over 
last  year.  There  was  a discussion  of  the  new  limiting 
charges.  Many  doctors  have  observed  decreased  pay- 
ments even  though  in  the  rural  area  evaluation  and 
management  services  can  be  billed  at  1 40%  of  the  non- 
participating prevailing.  This  decrease  is  due  to  the  fact 
that  the  non-participating  prevailings  were  reduced  by 
6.5%  and  the  percentage  over  that  level  which  you  can 
charge  is  not  1 40%  but  1 40%  or  the  difference  percent- 
age between  the  previous  prevailing  and  your  MAAC, 
whichever  percentage  is  less.  It  was  noted  that  with  the 
RBRVS  that  there  would  be  no  specialty  differential. 

It  was  noted  that  Nebraska  is  proceeding  under  the 
assumption  that  Nebraska  will  become  a single  tier  state 
for  physician  reimbursement  in  1992.  It  was  further 
noted  that  there  was  a new  "re-bundling"  initiative  that 
involved  specified  CPT  codes. 

There  was  discussion  of  the  dis-incentive  for  the 
practitioner  to  set  up  a new  practice  in  an  underserved 
area  because  of  the  50th  percentile  limitation  on  charges 
for  new  practitioners.  These  limitations  don't  apply  if 
you  join  an  established  group. 

There  was  a discussion  of  Medigap  policy  noting  that 
Blue  Cross/Blue  Shield  is  supposed  to  pay  the  20%  co- 
insurance  if  Medicare  pays  the  bill.  There  had  been  a 
complaint  from  a doctor  who  said  claims  being  honored 
by  Medicare  were  being  denied  by  Medigap.  Blue 
Cross/Blue  Shield  of  Omaha  acknowledged  that  they 
had  been  in  error  in  this  regard  and  indicated  that  they 
had  corrected  the  problem. 

Numerous  letters  from  physicians  have  related  to  the 
limiting  charge  and  Blue  Cross/Blue  Shield  had  indicated 
personal  contact  with  the  involved  physicians  since  we 
had  provided  them  with  background  on  the  specific 
problems. 

There  had  been  a question  by  an  orthopedic  physi- 
cian about  the  labelling  of  hip  fractures  as  elective 
procedures  for  purposes  of  requiring  the  patient  to  be 
informed  about  certain  charges.  We  were  informed  by 
Blue  Cross/Blue  Shield  of  Kansas  that  in  the  future  ail 
fractures  will  be  considered  emergency  admissions. 

The  question  was  raised  by  Doctor  Collicott  about 
internal  quality  control  for  Blue  Cross/Blue  Shield's 
development  of  our  profile.  We  were  assured  that  the 
error  rate  is  less  than  1%.  Blue  Cross/Blue  Shield  of 
Kansas  has  agreed  to  give  this  committee  an  overview 
presentation  on  how  their  internal  quality  control  mecha- 
nisms operate  for  purposes  of  determining  accuracy  of 
the  information  provided  to  us. 

This  represents  the  activity  of  the  Ad-Hoc  Commit- 
tee Re:  Medicare. 
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November  1,  1 990 

Health  Care  Financing  Administration 
Department  of  Health  and  Human  Services 
Attention:  BPD-699-NC 
P.O.  Box  26676 
Baltimore,  Maryland  21207 

Dear  Sirs: 

Because  of  the  tentative  language  in  the  Tuesday, 
September  4,  1990,  Federal  Register  relating  to  the 
Medicare  Program;  Model  Fee  Schedule  for  Physicians 
Services;  Notice,  it  is  difficult  to  formulate  precise  and 
specific  commentary.  However,  based  on  the  concepts 
presented,  the  Nebraska  Medical  Association,  repre- 
senting 1 700  Nebraska  physicians,  would  like  to  express 
its  concern  about  the  formulae  used  in  computation  of 
the  geographic  practice  cost  indices  (CPCI)  as  they  are 
to  be  incorporated  into  the  resource-based  relative 
value  scale  (RBRVS). 

When  patient  volume  is  used  as  one  of  the  determi- 
nant factors  in  the  computation  of  the  "work"  compo- 
nent of  the  RBRVS,  the  rural  states,  such  as  Nebraska, 
and  especially  the  non-urban  portion  of  these  states  are 
adversely  affected.  Physicians  in  shortage  areas  see 
large  numbers  (high  volumes)  of  patients  and  remunera- 
tion has  historically  been  very  low.  Computation  of  the 
work  component  then  results  in  an  adverse  penalizing 
action  when  one  considers  the  same  "amount"  of  "work" 
is  needed  to  provide  a service  anywhere  in  the  country. 
As  an  example,  a gallbladder  operation  in  the  urban 
setting  requires  no  more  "work"  than  one  performed  in 
Nebraska.  Whereas  overhead  and  malpractice  may  be 
legitimate  variables,  work  is  not.  If  it  is  necessary  to  make 
such  an  adjustment  to  reflect  cost  of  living,  it  should  be 
so  labelled.  The  work  component  as  presented  is 
offensive  to  physicians,  adds  nothing  to  the  overall 
function  of  the  RBRVS  and  should  be  eliminated. 

In  addition,  the  reimbursement  restrictions,  more 
specifically,  the  reductions  in  reimbursement  for  a new 
physician  entering  practice  unless  he/she  joins  an  exist- 
ing group  are  a tremendous  deterrent  to  having  well 
trained  physicians  initiate  practices  in  rural  settings  which 
in  many  cases  are  underserved.  The  reimbursement  for 
new  practitioners  entering  practice  outside  an  estab- 
lished clinic  should  be  equivalent  to  reimbursement  for 
physicians  joining  established  groups. 

Please  consider  our  concerns  in  your  deliberations 
regarding  this  document. 

Sincerely, 

Paul  E.  Collicott,  M.D. 

President 

Robert  F.  Shapiro,  M.D, 

Chairman,  NMA  Ad-Hoc  Committee 
Re:  Medicare 

PEC:km 


REPORT  OF  THE  NMA 
PRO  OVERVIEW  COMMITTEE 
RE:  NMA  PRO  GRIEVANCE  COMMITTEE 

NMA  PRO  OVERVIEW  COMMITTEE 

Cordon  ).  Hrnicek,  M.D.,  Grand  Island  • Chairman;  David  Bacon,  M.D., 
Kearney;  A.  H.  Bergman,  M.D.,  FremonI;  Tim  Biga,  M.D.,  Norfolk;  Dennis  M. 
Connolly,  M.D.,  Lincoln;  Doak  C.  Doollllle,  M.D.,  Holdrege;  Glen  A.  Forney, 
M.D.,  Scotlsbiuff;  C.  T.  Frerichs,  M.D.,  Beatrice;  Richard  Jackson,  M.D., 
Pawnee  City;  M.  jack  Mathews,  M.D.,  Lincoln;  j.  T.  McCreer,  M.D.,  Lincoln; 
Frederick  F.  Faustian,  M.D.,  Omaha;  John  C.  Sage,  M.D.,  Omaha. 

NMA  PRO  GRIEVANCE  COMMITTEE 

M.  Jack  Mathews,  M.D.,  Lincoln  - Chairman;  Timothy  J.  Biga,  M.D., 
Norfolk;  C.T.  Frerichs,  M.D.,  Beatrice;  Cordon  J.  Hrnicek,  M.D.,  Grand 
Island;  John  C.  Sage,  M.D.,  Omaha. 

Since  the  fall  NMA  Delegates  meeting,  members  of 
the  PRO  Overview  Committee  met  with  representatives 
from  Sunderbruch  Corporation.  The  Tail  NMA  House  of 
Delegates  action  on  Resolution  #1  relating  to  PRO 
implementation  ofgenericquality  screens  was  discussed. 
Sunderbruch  Corporation  representatives  included  Mr. 
Ken  Neff,  Mr.  Joe  Connolly,  Dr.  Richard  Eorsman,  Dr. 
Gayle  Peterson,  Dr.  James  Sheehan,  Dr.  Donald  Pavelka, 
and  Mr.  J.  L.  Spray  of  Lincoln.  NMA  legal  counsel,  Mr. 
Charles  Pallesen,  was  present  as  well  as  our  NMA  staff 
and  members  of  the  Committee.  HCEA  quality  screens 
and  guidelines  are  developed  by  HCEA  and  presented  to 
TSCN  to  apply.  TSCN  noted  that  the  screens  sent  by 
HCEA  are  utilized  by  nurse  reviewers,  but  not  the 
medical  reviewers.  TSCN  indicated  that  medical  review 
is  intended  to  prevent  instances  where  generic  screens 
"flag"  a case  where  there  is  no  question  of  lack  of  quality 
care.  The  PRO  Grievance  Committee  understood  that 
the  screens  were  not  developed  locally  and  hence 
changing  the  screens  would  need  to  be  done  at  a 
national  level. 

Resolution  #8  from  the  House  of  Delegates  fall  meet- 
ing was  addressed.  Testimony  from  representatives  of 
the  Department  of  Social  Services  during  committee 
hearings  in  September  of  1990  suggested  that  they  too 
felt  the  letter  was  inappropriate.  Subsequent  to  that  fall 
meeting,  the  Department  of  Social  Services  requested 
the  Sunderbruch  Corporation  to  cease  sending  hospital- 
ization denial  letters  to  the  patient.  As  of  September  22, 
1990,  denial  letters  are  to  be  sent  only  to  the  hospital 
with  a copy  to  the  attending  physician.  The  committee 
has  also  requested  that  any  appeals  process  in  the 
Medicaid  system  be  completed  prior  to  patient  notifica- 
tion. 

The  PRO  Grievance  Committee  and  the  parent  PRO 
Overview  Committee  discussed  the  contents  of  Resolu- 
tion #3  with  TSCN.  No  immediate  change  in  peer  review 
policy  as  it  relates  to  the  anti-hassle  factor  is  anticipated. 
This  does  not  prevent  continued  efforts  in  this  direction. 

Resolution  #7  from  the  Tail  Session  of  the  NMA 
relating  to  custodial  care  for  children  with  an  inadequate 
home  environment  was  addressed  by  the  Reference 
Committee  in  the  Fall  Session  and  noted  by  the  PRO 
Overview  Committee.  Commentary  and  recommenda- 
tions from  representatives  of  the  Department  of  Social 
Services  are  as  follows: 

1)  Optimum  medical  care  of  the  pediatric  age  Med- 
icaid recipient  is  sometimes  compromised  by  the  social 
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situation  into  which  the  child  may  be  placed  following 
receipt  of  medical  services.  The  Department  of  Social 
Services  agreed  that  this  occurs  and  suggests  the  follow- 
ing: 

a)  The  problem  must  be  identified  in  the  medical 
record. 

b)  Discharge  planning  should  be  initiated  at 
the  time  of  patient's  admission. 

c)  There  must  be  identification  of  the  need  for 
protective  services  if  appropriate. 

During  the  PRO  Overview  Committee's  joint  meet- 
ing with  TSCN  representatives  several  issues  were  dis- 
cussed and  recommendations  made. 

There  is  an  attempt  to  match  the  specialty  of  a 
physician  being  reviewed  with  a reviewer  of  the  same 
specialty.  In  instances  of  Severity  Level  II  (5  points)  or 
accumulations  of  Severity  Level  II,  TSCN  will  recom- 
mend medical  education  courses  for  physicians.  Most 
Severity  Level  III  problems  (25  points)  are  referred  to  the 
Comprehensive  Review  Committee.  TSCN  legal  coun- 
sel, Mr.  Spray,  indicated  that  the  Inspector  General  has 
issued  a statement  indicating  that  disclosure  of  PRO 
deliberations/actions  on  particular  cases  upon  the  re- 
quest of  individual  physicians  was  not  appropriate.  He 
also  indicated  that  TSCN  would  not  act  as  a policing 
agent  and  would  provide  what  is  considered  appropriate 
under  the  guidelines  set  out  by  HCFA.  Release  of 
information  about  a specific  patient  should  have  specific 
written  release  from  the  patient,  hospital,  and  physician 
involved.  A copy  of  the  release  suggested  by  NMA  is 
appended  to  this  report. 

Your  PRO  Overview  Committee  is  in  the  process  of 
reviewing  several  grievances  on  individual  cases  at  the 
request  of  physicians  in  Nebraska.  Please  feel  free  to 
make  suggestions  to  the  PRO  Overview  Committee  that 
you  feel  would  improve  our  function  and  effectiveness. 

Respectfully  submitted. 

Jack  Mathews,  M.D. 

Chairman,  PRO  Grievance  Committee 
Subcommittee  of  PRO  Overview  Committee 


MEDICAL  AUTHORIZATION  FOR 
RELEASE  OF  RECORDS 


The  undersigned  authorizes  you  to  release  to  the 
Nebraska  Medical  Association  PRO  Overview  and  Griev- 
ance Committees,  or  its  representatives,  all  records  and 
charts,  including  the  physician's  reports,  and  summaries 
and  x-rays  or  copies  of  any  of  the  same,  with  respect  to 
visits  and  treatments  of  the  undersigned. 

Dated  this day  of  199 . 


Palient's  Signature 


REPORT  OF  THE  COMMITTEE 
ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Lincoln  - Chairman;  Allen  D.  Dvorak,  M.D., 
Omaha;  Charles  L.  Barton,  M.D.,  Lincoln;  Stuart  P.  Embury,  M.D.,  Holdrege; 
Darroll  ).  Loschen,  M.D.,  York;  Dale  E.  Michels,  M.D.,  Lincoln;  Wm.  A. 
Shiffermiller,  M.D.,  Omaha;  John  W.  Smith,  M.D.,  Omaha;  Gregg  F.  Wright, 
M.D.,  Lincoin;  Thomas  F.  Eastman,  M.D.,  Scottsbiuff. 

Introduction 

This  Committee  was  constituted  at  the  April,  1990, 
meeting  of  the  House  of  Delegates  and  had  its  first 
meeting  on  September  29,  1990.  The  Committee  has 
had  a total  of  five  meetings  and  reviewed  an  enormous 
amount  of  material  with  many  prolonged  discussions. 
Members  of  the  Committee  have  been  involved  in 
discussions  with  Governor  Ben  Nelson,  Senator  Robert 
Kerrey,  the  Lincoln  Medical  Center  Association,  Senator 
Don  Wesely's  Health  Care  Legislative  Task  Force,  and 
Oregon's  Health  Decisions  Seminars.  The  members 
have  also  been  involved  in  discussions  with  insurance, 
business  and  hospital  representatives. 

After  the  Board  of  Directors'  August  meeting,  a 
charge  was  given  to  the  Committee  on  Health  Planning. 
The  charge  was  to  develop  a coalition  to  address  Ne- 
braska health  care  issues.  This  was  to  be  a broad-based 
coalition  including  providers  and  consumers.  The  pri- 
mary purposes  of  the  coalition  were  to: 

1 . Promote  a public  awareness  to  the  citizens  of  the 
State  of  Nebraska  that  the  Nebraska  Medical 
Association  is  indeed  an  advocate  for  the  patient. 

2.  Define  the  basic  health  needs  for  the  citizens  of 
the  State  of  Nebraska. 

3.  Develop  a basic  definition  of  the  health  rights  of 
the  individual. 

4.  Define  what  basic  health  care  should  be  and  can 
be  financially  covered,  and  how  this  coverage 
can  be  accomplished. 

5.  Promote  the  development  of  a basic  health  insur- 
ance policy. 

It  was  readily  apparent  at  the  first  meetings  that  this 
Committee  needed  to  develop  an  agenda  for  the  coali- 
tion to  consider  prior  to  developing  the  coalition  itself. 
As  this  agenda  development  was  underway,  however, 
some  early  discussions  also  occurred  regarding  develop- 
ment of  the  coalition.  The  Committee  decided  its  efforts 
would  be  confined  to  the  delivery  and  financing  of  health 
care  policies  and  systems.  The  question  of  the  right  to 
health  care  was  felt  to  be  a societal  problem  that  has  not 
been  resolved. 

The  Committee  looked  at  the  present  federal  and 
state  health  care  system  as  being  precariously  balanced 
on  the  three  legs  of  cost,  access,  and  quality.  Although 
the  United  States  has  the  most  technologically-advanced 
medicine  in  the  world,  there  has  also  been  massive 
inflation  (cost)  and  marked  gaps  in  coverage  (access). 
Governmental  and  third  party  regulatory  influence  has 
also  contributed  to  concerns  regarding  quality  of  care. 
Nebraska  Medical  Association  concerns  regarding  the 
critical  needs  of  America's  health  care  system  were 
reinforced  when  Senator  Kerrey  introduced  his  one- 
payor  system  for  national  health  care. 
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GOALS  AND  OBJECTIVES 


STATEMENT  ON  BASIC  HEALTH  CARE 


The  following  goals  and  objectives  were  set  early  in 
our  deliberation. 

COALS 

1.  Provide  universal  financial  and  geographicac- 
cess  to  care  in  Nebraska. 

2.  Improve  the  cost  effectiveness  of  health  care  in 
Nebraska. 

3.  Maintain  the  high  quality  of  Nebraska  health  care. 

OBJECTIVES 

1 . Make  recommendations  regarding  national  health 
care  policy  development  as  it  relates  to  Nebraska 
citizens. 

2.  Develop  a broad-based  coalition  of  interested 
groups  to  determine  the  grass-roots  values  of 
Nebraskans  regarding  health  care. 

3.  Encourage  development  of  a state  health  policy, 
including  a definition  of  basic  heath  care  and 
basic  health  care  financing. 

4.  Provide  leadership  to  coordinate  existing  health 
care  policy-making  activities. 

5.  Make  recommendations  regarding  the  uninsured 
and  under-insured  in  Nebraska. 

6.  Make  recommendations  regarding  Medicaid  re- 
form in  Nebraska. 

7.  Strengthen  the  physician's  role  as  the  patients' 
advocate. 

8.  Promote  dialogue  between  patients,  physicians, 
and  each  with  the  other. 

9.  Develop  positions  concerning  environmental  and 
public  health  issues. 

These  objectives  led  to  two  major  focuses  for  the 
Committee:  1)  the  development  of  a national  policy 
recommendation,  and  2)  the  development  of  a state- 
wide health  policy. 

BASIC  HEALTH  CARE 

The  Committee  recognized  the  difficulty  in  defining 
"basic  health  care."  Several  models  have  been  reviewed. 
It  is  apparent  that  with  ever-increasing  technology,  more 
variables  are  necessary  in  the  formula  of  determining 
what  is  basic.  Risk,  benefit,  duration  of  benefit,  type  of 
benefit,  costs,  community  values  and  disease  prevention 
are  a fewx)f  these  variables.  The  most  comprehensive, 
prioritized  list  of  health  services  comes  from  Oregon. 
The  development  of  the  Oregon  document  required 
over  20,000  man  hours,  with  many  hearings  and  com- 
munity meetings  to  establish  the  underlying  values. 

It  is  necessary  to  set  priorities  in  health  care  so  long 
as  health  care  demands  exceed  the  capacity  (or  willing- 
ness) to  pay  for  them;  thus,  an  adequate  level  of  care  may 
be  something  less  than  optimal  care.  The  Committee 
recognizes  that  a definition  of  basic  health  care  and 
services  is  not  static  and  requires  societal  input  and 
ongoing  review.  The  Committee  submits  the  following 
statement  on  basic  health  care. 


The  NMA  believes  that  basic  health  care  consists  of 
those  prioritized  medical  services  which  are  necessary 
to  prevent,  diagnose,  and  treat  disease  and  injury  and 
which  society  is  willing  to  provide  for  all  citizens.  These 
services  should  be  provided  in  a cost-effective,  efficient 
manner  in  a setting  consistent  with  the  patient's  needs. 
Basic  health  care  is  an  equitable,  universal  minimum  of 
health  care  services  which  should  be  available  to  all.  This 
care,  both  primary  and  specialized,  should  be  universally 
accessible  to  all  residents  of  the  State  of  Nebraska. 

The  NMA  acknowledges  that  spirited  debate  contin- 
ues across  the  country  regarding  the  cost,  accessibility, 
and  quality  of  health  care.  The  NMA  believes  that 
physicians  should  play  an  active  role  in  this  debate,  but 
recognizes  an  inherent  danger  in  physicians  being  the 
principle  determiners  of  what  constitutes  basic,  univer- 
sally-available  health  care,  as  defined  above.  Public 
consensus  must  ultimately  define  what  services  consti- 
tute basic  health  care,  and  therefore  what  services 
society  will  choose  to  assure  for  all  citizens. 

Physicians  can  best  serve  in  this  process  by  acting  as 
catalysts  in  this  decision-making,  pointing  out  the  inti- 
mate relationship  between  cost  of  care,  quality  of  care, 
and  access  to  care.  Physicians  can  assist  society  in 
making  reasonable  determinations  of  what  should  be 
considered  "basic"  health  care  services,  treatment  mo- 
dalities, or  procedures  by  enabling  representatives  of 
society  to  appreciate  the  relative  benefits,  risks,  and 
costs  of  these  services.  Therefore,  interventions  which 
would  benefit  the  most  individuals  for  the  longest  peri- 
ods of  time,  with  the  lowest  costs  and  risks  would  be 
viewed  as  most  essential;  whereas  interventions  which 
benefit  few  for  short  periods  of  time,  with  relatively  high 
costs  and  risks  would  be  viewed  as  the  least  essential. 
Since  it  is  impossible  to  guarantee  access  to  all  available 
services  for  all  individuals,  it  is  imperative  that  the  public 
decide  what  it  is  willing  and  able  to  afford,  armed  with 
authoritative  and  pragmatic  information  provided  by 
legitimate  practitioners  of  medicine. 

As  the  organization  representing  physicians  in  the 
State  of  Nebraska,  the  NMA  should  assume  a leadership 
role  in  developing  the  process  by  which  society  consid- 
ers this  issue. 

BASIC  PRINCIPLES  FOR  A HEALTH  CARE  PLAN 

The  Committee  reviewed  and  discussed  the  prin- 
ciples involved  in  an  ideal  health  care  plan.  The  Commit- 
tee endorses  the  following  principles: 

BASIC  PRINCIPLES  FOR  A 
FUTURE  HEALTH  CARE  PLAN 

1.  Access  to  Care  - All  citizens  of  Nebraska  are  en- 
titled  to  access  to  basic  health  care  services  — an 
equitable,  universal  minimum  available  to  all. 

2.  Basic  Health  Care  - The  goal  of  the  health  care 
system  is  to  maximize  the  health  status  of  the 
community,  allowing  each  individual  to  have  as 
healthy  a life  as  possible,  given  the  resources 
available.  The  health  care  system  should  provide 
basic  care,  including  prevention,  health  promo- 
tion and  education,  primary  medical  care,  and 
acute  care  services. 
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3.  Health  Plan  Flexibility  - Individuals  and  families 
should  have  the  freedom  to  choose  the  health 
plan  that  is  best  designed  to  meet  their  needs  and 
to  select  the  most  appropriate  providers  to  meet 
these  needs.  Health  plans  should  not  be  tied  to 
employment  and  should  be  transportable  across 
state  and  regional  boundaries. 

4.  Health  Care  Costs  - Adequate  incentives  should 
be  available  to  control  health  care  costs.  These 
incentives  should  be  based  on  a pro-competi- 
tion, market-driven  philosophy.  Reasonable  li- 
ability limits  should  be  established  to  prevent  the 
provision  of  unnecessary  services. 

5.  Reimbursement  for  Basic  Health  Care  Services  - 
Charges  for  services  rendered  by  providers  should 
be  fair  and  reasonable.  Reimbursement  for  these 
services  should  provide  an  adequate  return  to 
providers  and  be  based  on  a system  that  is  simple 
to  administer,  with  a minimum  of  rules  and  regu- 
lations. Cost  shifting  would  then  be  minimized  or 
eliminated. 

6.  Individual  Responsibility  - Individuals  should  be 
responsible  for  adopting  a healthy  lifestyle  and 
should  assume  a greater  financial  responsibility 
for  purchasing  health  care  services.  All  individu- 
als should  pay  some  portion  of  each  health  ser- 
vice provided  regardless  of  their  economic  status. 

7.  Quality  of  Care  - Assurances  should  be  provided 
that  all  individuals  will  receive  high-quality  ser- 
vices. The  physician-patient  relationship  should 
be  preserved  and  medical  decisions  should  be 
made  by  the  patient  and  the  physician. 

8.  Partnership  - Through  a public-private  partner- 
ship, local  control  should  be  maintained  in  the 
planning  and  delivery  of  health  care  services. 

9.  Health  Care  Resources  - New  innovations  in 
health  care  should  be  encouraged,  but  improve- 
ments should  retain  the  proven  strengths  of  the 
existing  system. 

NATIONAL  HEALTH  PROGRAM* 

Demands  for  reform  of  America's  health  care  system 
have  been  pursued  over  the  last  two  decades,  but  are 
escalating  to  a crisis  level.  Although  the  United  States 
has  the  most  technologically-advanced  medical  care 
system  in  the  world,  many  Americans  find  it  difficult  to 
obtain,  much  less  pay  for,  the  care  they  need.  It  has 
become  apparent  that  adding  new  programs  to  a flawed 
system  is  increasingly  unworkable. 

Most  of  the  proposals  for  reform  of  the  system  would 
place  thefinancial  burden  on  governmentoron  business 
with  legislation  requiring  all  employers  to  provide  a 
health  package  to  their  employees.  In  either  case,  access 
would  be  answered  but  cost  would  be  uncontrollable, 
with  drastic  increases  in  federal  taxes  or  the  cost  of 
American  products. 

There  is  a third  alternative  defined  as  consumer 
choice.  There  are  two  proposals  that  could  well  reign  in 
the  six  hundred  billion  dollar  health  care  system.  The 
Washington,  D.C.  based  Heritage  Foundation  proposal, 
"A  National  Health  System  for  America,"  and  the  E)allas, 
Texas  based  National  Center  of  Policy  Analysis  proposal. 


"An  Agenda  for  Slowing  American's  Health  Care  Crisis," 
are  two  excellent  proposals.  Although  the  two  proposals 
from  these  independent  "think  tanks"  differ  somewhat 
on  methodology,  both  are  based  on  the  theory  of  a 
consumer-oriented,  market-based,  comprehensive  health 
care  system.  Primary  features  of  the  plans  include 
coverage  of  the  uninsured  and  a shift  in  health  care 
decision-making  to  the  consumer,  through  tax  credits 
and  related  changes.  Both  de-couple  employment  and 
the  health  package. 

The  fundamental  principle  of  the  Heritage  Founda- 
tion proposal  is  a compact  between  the  American  people 
and  their  government:  "A  commitment  by  government 
to  provide  aid  to  any  family  genuinely  unable  to  afford 
adequate  health  care;  a legal  obligation  on  all  families  to 
obtain  a minimum  level  of  protection  against  health  care 
costs." 

The  tax  code  would  be  amended,  eliminating  deduct- 
ibility of  health  insurance  benefits  for  employers.  How- 
ever, workers  would  receive  tax  credits  for  out-of-pocket 
expenses  for  medical  care  and  the  purchase  of  health 
insurance.  Savings  by  employers  would  be  required  by 
law  to  accrue  to  the  employees.  Every  head  of  house- 
hold would  be  required  to  purchase  a policy  to  cover 
major  health  care  costs.  Government  would  aid  those 
who,  because  of  income  or  medical  condition,  find  the 
cost  of  protection  to  be  an  unreasonable  burden.  Such 
aid  could  take  the  form  of  vouchers  for  buying  insurance 
or  state-managed  systems,  such  as  a modified  Medicaid 
program.  The  proposal  notes  that  the  only  measure  that 
has  really  been  successful  in  holding  the  line  on  health 
care  costs  has  been  an  increase  in  consumer  out-of- 
pocket  costs  such  as  co-payments  and  deductibles.  The 
plan  proposes  that  consumers  themselves  would  pay  as 
much  as  possible  of  their  front-end  medical  expense  bills. 

The  tax  code  would  be  amended  to  provide  tax 
credits  for  individual  purchases  of  health  insurance  and 
out-of-pocket  expenses.  Tax-free  employer  provided 
health  insurance  diminishes  the  worker's  awareness  of 
how  he/she  is  adversely  affected  by  increased  health 
insurance  costs.  By  purchasing  their  insurance  them- 
selves instead  of  having  their  employers  do  it  for  them, 
Americans  would  be  more  sensitive  to  the  cost  of  health 
care  and  the  adverse  effects  of  first  dollar  coverage  and 
mandated  benefits.  Employees  could,  however,  negoti- 
ate with  their  employers  to  pool  the  funds  from  their 
earlier  employer-based  insurance,  with  the  employer 
serving  as  their  broker  in  negotiations  with  insurance 
companies.  Through  tax  credits  on  out-of-pocket  health 
expenditures,  taxpayers  would  be  both  encouraged  to 
purchase  common  medical  services  out-of-pocket  and 
required  by  law  to  buy  insurance  coverage  for  expen- 
sive, unpredictable  illnesses.  Medical  expenditures 
greater  than  a specified  percentage  of  family  income 
would  result  in  additional  tax  credits,  thus  helping  those 
with  higher  medical  expenses.  If  tax  credits  exceeded  a 
family's  income  tax  liability,  the  difference  would  be  paid 
in  cash  to  the  taxpayer  (a  refundable  credit),  thereby 
providing  relief  to  lower  income  families.  In  addition, 
taxpayers  could  take  tax  credits  on  medical  expenditures 
for  relatives  that  are  not  their  dependents.  This  approach 
would  encourage  families  to  help  cover  the  expenses  of 
older  relatives  with  high  medical  bills,  young  adult  chil- 
dren with  low  earnings  (now  often  uninsured),  and 
disabled  adult  children  with  continuing  medical  needs. 

The  government's  role  would  be  to  monitor  the 
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health  market,  subsidize  needy  persons  to  allow  them  to 
procure  sufficient  services,  and  encourage  competition. 
To  effect  this  role,  it  should  first  establish  basic  regula- 
tions to  insure  that  all  plans  comply  with  the  broad 
objectives  of  the  national  system.  Second,  it  should 
provide  financial  support  for  the  poor  and  chronically  ill 
to  insure  that  they  can  obtain  adequate  protection  in 
terms  of  health  insurance.  And  third,  it  should  develop 
a system  of  incentives  and  reasonable  requirements  to 
intensify  competition  in  the  health  care  industry  and  to 
insure  that  American's  have  proper  health  care  protec- 
tion. By  changing  basic  regulations  and  incentives,to 
energize  competition  and  make  consumers  more  cost- 
conscious,  and  by  restructuring  financial  support  and 
requiring  Americans  to  purchase  basic  catastrophic  cov- 
erage, it  should  be  feasible  to  create  a health  care  system 
that  is  accessible  to  all  and  much  more  cost  effective. 

For  Medicare  recipients,  the  Part  B premium  would 
be  eliminated.  In  return,  the  Part  B deductible  would  be 
increased  and  co-insurance  would  be  instituted  on  Part 
A hospital  inpatient  expenditures.  The  elderly  would 
thus  be  encouraged  to  become  cost-conscious  consum- 
ers. In  addition,  those  eligible  for  Medicare  would  have 
the  option  of  receiving  Medicare  vouchers  of  a value 
equal  to  the  government's  average  expenditure  per 
Medicare  recipient.  Those  vouchers  would  be  used  to 
purchase  health  care  coverage  through  improved  man- 
aged care  systems  or  insurance  companies  and  could  be 
used  for  direct  provider  payments.  If  the  payments  were 
less  costly  than  Medicare  benefits,  the  difference  would 
be  paid  in  cash  to  the  Medicare  recipient.  Other 
recipients  might  wish  to  purchase  plans  with  higher 
premiums  and  greater  benefits.  Long-term  care  pro- 
grams would  be  separated  from  Medicaid  and  the  gov- 
ernment would  encourage  the  purchasing  of  long-term 
care  insurance. 

Financing  of  health  care  for  the  poor,  the  unem- 
ployed and  high-risk  individuals  would  be  relieved  by  the 
requirement  that  everyone  carry  insurance  for  major 
medical  costs,  by  the  refundable  credits  to  low-income 
families,  by  the  assistance  of  relatives  encouraged  by  the 
exception  to  the  dependents  support  test,  and  by  insur- 
ance coverage  that  would  continue  if  workers  have 
changed  or  lost  jobs.  Insurance  rates  would  be  lower 
since  coverage  would  be  restricted  to  major  medical 
expenses. 

The  National  Center  for  Policy  Analysis  proposal  has 
features  very  similar  to  the  Heritage  Foundation  pro- 
posal, with  some  differences  in  methodology.  In  both, 
insurance  benefits  would  be  both  personal  and  portable. 
Medisave  accounts,  IRAs  for  long-term  care  coverage, 
and  medical  liability  costs  are  discussed  in  this  proposal. 

Health  care  debate  in  the  past  has  been  confined 
largely  to  criticizing  proposals  of  heavy  regulation,  costs 
of  a one-payor  system,  or  mandated  employer  benefits. 
The  consumer  choice  proposals  offered  by  the  Heritage 
Foundation  and  the  National  Center  for  Policy  Analysis 
offer  a strategy  to  make  adequate  health  care  available 
at  acceptable  costs  to  every  American,  within  a frame- 
work where  strong  marketing  incentives  operate  to  give 
the  widest  possible  degree  of  choice  and  the  best 
possible  value  per  dollar  for  both  patients  and  taxpayers. 
As  stated  in  the  NCPA  report,  "the  enactment  of  these 
proposals  would  constitute  a national  commitment  to 
avoid  the  paths  traveled  by  other  developed  countries 


and  follow  a path  which  is  distinctly  American  in  charac- 
ter, one  which  relies  on  individual  choice  and  the  effi- 
ciency of  free  markets." 

The  Committee  endorses  reform  of  the  national  health 
care  system  with  a consumer-choice  proposal  such  as 
offered  by  the  Heritage  Foundation.  These  proposals 
stand  out  as  market-oriented  approaches  combining  the 
ideal  principles  of  a health  care  system. 

LINCOLN  MEDICAL  CENTER  ASSOCIATION 

The  Lincoln  Medical  Center  Association  is  a Lancaster 
County  coalition  consisting  of  providers  (M.D.s  and 
medical  institutions),  businesses,  and  consumers.  It  is  a 
well-established  and  functioning  organization.  The  Lin- 
coln Medical  Center  Association,  after  sponsoring  a 
presentation  by  Oregon's  Doctor  Ralph  Crawshaw,  is 
moving  toward  development  of  Nebraska  Health  Deci- 
sions, a process  to  identify  public  consensus  and  values. 
This  process  would  start  in  Lancaster  County  with  the 
development  of  community  meetings  for  discussion  of 
health  care  problems  and  allocation  of  health  care 
resources.  The  goal  would  be  to  obtain  a set  of  values 
similar  to  those  developed  in  Oregon.  These  would  be 
grass-roots  values  and  invaluable  in  the  consideration  of 
a state-wide  health  policy  and  resource  allocation.  The 
Committee  endorses  the  LMCA  efforts  and,  after  the 
training  is  developed  and  prototypes  are  completed,  the 
Committee  would  be  interested  in  helping  with  the  state- 
wide development  of  citizen  health  care  decision  meet- 
ings. Thus,  the  Committee  plans  to  work  closely  with  the 
Lincoln  Medical  Center  Association  in  the  development 
of  state-wide  community  meetings  on  health  care  issues 
and  values. 

BACKGROUND  MATERIALS 

The  Committee  reviewed  voluminous  amounts  of 
material  in  anticipation  of  its  deliberations.  Thirty  plus 
documents  were  reviewed  by  the  full  Committee,  with 
additional  reading  and  research  done  by  the  Chairman. 
The  materials  reviewed  were  both  Nebraska  specific  and 
national  in  scope  and  included  governmental  proposals 
and  background  materials,  proposals  from  various 
branches  of  organized  medicine,  and  proposals  and 
background  materiaisfrom  foundationsand  civicgroups. 
A listing  of  materials  utilized  is  appended  to  the  report. 

Additionally,  the  Committee  discussed  the  Medicaid 
program  in  Nebraska,  the  Nebraska  Comprehensive 
Health  Insurance  Pool,  and  the  problem  of  the  uninsured, 
the  under-insured,  and  the  medically-indigent  in  this 
state.  It  is  the  Committee's  belief  that  these  issues  and 
problems  will  be  addressed  in  greater  detail  as  we  begin 
to  develop  a state-wide  health  policy. 

The  American  Medical  Association's  "Health  Access 
America"  proposal  was  also  reviewed  in  some  detail. 
The  Committee  endorses  the  16-point  proposal  it  pre- 
sents, but  has  reservations  regarding  the  mandated 
employer  provision  ofhealth  insurance.  TheCommittee 
believes  this  may  not  be  appropriate  in  Nebraska  and  is 
instead  committed  to  the  concept  of  a consumer-ori- 
ented, market-based,  comprehensive  health  care  system 
as  outlined  above. 


SUMMARY 

1.  The  Committee  continues  to  work  through  the 
goals  as  set  out. 
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2.  The  Committee  will  continue  to  define  basic 
health  care  and  ways  to  finance  basic  heath  care 
with  the  aid  of  the  coalition. 

3.  The  Committee  will  move  ahead  with  develop- 
ment of  a coalition  while  encouraging  continued 
clarification  of  community  values. 

4.  The  Committee  encourages  endorsement  of  a 
national  health  reform  package  embracing  a con- 
sumer-choice proposal  such  as  the  proposal  pre- 
sented by  the  Heritage  Foundation. 

MATERIALS  REVIEWED  BY  THE 
COMMITTEE  ON  HEALTH  PLANNING 

1.  Lincoln  Medical  Center  Association,  Program 
Committee  Report,  March  1990,  Principles  of  a 
Model  Health  Care  System." 

2.  "Comparison  of  Uninsured  and  Privately  Insured 
Hospital  Patients,"  JAMA,  January  16,  1991 

3.  Hawaii  Health  Care  Act,  1989 

4.  "Health  Insurance:  The  State  Initiatives,"  AFSCME 
Public  Policy  Department,  August,  1990 

5.  "A  National  Health  System  for  America,"  The 
Heritage  Foundation,  1989 

6.  "An  Agenda  for  Solving  America's  Health  Care 
Crisis,"  National  Center  for  Policy  Analysis 

7.  "Elements  of  Basic  Health  Care,"  American  Acad- 
emy of  Family  Physicians 

8.  "Utilization  of  Health  Care  Resources,"  American 
Academy  of  Family  Physicians 

9.  Nebraska  Comprehensive  Health  Insurance  Pool, 
summary  comments 

10.  "Healthy  lowans,"  Health  Care  Policy  Corp.  of 
Iowa,  1990 

11.  "Health  U.S.A.  Act  of  1991,  A National  Health 
Proposal,"  Senator  Bob  Kerrey 

12.  "Rural  Health  Agenda  for  Nebraska,"  Nebraska 
Department  of  Health,  1990 

13.  "Nebraska  Behavioral  Risk  Factor  Survey,"  Ne- 
braska Department  of  Health,  1990 

1 4.  "Nebraska  Year  2000  - Health  Coals  and  Objec- 
tives, Nebraska  Department  of  Health,  1990 

15.  "Trade-offs  and  Choices:  Health  Policy  Options 
for  the  1 990's,"  Louis  Harris  and  Associates,  Inc., 
1990 

1 6.  "Health  Access  America,"  American  Medical  As- 
sociation, 1990 

1 7.  "Prioritized  Health  Services  List  of  February  20, 
1991,"  Oregon  Basic  Health  Services  Program 

18.  "Oregon  Health  Plan  Fact  Sheet,"  Oregon  Medi- 
cal Association,  1990 

19.  "Summary  Recommendations  of  the  Task  Force 
on  Heath  Care  Cost  Containment,"  Nebraska 


Legislature,  Senator  Don  Wesely,  1990 

20.  "Minimum  Benefits  Package,"  American  Medical 
Association,  1990 

2 1 . "What  Care  is  'Essential'?  What  Services  are  'Basic?", 
JAMA,  February  13,  1991 

22.  "A  Profile  of  the  Uninsured  in  Nebraska,  1989," 
Quarterly  Report  - Center  for  Health  Services 
Research,  1990 

23.  "Medical  Benefits  Task  Force  Report,"  Minnesota 
Medical  Association,  1991 

24.  "Quality  of  Life  in  Allocating  Health  Care  Re- 
sources," Oregon  Health  Decisions,  1988 

25.  "Health  Care  in  Common  - Report  of  the 
Oregon  Health  Decisions  Community  Meetings 
Process,"  1 990 

26.  "America's  Uninsured:  Part  I,"  American  College 
of  Surgeons  Bulletin,  August,  1990 

27.  "America's  Uninsured:  Part  II,"  American  College 
of  Surgeons  Bulletin,  September,  1990 

28.  "Using  Tax  Credits  to  Create  an  Affordable  Na- 
tional Health  System,"  Heritage  Foundation  Back- 
grounder, July,  1 990 

29.  "Alberta  Health  Hospitalization  Benefits,"  Alberta 
Health,  October,  1991 

30.  "Report  of  the  Edmonton  Board  of  Health,"  1 989 

31.  "Statistical  Supplement,"  Alberta  Health  Care 
Insurance  Plan,  Alberta  Heath,  1988-89 

32.  "Annual  Report,"  Alberta  Health,  1988-89 

33.  "Hospital  Care  in  Alberta  Statistical  Supplement," 
For  the  Year  Ended  March  31,  1988,  Alberta 
Health 


BOARD  OF  COUNCILORS 

MINUTES,  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  met  on  April  26, 1 991,  at  the 
Cornhusker  Hotel,  Lincoln,  Nebraska. 

Members  present  were:  Doctors  Sushil  S.  Lacy,  Paul 
M.  Scott,  Cordon  D.  Adams,  Kenneth  C.  Bagby,  Richard 
M.  Pitsch,  R.A.  Blatny,  Richard  D.  Fitch,  Stanley  F.  Nabity, 
Charles  F.  Damico,  Ronald  L.  Asher,  Milton  R.  Johnson, 
Paul  E.  Collicott,  Perry  T.  Williams,  and  Richard  A. 
Raymond. 

The  meeting  was  called  to  order  by  the  Chairman, 
Doctor  Stanley  F.  Nabity.  Doctor  Nabity  called  for 
approval  of  the  minutes  of  the  Fall  Session  as  printed  in 
the  December  issue  of  the  Nebraska  Medical  lournal. 
These  were  approved  as  printed. 

The  Councilors  discussed  the  reports  and  resolutions 
contained  in  the  handbook. 

Doctor  Nabity  noted  that  the  Association  finished 
1990  with  a cash  balance  which  could  be  attributed  to 
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less  than  anticipated  expenditures  for  travel  and  profes- 
sional services. 

Doctor  Collicott  informed  the  Board  of  Councilors 
that  although  Doctor  Gregg  Wright  is  still  the  Acting 
Director  of  the  State  Department  of  Health,  there  has 
occasionally  been  rumors  that  he  will  be  replaced  with 
a non-physician.  The  Association  has  notified  Governor 
Nelson  that  it  is  strongly  opposed  to  a non-physician 
being  appointed  to  the  position.  The  Association  is  also 
encouraging  Governor  Nelson  to  re-appoint  Doctor 
Wright  in  the  near  future  as  the  Department  of  Health  is 
unable  to  look  forward  in  its  planning.  It  was  suggested 
that  personal  contact  be  made  by  those  physicians  who 
know  Governor  Nelson. 

Doctor  Meissner  noted  that  the  Department  of  Social 
Services  has  a new  director  who  will  present  an  oral 
report  during  the  FirstSession  of  the  Flouseof  Delegates. 

Doctor  Collicott  queried  whether  the  Councilors 
were  aware  of  a Medicaid  access  problem  within  their 
respective  councilor  districts.  Opinions  ranged  from 
there  being  no  problem  in  access  to  certain  areas  where 
a problem  may  well  exist.  It  was  suggested  that  the 
Department  of  Social  Services  be  contacted  for  a list  of 
problem  areas  which  could  be  used  by  the  Councilors. 
It  was  also  suggested  that  the  Councilors  offer  their 
services  to  the  Ad-Hoc  Committee  on  Medicaid  Services 
in  dealing  with  this  issue.  Doctor  Nabity  stated  that  he 
would  offer  the  services  of  the  Councilors  to  the  commit- 
tee. 

The  requests  for  Life  and  Associate  Memberships 
were  reviewed  and  approved  by  the  Councilors. 

Discussion  concerning  the  National  Practitioner  Data 
Bank  ensued.  It  was  pointed  out  that  a resolution  before 
the  House  of  Delegates  would  call  for  the  discontinuation 
of  the  NPDB. 

Doctor  Johnson  urged  his  fellow  Councilors  to  be- 
come familiar  with  LB  696  dealing  with  the  durable 
power  of  attorney.  As  it  is  currently  written,  too  many 
options  remain  regarding  who  has  the  ability  to  petition 
the  court  to  revoke  a power  of  attorney. 

Doctor  Nabity  informed  the  Councilors  that  the  bud- 
get for  Continuing  Medical  Education  accreditation  has 
been  set  at  $6,600,  which  funds  will  be  obtained  from 
hospitals  providing  accredited  continuing  medical  edu- 
cation programming,  based  upon  a fixed  cost  per  li- 
censed bed. 

In  discussion  regarding  the  professional  liability  re- 
port, Doctor  Meissner  noted  that  although  Indiana's  cap 
on  claims  is  very  low,  this  did  not  translate  into  lower 
malpractice  premiums. 

Doctor  Adams  noted  that  Resolution  #8  calls  for  the 
formation  of  an  Ad-Hoc  Committee  to  address  the  issue 
of  dependents  of  the  Department  of  Social  Services.  He 
questioned  the  need  to  form  another  committee  when  a 
current  standing  committee  could  address  this  issue. 
Doctor  Damico  wondered  whether  there  were  individu- 
als on  the  present  committees  who  are  familiar  with 
these  areas. 

Doctor  Nabity  referred  the  Councilors  to  their  lists  of 
non-members  and  members  whose  dues  were  delin- 


quent and  urged  them  to  make  every  effort  to  contact  all 
of  the  physicians  listed. 

Doctor  Collicott  addressed  the  Councilors  regarding 
non-dues  income  activities  of  the  Association  and  un- 
veiled the  new  non-dues  income  activity  being  offered 
through  Lincoln  Telephone  regarding  telecommunica- 
tions equipment. 

Doctor  Nabity  thanked  Doctor  Collicoft  for  his  ser- 
vice this  past  year  as  President  of  the  Nebraska  Medical 
Association. 

Following  review  of  cases  received,  the  meeting  was 
adjourned. 

HOUSE  OF  DELEGATES 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was  held 
April  26,  1991,  at  the  Cornhusker  Hotel,  Lincoln,  Ne- 
braska. 

The  meeting  was  called  to  order  by  the  Speaker, 
Doctor  Richard  Meissner.  A call  for  quorum  was  made. 
95  Delegates  were  present  and  the  meeting  was  de- 
clared in  session.  Seating  of  Alternate  Delegates  for 
Delegates  took  place. 

Doctor  Harry  McFadden  was  appointed  Parliamen- 
tarian and  Doctor  Allen  Dvorak  presented  the  invoca- 
tion. 

Doctor  Craig  Urbauer,  Chief  Surgeon  of  the  Army 
National  Guard,  presented  a special  report  entitled 
"Medical  Deployment  into  the  Gulf." 

The  following  50-Year  Practitioners  were  recognized 
by  the  House; 

Stanley  M.  Bach,  M.D.,  Omaha 
Robert  L.  Grissom,  M.D.,  Omaha 
Arnold  W.  Lempka,  M.D.,  Omaha 
Charles  A.  Longo,  M.D.,  Bellevue 
Guy  M.  Matson,  Jr.,  M.D.,  Lincoln 
Kenneth  T.  McGinnis,  M.D.,  Lincoln 
Richard  E.  Penry,  M.D.,  Hebron 
Donald  F.  Purvis,  M.D.,  Lincoln 

The  following  50-Year  Practitioners  were  not  in  atten- 
dance: 

Alfred  C.  Andersen,  M.D.,  Omaha 
Frank  L.  Eagle,  M.D.,  Omaha 
Lawrence  J.  Gridley,  M.D.,  Scottsbiuff 
Jacob  Krieg,  Jr.,  M.D.,  Scottsbiuff 

The  House  stood  for  a moment  of  silence  after 
Doctor  Raymond  read  the  Necrology. 

The  Speaker  called  for  approval  of  the  minutes  of  the 
Fall  Session,  and  these  were  approved  as  printed  in  the 
December  1 990  issue  of  the  Nebraska  Medical  lournal. 

The  following  oral  reports  were  presented: 

Paul  E.  Collicott,  M.D.,  President,  NMA 

Doctor  Collicott  updated  the  House  on  the  status  of 
the  Medicare  single  locale  issue. 
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The  Speaker,  Doctor  Meissner,  thanked  Doctor 
Collicott  for  his  service  this  past  year.  The  House  re- 
sponded with  a standing  ovation. 

Darroll  J.  Loschen,  M.D.,  Update  on  Laboratory  Leg- 
islation. 

Doctor  Loschen  advised  the  members  of  the  House 
to  begin  taking  the  necessary  steps  to  attain  certification 
for  their  office  laboratories.  However,  he  also  cautioned 
the  membership  not  to  overreact  to  the  pending  regula- 
tions. 

Mary  Dean  Harvey,  Director,  State  Department  of 
Social  Services,  addressed  the  House. 

Gregg  Wright,  M.D.,  Director,  State  Department  of 
Health. 

Doctor  Wright  echoed  the  sentiments  of  Doctor 
Loschen  regarding  the  upcoming  implementation  of 
both  the  state  and  federal  laboratory  regulation.  He 
stated  that  although  the  due  date  for  implementation  of 
LB  551  is  July  1 of  this  year,  the  regulations  will  not  be  in 
place  by  that  time. 

Timothy  0.  Wahl,  M.D.,  Chairman,  Nebraska  MEDPAC, 
addressed  the  House. 

Doctor  John  L.  Reed  agreed  to  assume  the  chairman- 
ship of  Reference  Committee  #5  in  Doctor  Weldon's 
place  and  Doctor  Ronald  Klutman  was  appointed  to  fill 
the  remaining  vacancy. 

The  House  took  a brief  recess  to  meet  in  Councilor 
Districts  in  order  to  select  Nominating  Committee  mem- 
bers. The  following  delegates  were  chosen  to  represent 
their  district  on  the  Nominating  Committee: 

1st  District  - David  Filipi,  M.D. 

2nd  District  - Richard  Hammer,  M.D. 

3rd  District  - George  Voigtiander,  M.D. 

4th  District  - Dwaine  Peetz,  Sr.,  M.D. 

5th  District  - Kenneth  Bagby,  M.D. 

6th  District  - Richard  Pitsch,  M.D. 

7th  District-  Judith  Butler,  M.D. 

8th  District  - Richard  Fitch,  M.D. 

9th  District  - Frank  Lauro,  M.D. 

10th  District  - John  Welch,  M.D. 

1 1th  District  - Berl  Spencer,  M.D. 

1 2th  District  - Vince  Bjorling,  M.D. 

Reference  Committee  assignments  were  made  as 
follows: 

REFERENCE  COMMITTEE  #1 

Report,  Board  of  Directors,  Item  #6,  Medicaid  Billing 
System  Information, 

Report,  Board  of  Directors,  Item  #7,  Prompt  Re 
sponse  to  Sunderbruch  Requested 

Report  of  the  State  Department  of  Social  Services 

Report  of  the  Commission  on  Medical  Education 

Report  of  the  Ad-Hoc  Committee  on  Medicaid  Ser- 
vices 

Report  of  the  NMA  PRO  Overview  Committee  Re: 
NMA  PRO  Grievance  Committee 

Resolution  #1  - Cheyenne  - Kimbal  I- Deuel  - Discus- 
sion of  PRO  Problems  with  Reviewing  Physicians 

Resolution  #8  - Metro  Omaha  - Dependents  of  the 
Department  of  Social  Services 
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REFERENCE  COMMITTEE  #2 

Report,  Board  of  Directors,  Item  #11,  AMA  Health 
Access  America  Program 

Report  of  the  Board  of  Directors,  item  #16,  UNMC 
Chancellor  Selection  Committee 
Report  of  Creighton  University  School  of  Medicine 
Report  of  University  of  Nebraska  Medical  Center 
Report  of  University  of  Nebraska  Medical  Center  - 
Student  Chapter 

Report  of  the  Committee  on  Health  Planning 
Report  of  the  Ad-Hoc  Committee  on  Low  Level 
Radioactive  Waste  Disposal 
Report  of  the  Ad-Hoc  Committee  on  Young  Physi- 
cians 

Resolution  #11-  Scotts  Bluff  County  - Rural  Health 
Education  Network 

REFERENCE  COMMITTEE  #3 

Report,  Board  of  Directors,  Item  #2,  Omnibus  Budget 
Reconciliation  Act  of  1990 
Report,  Board  of  Directors,  Item  #9,  Rural  Primary 
Care  Physician  Shortage 

Report,  Board  of  Directors,  Item  #10,  National  Practi- 
tioner Data  Bank 

Report  of  the  Delegate  to  the  AMA 
Report  of  the  Commission  on  Hospital  Medical  Staff 
Report  of  the  Ad-Hoc  Committee  Re:  Medicare 
Resolution  #2  - Cheyenne-Kimball-Deuel  - 

Discontinuation  of  Payment  for  Interpretation  of 
EKCs  in  Physicians'  Offices 
Resolution  #3  - Metro  Omaha  - Health  USA  Act  of 
1991 

Resolution  #6  - Metro  Omaha  - National  Practitioner 
Data  Bank 

REFERENCE  COMMITTEE  #4 

Report,  Board  of  the  Directors,  Item  #1 , Annual  Audit 
Report,  Board  of  Directors,  Item  #3,  Cost  of  Claim 
Filing 

Report,  Board  of  Directors,  Item  #5,  Streamlining  of 
Fall  Session 

Report,  Board  of  Directors,  Item  #13,  Support  Group 
Being  Developed 

Report,  Board  of  Directors,  Item  #14,  Non-Dues 
Income  Membership  Benefits 
Report,  Board  of  Directors,  Item  #17,  Membership 
Annual  Audit 

Report  of  the  Scientific  Sessions  Committee 
Resolution  #5  - Lancaster  - Children  and  Television 
Violence 

Resolution  #7  - Metro  Omaha  - Child  Abuse  and 
Neglect 

REFERENCE  COMMITTEE  #5 

Report,  Board  of  Directors,  Item  #4,  HHS  Inspector 
General  Kusserow's  Resignation  Requested 
Report,  Board  of  Directors,  Item  #8,  Provision  of 
Care  by  Non-Medically  Licensed  Practitioners 
Report,  Board  of  Directors,  Item  #12,  Clinical  Labora- 
tory Improvement  Act 

Report  of  the  Ad-Hoc  Committee  on  Professional 
Liability 

Report  of  the  State  Department  of  Health 
Report  of  the  Board  of  Examiners  in  Medicine  and 
Surgery 

Report  of  the  Commission  on  Legislation  and  Gov- 
ernmental Affairs 

Resolution  #4  - Metro  Omaha  - Laser  Surgery 
Resolution  #9  - Cheyenne-Kimball-Deuel  - Inability  to 


Qualify  for  Ionizing  Radiation  Regulations 

Resolution  #10-  Lincoln  County  - State  Vaccines  to 
Attending  Physicians 

Resolution  # 12  - Scotts  Bluff  County  - Bundling  of 
Fees  for  Autologous  Blood 

REFERENCE  COMMITTTEE  #6 

Report,  Board  of  Directors,  Itetn  #1  5,  Public  Relations 
Effort  Reviewed 

Report  of  the  Commission  on  Public  Affairs 

Report  of  the  Ad-Hoc  Committee  on  Health  Educa- 
tion 

Report  of  the  Ad-Floc  Committee  on  Maternal  and 
Child  Flealth 

Report  of  the  Nebraska  Medical  Foundation,  Inc. 

Life  and  Associate  Membership  Requests 

Minutes,  Board  of  Councilors 

Doctor  Meissner  stated  that  Reference  Committees 
1,  2 and  6 would  meet  immediately  following  recess  of 
the  House  and  Reference  Committees  3,  4 and  5 would 
meet  one  hour  later. 

Doctor  Collicott  urged  the  members  of  the  I louse  to 
visit  the  Lincoln  Telecommunications  booth  before  leav- 
ing today. 

There  being  no  further  business,  the  House  was 
recessed  until  Sunday  morning  at  8 a.m. 


HOUSE  OF  DELEGATES 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates  was 
held  April  28,  1 991.  The  meeting  was  called  to  order  by 
the  Speaker,  Doctor  Meissner.  74  delegates  were  present 
and  the  meeting  was  declared  in  session.  Seating  of 
Alternate  Delegates  for  Delegates  took  place. 

Dr.  Meissner  introduced  Cyril  "Kim"  Fletsko,  Presi- 
dent of  the  State  Medical  Society  of  Wisconsin.  Dr. 
Hetsko  addressed  the  House. 

Dr.  Meissner  called  for  approval  of  the  minutes  of  the 
First  Session,  and  these  were  approved  as  printed. 

The  AMA-ERF  checks  were  presented  by  Mrs.  Robert 
G.  Osborne,  on  behalf  of  Mrs.  William  Schlichtemeier,  to 
Dr.  Michael  Haller,  representative  of  the  Creighton 
University  School  of  Medicine  and  to  Dr.  Frederick  F. 
Paustian,  representative  of  the  University  of  Nebraska 
College  of  Medicine. 

Mrs.  Osborne  presented  a report  of  the  NMA 
Auxiliary's  activities  during  the  past  year.  Dr.  Meissner 
introduced  Mrs.  Donna  Stone,  incoming  President  of  the 
NMA  Auxiliary. 

The  Nebraska  Medical  Foundation  C.  A.  McWhorter, 
M.D.  Memorial  Scholarship  was  presented  by  Mrs.  C.  A. 
McWhorter  to  Ms.  Donna  Culhane,  a Senior  at  the 
University  of  Nebraska  College  of  Medicine. 

Mrs.  Frank  H.  Tanner  presented  the  Nebraska  Medi- 
cal Foundation  Frank  H.  Tanner,  M.D.  Memorial  Scholar- 
ship to  Ms.  Michele  Trumler,  a Sophomore  at  Creighton 
University  School  of  Medicine. 


Dr.  Sushil  Lacy  commended  Mrs.  Cindy  Frank,  Chair- 
woman of  the  NMA  Auxiliary's  Nebraska  Medical  Foun- 
dation Committee,  for  her  fundraising  efforts  on  behalf 
of  the  Nebraska  Medical  Foundation. 

The  Nebraska  Medical  Foundation  Student  Research 
Scholarship  Program  checks  were  presented  by  Dr.  Lacy 
to  Ms.  Doris  Altherr  of  the  Creighton  LJniversity  School 
of  Medicine  and  to  Mr.  ITonald  Cronin  of  the  University 
of  Nebraska  College  of  Medicine. 

I he  Lancaster  County  Medical  Society's  President, 
Dr.  Dale  Michels,  presented  plaques  to  Doctors  Paul  E. 
Collicott  and  Louis  |.  Gogela  in  recognition  of  their  many 
years  of  service  to  organized  medicine. 

I9r.  Gogela  addressed  the  House  and  resigned  his 
position  as  AMA  Delegate.  Fie  endorsed  Dr.  Paul  E. 
Collicott  as  his  replacement.  The  I louse  proceeded  to 
give  Dr.  Gogela  a standing  ovation  and  Dr.  Meissner 
thanked  him  for  his  many  years  of  dedicated  service. 

Reports  of  the  Reference  Committees  were  pre- 
sented as  follows: 

Reference  Committee  # I 

Reference  Committee  # 1 considered  6 reports  and 
2 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OE  THE  BOARD  OE  DIRECTORS,  ITEM 
#6,  MEDICAID  BILLING  SYSTEMS  INFORMATION 
AND  ITEM  #3,  REPORT  OE  THE  STATE  DEPART- 
MENT OF  SOCIAL  SERVICES 

No  specific  testimony  was  received  concerning  the 
Board  of  Directors  report.  Appreciation  was  expressed 
to  Ms.  Mary  Dean  Harvey,  the  new  Director  of  the 
Department  of  Social  Services  for  the  breadth  and  depth 
of  her  report.  Recognition  was  given  to  the  expanded 
eligibility  requirements  as  well  as  the  expansion  of 
services  provided  under  the  Medicaid  program.  Specific 
commendation  was  made  concerning  the  enhanced 
emphasis  on  maternal  and  child  health.  Testimony  was 
heard  as  to  the  need  for  enhanced  education  of  recipi- 
ents of  Medicaid  services  so  as  to  permit  more  efficient 
delivery  of  health  care  especially  as  regards  emergency 
medical  services. 

Ms.  Flarvey  expressed  deep  appreciation  to  the  Ne- 
braska Medical  Association  for  its  participation,  advice 
and  counsel  in  managing  many  of  the  problems  associ- 
ated with  the  Medicaid  program. 

Recommendation: 

1.  Every  physician  providing  health  care  services  to 
Medicaid  recipients  should  be  made  aware  of  the 
contents  of  the  report  to  the  Department  of  Social 
Services  through  publications  of  the  Nebraska  Medi- 
cal Association. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #7, 
PROMPT  RESPONSE  TO  SUNDERBRUCH  RE- 
QUESTED AND  RESOLUTION  #1  - CHEYENNE- 
KIMBALL-DEUEL  - DISCUSSION  OF  PRO  PROB- 
LEMS WITH  REVIEWING  PHYSICIANS 
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Resolution  # 1 read  as  follows: 

WHEREAS,  PROS  review  medical  records  and 
make  determinations  regarding  quality  of  care,  di- 
agnoses, inappropriate  admissions  and  discharge 
and  so  forth,  and 

WHEREAS,  the  reviewing  physician  does  not 
have  the  hands-on  information  or  the  facility  capa- 
bilities available  to  the  attending  physician,  and 

WHEREAS,  HCEA  has  stated  that  the  reviewing 
physician  should  contact  the  attending  physician 
when  there  is  a significant  dispute  as  to  the  care 
provided,  and 

WHEREAS,  the  Sunderbruch  Corporation  of  Ne- 
braska has  failed  to  carry  out  this  intent  and  consis- 
tently refuses  to  let  the  attending  physician  discuss 
the  case  with  the  reviewing  physicians  peer; 

THEREEORE,  BE  IT  RESOLVED,  that  the  NMA 
seek  changes  in  the  review  mechanism  of  the 
Sunderbruch  Corporation's  PRO  which  will  provide 
for  a telephone  discussion  of  problem  cases  with 
the  reviewing  physician,  and 

BE  IT  EURTHER  RESOLVED,  that  the  NMA  re- 
quest that  the  Sunderbruch  Corporation  provide  a 
list  of  the  credentials  of  the  reviewing  physicians  for 
each  medical  specialty  being  reviewed. 

Doctor  Cornelius,  sponsor  of  the  resolution,  testified 
that  despite  the  HCEA  statement  that  the  PRO  reviewing 
physicians  should  contact  the  attending  physician  when 
there  is  a significant  dispute  as  to  the  care  provided,  he 
was  unaware  of  any  such  contact  by  reviewing  physi- 
cians of  the  TSCN  PRO.  The  statement  was  strongly 
supported  by  all  of  the  participants  in  the  hearing.  Only 
one  physician  recalled  an  instance  where  a physician 
member  of  his  group  had  been  contacted  by  a reviewing 
physician.  Eurther  testimony  was  received  indicating 
there  was  a considerable  lack  of  understanding  by  the 
review  personnel  of  the  PRO  as  to  local  medical  service 
capability  in  rural  Nebraska  and  that  as  a consequence, 
many  of  the  determinations  of  inappropriate  quality 
were  the  consequence  of  lack  of  availability  to  provide 
the  specified  medical  service  in  an  immediate  manner. 
Despite  repetitive  efforts,  no  physician  was  able  to 
contact  PRO  reviewing  physicians  to  explain  the  prob- 
lems of  delivering  health  care  under  rural  conditions. 
Multiple  physicians  testified  they  were  unable  to  identify 
the  criteria  being  utilized  in  the  PRO  review  process 
within  existing  publications  of  TSCN  which,  therefore, 
makes  it  extremely  difficult  to  deliver  health  care  services 
in  accordance  with  PRO  "standards."  Quality  as  deter- 
mined by  a reviewing  physician,  especially  when  the 
credentials  of  the  reviewing  physician  are  not  known, 
does  not  necessarily  constitute  standard  care. 

Recommendation: 

^ . An  additional  "resolve"  is  to  be  added  to  the  resolu- 
tion as  follows; 

"BE  IT  EURTHER  RESOLVED,  that  the  NMA 
request  the  Sunderbruch  Corporation  to  publish  the 
utilization  and  quality  assurance  criteria  which  they 
are  employing  in  the  assessment  of  health  care 
services  provided  by  physicians." 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  RESO- 
LUTION#! ASMODIEIED.  MR.  SPEAKER,  I MOVE  THE 
ADOPTION  OE  THIS  SECTION  OE  OUR  REPORT.  This 
was  seconded.  Dr.  Gogela  commended  the  resolution 
and  suggested  that  a copy  of  the  resolution,  its  analysis 
and  the  determination  of  the  Reference  Committee  be 
sent  to  the  Sunderbruch  Corporation  along  with  a cover 
letter  indicating  that  carbon  copies  were  sent  to 
Nebraska's  Congressional  Delegation.  Dr.  Mathews 
stated  that  HCEA  should  also  be  sent  a copy  of  the 
correspondence.  Doctor  Paustian  consented  to  this 
addition  and  this  section  of  the  report  as  amended  was 
adopted  by  the  House. 

(3)  REPORT  OE  COMMISSION  ON  MEDICAL 
EDUCATION 

The  contents  of  the  report  were  highlighted  by  Doc- 
tor Paustian.  Testimony  was  received  indicating  the 
strong  support  of  the  Board  of  Directors  for  institution  of 
the  accreditation  fee  plan  and  schedule  as  outlined  in  the 
report. 

Concern  was  expressed  regarding  the  dissolution  of 
the  Subcommittee  on  Medical  Student  Applicant  Pool 
Enhancement.  Information  was  provided  indicating  that 
the  state's  two  medical  schools,  Creighton  University 
School  of  Medicine  and  the  University  of  Nebraska 
College  of  Medicine,  have  both  instituted  long-term 
recruitment  programs  to  stimulate  and  encourage  stu- 
dents to  enter  the  health  profession  field.  In  view  of  the 
effort  currently  being  extended,  it  was  no  longer  deemed 
necessary  to  continue  the  subcommittee. 

Recommendation(s): 

1 . The  accreditation  fee  plan  and  schedule  as  outlined 
in  the  report  should  be  considered  by  the  Board  of 
Directors. 

2.  Report  of  the  Commission  on  Medical  Education  be 
accepted  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OUR  REPORT.  This  section  of  the  report  was 
adopted  by  the  House. 

(4)  REPORT  OE  AD-HOC  COMMITTEE  ON  MEDIC- 
AID SERVICES 

There  was  no  testimony  received  concerning  the 
contents  of  the  report. 

Recommendation(s): 

1.  Doctor  Caudill  and  his  committee  are  to  be  com- 
mended for  their  work  and  interaction  with  the 
Department  of  Social  Services  concerning  Medic- 
aid services. 

2.  The  report  of  the  Ad-Hoc  Committee  on  Medicaid 
Services  is  to  be  accepted  for  information. 

MR.  SPEAKER,  1 MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  THE  NMA  PRO  OVERVIEW  COM- 
MITTEE RE:  NMA  PRO  GRIEVANCE  COMMITTEE 

No  testimony  was  received  concerning  the  report. 
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Recommendation: 

1 . Report  of  the  NMA  PRO  Overview  Committee  Re: 
NMA  PRO  Grievance  Committee  be  accepted  for 
information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(6)  RESOLUTION  #8  - METRO  OMAHA  - DEPEN- 
DENTS OF  THE  DEPARTMENT  OF  SOCIAL  SER- 
VICES 

Resolution  #8  read  as  follows: 

WHEREAS,  there  has  recently  been  concern 
raised  about  the  social  and  medical  well  being  of  the 
dependents  of  the  Department  of  Social  Services, 
and 

WHEREAS,  the  state  and  local  agencies  have 
been  overwhelmed  with  increasing  numbers  of 
abused  and  neglected  children  and  their  families, 
and 

WHEREAS,  the  health  and  well-being  of  the 
children  are  related  to  social  adjustment; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  form  an  Ad-Hoc  Com- 
mittee for  the  purpose  of  liaison  between  medical 
doctors  and  appropriate  members  of  the  executive 
branch  of  state  government  with  regard  to  prob- 
lems and  issues  raised  that  directly  concern  the 
dependents  of  the  Department  of  Social  Services. 

Doctor  John  F.  Riedler,  originator  of  the  resolution, 
spoke  extensively  in  support  of  the  resolution.  Great 
concern  was  expressed  regarding  the  lack  of  physician 
influence  in  the  process  employed  in  the  management  of 
abused  and  neglected  children.  There  are  numerous 
parties  involved  in  the  assessment  and  resolution  of 
abuse  and  neglect  problems  including  family  and  their 
respective  attorneys,  case  workers.  Department  of  So- 
cial Service  employees,  the  judiciary  and  others,  but  very 
little  heed  is  paid  to  the  opinion  and  recommendations 
of  physicians  involved  in  such  cases.  Strong  request  was 
made  for  the  development  of  guidelines  at  the  state  level 
for  the  management  of  such  problems  which  includes 
input  from  physicians,  the  executive  branch  of  state 
government,  the  judiciary  and  the  Department  of  Social 
Services.  Additional  testimony  was  heard  that  this  social 
problem  is  not  limited  to  child  abuse  and  neglect  but 
involves  numerous  types  and  categories  of  social  vio- 
lence. 

Recommendation: 

1.  The  "THEREFORE  BE  IT  RESOLVED"  of  Resolution 
#8  be  modified  as  follows: 

"The  Board  of  Directors  of  the  Nebraska  Medical 
Association  establish  through  an  appropriate  com- 
mission or  ad-hoc  committee  a task  force  to  serve  as 
a liaison  between  physicians,  the  executive  branch 
of  state  government,  the  judiciary,  and  the  Depart- 
ment of  Social  Services  to  develop  guidelines  and 
lines  of  authority  to  manage  problems  of  social 
violence  which  specifically  includes  problems  of 
child  abuse  and  neglect." 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  RESO- 
LUTION #8  AS  MODIFIED.  MR.  SPEAKER,  I MOVE  THE 
ADOPTION  OF  THIS  SECTION  OF  OUR  REPORT.  The 
House  adopted  this  section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Frederick  F.  Paustian,  M.D.,  Chairman,  Omaha 
Todd  Sorensen,  M.D.,  Scottsbiuff 
Benjamin  R.  Gelber,  M.D.,  Lincoln 

Reference  Committee  #2 

Reference  Committee  #2  considered  8 reports  and  1 
resolution.  The  Reference  Committee  submits  the  fol- 
lowing report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #11, 
AMA  HEALTH  ACCESS  AMERICA  PROGRAM 

It  should  be  noted  that  the  NMA  supports  the  AMA's 
effort  to  promote  Health  Access  America  but  that  in  a 
small  population  state  such  as  Nebraska,  the  role  of  the 
small  employer  as  a payor  needs  to  be  re-evaluated. 

Recommendation: 

1.  We  recommend  acceptance  of  this  section  of  the 
report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #16, 
UNMC  CHANCELLOR  SELECTION  COMMITTEE 

The  Reference  Committee  commends  President 
Massengale's  request  for  our  input  into  this  selection 
process. 

Recommendation: 

1 . We  recommend  acceptance  of  this  section  of  the 
report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE 

Recommendation: 

1.  We  recommend  acceptance  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  REPORT  OF  UNIVERSITY  OF  NEBRASKA  MED- 
ICAL CENTER 

Testimony  was  heard  concerning  the  acute  need  for 
primary  care  in  the  rural  health  setting.  We  would  like  to 
acknowledge  the  College  of  Medicine's  effort  to  de- 
velop long-term  programs.  At  the  same  time,  we  would 
like  to  emphasize  that  some  communities  are  in  an  acute 
need  of  primary  care  physicians. 
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Recommendation: 

1 . VVe  recommend  acceptance  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OE  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  OE  UNIVERSITY  OE  NEBRASKA  MEDI- 
CAL CENTER  - STUDENT  CHAPTER 

We  would  like  to  acknowledge  the  Student  Chapter's 
effort  to  raise  the  interest  in  medicine  as  a career. 

Recommendation: 

1 . We  recommend  acceptance  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OE  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(6)  REPORT  OF  THE  COMMITTEE  ON  HEALTH  PLAN- 
NING 

Much  testimony  was  heard  concerning  this  report. 
The  physician  members  should  be  acknowledged  for 
their  time  and  diligence  in  starting  this  long-term  effort. 
We  encourage  the  Delegates  to  read  the  plan  in  detail 
and  to  generally  become  better  informed  about  health 
planning  in  the  future.  We  as  a Reference  Committee 
submit  to  the  House  that  this  will  be  an  ongoing  effort 
and  that  future  reports  will  continue  to  refine  the  NMA's 
concerns  and  policies. 

Recommendation: 

1 . We  recommend  acceptance  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(7)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  LOW 
LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Testimony  was  heard  concerning  the  need  for  con- 
tinuing education  relative  to  public  health  aspects  of  low 
level  radioactive  waste  disposal. 

Recommendation: 

1 . We  recommend  acceptance  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

We  again  commend  the  Committee  on  Young  Physi- 
cians' efforts  to  help  further  the  quality  and  access  of 
medical  care  in  the  State  of  Nebraska. 

Recommendation: 

1.  We  recommend  acceptance  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 


(9)  RESOLUTION  #11  - RURAL  HEALTH  EDUCA- 
TION NETWORK-  SCOTTSBLUFF  COUNTY  MEDI- 
CAL SOCIETY 

Resolution  #1 1 read  as  follows: 

WHEREAS,  UNMC  has  established  RHEN,  and 

WHEREAS,  this  program  has  been  established  to 
provide  increased  health  professional  educational 
opportunities  in  rural  areas,  and 

WHEREAS,  this  program  will  provide  health  pro- 
fessional students  with  an  excellent  education  and 
clinical  experience  and  will  encourage  health  pro- 
fessional students  to  consider  rural  health  careers  in 
areas  where  health  professionals  are  becoming  criti- 
cally short  in  supply; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  strongly  supports  the 
University  of  Nebraska  Medical  Center's  effort  to 
promote  the  RHEN  Program  and  encourage  the 
State  Legislature  to  support  this  program  with  ad- 
equate funding. 

A large  amount  of  testimony  was  heard  concerning 
both  the  RHEN  program  as  well  as  rural  health  physician 
recruitment  programs  as  a whole.  No  one  party  can 
doubt  the  need  for  more  primary  care  physicians  in  the 
State  of  Nebraska.  At  this  time,  the  RHEN  program  is  the 
most  visible  of  the  many  efforts  being  undertaken  to 
alleviate  the  significant  shortage  of  primary  care  physi- 
cians, especially  in  the  rural  need  areas. 

Recommendation: 

1.  The  Reference  Committee  recommends  that  the 
"Resolved"  section  be  deleted  and  replaced  with 
the  following: 

"THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  supports  the  University 
of  Nebraska  Medical  Center's  effort  to  promote 
individual  programs  such  as  RHEN.  We  encourage 
the  state  Legislature  to  support  this  effort  with 
adequate  funding." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
RESOLUTION  AS  AMENDED.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #2  AS  A WHOLE. 
This  was  adopted  by  the  House. 

I would  like  to  thank  Doctors  Allen  Dvorak  and  James 
Eosnaugh  for  their  expert  advice  and  writing  of  this 
report. 

Respectfully  submitted, 

Charles  F.  Damico,  M.D.,  Hastings,  Chairman 
Allen  D.  Dvorak,  M.D.,  Omaha 
James  A.  Eosnaugh,  M.D.,  Lincoln 

Dr.  Gogela  queried  whether  Senator  Kerrey  would 
receive  a copy  of  the  Committee  on  Health  Planning's 
report.  He  was  assured  that  not  only  Senator  Kerrey  but 
also  the  entire  Congressional  delegation,  the  Governor 
and  selected  state  senators  would  be  sent  copies  of  the 
report. 
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Reference  Committee  #3 

Dr.  Schvvid  presented  the  report  of  Reference  Com- 
mittee #3  in  the  absence  of  Dr.  Bainbridge. 

Reference  Committee  #3  considered  6 reports  and  3 
resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #2, 
OMNIBUS  BUDGET  RECONCILIATION  ACT  OF 
1990 

No  discussion  was  heard. 

Recommendation: 

1.  We  recommend  adoption  of  this  item. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #9, 
RURAL  PRIMARY  CARE  PHYSICIAN  SHORTAGE 

No  discussion  was  heard  on  this  item. 

Recommendation: 

1.  We  recommend  the  adoption  of  this  item. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #10, 
NATIONAL  PRACTITIONER  DATA  BANK 

Considerable  discussion  was  held  in  support  of  the 
information  supplied.  Items  in  the  Department  of  Health 
report  were  supportive  of  this  position. 

Recommendation: 

1.  We  recommend  the  acceptance  of  this  item. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(4)  REPORT  OF  THE  DELEGATE  TO  AMA 
No  discussion  was  held  about  this  report. 

Recommendation: 

1.  We  recommend  the  acceptance  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  section  of  the  report  was 
adopted  by  the  Flouse. 

(5)  REPORT  OF  COMMISSION  ON  HOSPITAL  MEDI- 
CAL STAFF 

Discussion  was  held  about  the  National  Data  Bank 
and  also  the  necessity  of  the  certificate  of  need. 

Recommendation: 

1.  We  recommend  the  acceptance  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 


SECTION  Of  OUR  REPORI.  I his  section  of  the  report 
was  adopted  by  the  I louse. 

(6)  REPORT  OF  1 HE  AD-HOC  COMMI I fEE  RE:  MEDI- 
CARE 

Discussion  of  the  evolution  of  the  reimbursement 
policies  was  held. 

Recommendation: 

1.  We  recommend  the  acceptance  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(7)  RESOLUTION  #2  - CHEYENNE-KIMBALL-DEUEL  - 
DISCONTINUATION  OF  PAYMENT  OF  INTERPRE- 
TATION OF  EKGs  IN  PHYSICIANS'  OFFICES 

Resolution  #2  read  as  follows: 

WHEREAS,  the  Medicare  amendments  of  1990 
authorized  the  discontinuation  of  payment  for  the 
interpretation  of  in  office  EKGs  as  of  January  1, 
1992,  and  consider  this  service  as  "content  of 
service"  for  an  office  visit,  and 

WHEREAS,  the  only  justification  for  this  change 
is  that  it  would  appear  to  reduce  Medicare  costs  by 
some  $725  million,  and 

WHEREAS,  primary  care  physicians  have  a con- 
siderable investment  in  equipment  and  in  continu- 
ing medical  education  in  order  to  provide  this 
service,  and 

WHEREAS,  this  provision  in  effect  cancels  a 
significant  portion  of  the  primary  care  gains  prom- 
ised by  government  in  its  decision  to  implement 
RBRVS,  and 

WHEREAS,  many  members  of  Congress  have  no 
concept  of  what  this  means  to  the  practice  of 
primary  care  and  most  were  unaware  of  the  provi- 
sion in  the  1990  Medicare  amendments; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
express  its  strong  opposition  to  this  legislative  activ- 
ity and  request  the  AMA  to  exert  all  possible  pres- 
sure to  have  this  provision  of  the  law  changed  prior 
to  implementation,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  peti- 
tion the  Nebraska  Congressional  delegation  to  spon- 
sor legislation  which  would  nullify  this  provision  of 
the  Medicare  amendments  of  1990. 

No  adverse  discussion  was  held  on  this  resolution. 

Recommendation: 

1.  We  recommend  the  adoption  of  this  resolution  as 
written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(8)  RESOLUTION  #3  - METRO  OMAHA  - HEALTH 
USA  ACT  OF  1991 
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Resolution  #3  read  as  follows: 

WHEREAS,  Nebraskans  are  currently  penalized 
by  the  inequities  of  the  Federal  Medicare  program 
by  paying  taxes  and  Medicare  insurance  premiums 
that  are  identical  to  those  rates  in  all  fifty  states,  yet 
being  reimbursed  at  a much  lower  rate  for  health 
care,  and 

WHEREAS,  the  inequities  of  the  Medicare  reim- 
bursement system  are  a major  factor  in  the  increas- 
ing shortage  of  physicians  in  rural  Nebraska,  and 

WEIEREAS,  these  inequities  are  threatening  ac- 
cess to  health  care  in  areas  of  Nebraska,  and 

WHEREAS,  it  is  likely  that  the  current  geographi- 
cal locale  for  Medicare  reimbursement  will  remain 
the  same  under  the  RBRVS  proposal,  and 

WHEREAS,  Senator  Kerrey's  Health  USA  Act  of 
1 991  proposes  to  finance  health  for_ali  USA  citizens 
by  implementing  a universal  taxing  system  without 
geographical  boundaries,  and 

WHEREAS,  the  Health  USA  Act  of  1991  pro- 
poses to  base  payments  for  health  care  on  currently 
used  Medicare  geographical  locales,  and 

WHEREAS,  this  financing  and  payment  of  health 
care  will  expand  the  current  inequities  of  Medicare 
to  the  population  as  a whole; 

THEREFORE,  BE  IT  RESOLVED,  the  Nebraska 
Medical  Association,  already  on  record  as  opposed 
to  the  current  use  of  a geographical  locale  system 
not  based  on  valid  economic  data,  convey  to  Sena- 
tor Kerrey  that  the  NMA  is  opposed  to  any  expan- 
sion of  the  use  of  inequitable  geographical  locales 
for  health  care  financing,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  use  any  means  possible  to 
inform  the  citizens  of  Nebraska  that  they  will  be 
asked  to  subsidize  health  care  for  the  more  popu- 
lated areas  of  the  nation  as  proposed  by  EHealth 
Care  USA  Act  of  1991  and-access  to  health  care  in 
Nebraska  may  suffer  under  proposed  Health  Care 
USA  Act  of  1991. 

A great  deal  of  negative  discussion  on  portions  of  the 
resolution  was  heard.  It  was  recommended  Resolution 
#3  be  referred  to  the  Board  of  Directors  for  their  consid- 
eration and  a report  back  to  the  House. 

Doctor  Schwid  noted  that  the  negative  discussion 
which  evolved  was  due  to  the  fact  that  there  are  many 
other  national  health  insurance  proposals  and  the  nega- 
tivity was  directed  at  the  principles  involved.  He  cau- 
tioned that  the  negative  discussion  should  not  be  con- 
strued as  an  attack  on  Senator  Kerrey's  proposal. 

Recommendation: 

1.  We  recommend  Resolution  #3  - Metro  Omaha  - 
Health  USA  Act  of  1991  be  referred  to  the  Board  of 
Directors  for  study  and  report  back  to  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 


(9)  RESOLUTION  #6  - METRO  OMAHA  - NATIONAL 
PRACTITIONER  DATA  BANK 

Resolution  #6  read  as  follows: 

WEIEREAS,  the  concept  for  a National  Practitio- 
ner Data  Bank  was  based  upon  GAO  information 
regarding  a minuscule  number  of  physicians  who 
were  practicing  in  secondary  states  subsequent  to 
losing  their  license  in  their  primary  state,  and 

WEIEREAS,  the  Federation  of  State  Medical 
Boards  now  has  exhaustive  data  on  disciplined 
physicians  dating  back  many  years  prior  to  the 
NPDB,  and 

WHEREAS,  the  NPDB  has  been  unable  to  supply 
prompt  and  pertinent  information  to  inquiring  hos- 
pitals and  medical  boards,  and 

WHEREAS,  the  NPDB  has  already  demonstrated 
its  bureaucratic  inefficiencies  by  raising  their  inquiry 
fee  by  300  percent,  and 

WHEREAS,  hospital  patients  will  ultimately  bear 
the  cost  of  the  NPDB; 

THEREFORE,  BE  IT  RESOEVED,  that  the  Metro- 
politan Omaha  Medical  Society  request  the  NMA 
and  AMA  to  lobby  HCFA  to  cease  activities  of  the 
NPDB. 

After  vigorous  discussion  it  was  recommended  that 
Resolution  #6  - Metro  Omaha  - National  Practitioner 
Data  Bank  be  referred  to  the  Board  of  Directors  and 
report  back  to  the  House. 

Dr.  Schwid  pointed  out  that  the  opposition  to  the 
National  Practitioner  Data  Bank  was  not  based  upon  a 
desire  to  conceal  bad  practice  patterns  but  rather  was 
aimed  at  the  current  inefficient  and  uneconomical  sys- 
tem. 

Recommendation: 

1.  We  recommend  Resolution  #6  - Metro  Omaha  - 
National  Practitioner  Data  Bank  be  referred  to  the 
Board  of  Directors  for  study  and  a report  back  to  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  YOUR 
REFERENCE  COMMITTEE  #3  AS  A WHOLE.  This  was 
adopted  by  the  Elouse.  The  Chairman  wishes  to  thank 
Elvin  C.  Brown,  M.D.  and  Steven  A.  Schwid,  M.D.  for 
their  assistance  with  this  reference  committee. 

Respectfully  submitted. 

Cordon  D.  Bainbridge,  M.D.,  C.I.,  Chm. 
Elvin  G.  Brown,  M.D.,  Hastings 
Steven  A.  Schwid,  M.D.,  Omaha 

Dr.  Roffman,  as  a point  of  order,  asked  for  clarifica- 
tion of  the  terms  adopted,  filed  and  referred.  Dr. 
McFadden,  Parliamentarian,  explained  that  the  term 
filed  is  to  be  used  when  the  item  is  considered  solely  for 
informational  purposes  and  the  term  adopted  means  the 
House  is  adopting  the  item. 
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Dr.  Roffman  stated  that  the  executive  director  needs 
to  know  the  intent  of  the  House.  Dr.  Cornelius  sug- 
gested that  the  words  "as  filed"  be  deleted  throughout 
the  reports  and  the  Speaker  assured  him  that  this  would 
be  done. 

Reference  Committee  #4 

Reference  Committee  #4  considered  8 reports  and  2 
resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #1, 
ANNUAL  AUDIT 

The  Committee  noted  that  the  Association  finished 

1 990  with  a balance  of  $3,483.00.  The  Committee  also 
noted  a $25  dues  increase  which  became  effective  in 

1991  and  should  assist  in  reducing  the  projected  deficit 
for  this  calendar  year.  The  annual  audit  was  also  re- 
viewed. 

Doctor  Chris  Caudill  was  present  and  commented  on 
the  importance  to  the  Association  of  non-dues  income. 
It  was  noted  that  the  dues  income  decreased  approxi- 
mately $1 ,000  in  1 990  compared  to  1 989.  The  Commit- 
tee also  reviewed  the  annual  revenue  and  expenses 
balance  sheet. 

Recommendation: 

1.  The  Committee  recommends  this  report  be  ac- 
cepted. 

MR.  SPEAKER,  1 MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #3, 
COST  OF  CLAIM  FILING 

This  item  was  opened  for  discussion.  It  was  noted  that 
the  information  was  carried  in  the  September  1 4,  1 990, 
NMA  Newsletter. 

Recommendation: 

1 . The  Committee  recommends  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #5, 
STREAMLINING  OF  FALL  SESSION 

The  Committee  heard  discussion  concerning  this 
proposed  change  for  the  fall  session.  Testimony  was 
favorable  with  no  negative  testimony  being  heard. 

The  Committee  endorses  the  action  of  the  Board  of 
Directors'  decision  to  streamline  the  fall  session  of  the 
House  of  Delegates.  The  Committee  agrees  with  the 
Board  that  those  who  present  oral  reports  at  the  annual 
session  should  be  in  attendance  at  the  reference  com- 
mittee to  which  the  report  is  referred. 

Recommendation: 

1.  The  Committee  recommends  acceptance  of  the 
proposed  restructuring  of  the  fall  session  schedule. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 


SECTION  OF  OUR  REPORT.  Ihe  House  adopted  this 
section  of  the  report. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  1/13, 
SUPPORT  GROUP  BEING  DEVELOPED 

Favorable  testimony  was  heard  by  the  Committee 
relating  to  the  development  of  a "support  group"  relative 
to  the  potential  negative  emotional  impact  of  profes- 
sional liability  suits.  Those  in  attendance  at  the  Commit- 
tee meeting  as  well  as  the  members  of  the  Committee 
felt  that  such  a group  could  serve  a very  useful  function. 
It  is  the  Committee's  understanding  that  an  ad-hoc 
committee  is  or  will  be  appointed  and  that  such  a 
support  group  is  being  planned  for  the  Lincoln  area  and 
with  the  intent  of  expanding  to  statewide  coverage  in  the 
future. 

Discussion  was  heard  suggesting  that  the  concept  of 
this  support  group  should  include  any  NMA  physicians 
and  families  under  stress  from  whatever  reason,  and 
particularly  including  those  facing  possible  sanctions 
from  the  PRO. 

Recommendation: 

1.  The  Committee  endorses  this  activity  and  recom- 
mends acceptance  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  It  was 
noted  that  Dr.  Robert  Osborne  of  Lincoln  is  the  chairman 
of  this  ad-hoc  committee.  The  House  then  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #14, 
NON-DUES  INCOME  MEMBERSHIP  BENEFITS 

The  Committee  accepts  this  report  for  information. 
Those  attending  this  Committee  meeting  and  the  Com- 
mittee are  in  agreement  that  this  type  of  activity  can  be 
and  is  beneficial  to  the  physician  as  well  as  to  our 
Association. 

Recommendation: 

1.  The  Committee  recommends  acceptance  of  this 
report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(6)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #17, 
MEMBERSHIP 

Considerable  discussion  about  membership  was  heard 
by  the  Committee.  It  was  noted  that  membership  dues 
are  almost  static.  It  was  noted  that  although  the  total 
number  of  members  is  the  largest  ever,  the  number  in 
relation  to  the  total  number  of  physicians  in  the  state  is 
either  remaining  static  or  decreasing.  A recommenda- 
tion was  made  that  an  information  sheet  be  developed 
or  incorporated  into  an  existing  information  sheet  outlin- 
ing what  NMA  has  already  accomplished.  The  impor- 
tance of  a one-on-one  relationship  to  encourage  physi- 
cians to  join  the  NMA  was  again  emphasized. 

Recommendation: 

1.  The  Committee  recommends  development  of  an 
information  sheet  outlining  the  accomplishments  of 
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the  NMA  that  may  be  distributed  with  other  infor- 
mation to  potential  new  members  as  well  as  our 
current  membership. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OE  OUR  REPORT.  This  was  seconded.  Dr. 
Cornelius  suggested  that  in  addition  to  this  information, 
the  chart  and  information  pertaining  to  professional 
liability  insurance  comparisons  be  included.  Dr.  Mathews 
was  receptive  to  this  addition  to  the  recommendation 
and  this  section  of  the  report  as  amended  was  adopted 
by  the  House. 

(7)  REPORT  OE  SCIENTIEIC  SESSIONS  COMMITTEE 

One  item  specifically  was  discussed  at  some  length. 
The  request  from  the  Commission  on  Medical  Education 
for  developing  a process  to  allow  smaller  Nebraska 
hospitals  to  provide  Category  I CME  accreditation  in 
association  with  the  Scientific  Sessions  Committee  was 
considered.  The  Committee  concurs  with  this  activity. 

Recommendation: 

1 . The  Committee  recommends  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OE  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  RESOLUTION  #5  - LANCASTER  COUNTY  - CHIL- 
DREN AND  TELEVISION  VIOLENCE 

Resolution  #5  read  as  follows: 

WHEREAS,  children  in  the  United  States  today 
spend  four  hours  a day  watching  television,  more 
time  than  they  spend  in  the  classroom  or  in  any 
activity  except  sleep,  and 

WHEREAS,  by  the  time  the  average  child  gradu- 
ates from  high  school,  he  will  have  seen  18,000 
murders  while  watching  1 5,000  hours  of  television 
compared  with  1 1,000  hours  of  formal  classroom 
instruction,  and 

WHEREAS,  children's  television  programs  con- 
tain about  20  violent  acts  each  hour,  and 

WHEREAS,  children  who  watch  repeated  acts  of 
violence  on  television  may  become  less  sensitive  to 
the  pain  and  suffering  of  others,  be  more  fearful  of 
the  world  around  them,  be  more  likely  to  behave  in 
aggressive  or  harmful  ways  towards  others; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  support  a coalition  of 
health  professionals,  educators,  religious  leaders 
and  parents  in  a symposium  this  October,  entitled 
"Violence  in  the  Media"  sponsored  by  the  Nebraska 
Chapter  of  the  American  Academy  of  Pediatrics 
through  a Child  Abuse  Prevention  Fund  Grant. 

The  Committee  heard  testimony  in  favor  of  this 
resolution.  It  was  noted  during  the  discussion  that  the 
Child  Abuse  Prevention  Fund  Grand  had  already  been 
obtained. 

Recommendation: 

1 .  The  Committee  recommends  acceptance  of  Reso- 
lution #5  with  the  following  change  in  the  last 


paragraph:  "THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  Medical  Association  physicians  support 
and  participate  in  a coalition  of  health  professionals, 
educators,  religious  leaders  and  parents  in  a sympo- 
sium this  October  entitled  "Violence  in  the  Media" 
sponsored  by  the  Nebraska  Chapter  of  the  Ameri- 
can Academy  of  Pediatrics  through  an  already  funded 
Child  Abuse  Prevention  Fund  Grant." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(9)  RESOLUTION  #7-METROOMAHA-CHILD  ABUSE 
AND  NEGLECT 

Resolution  #7  read  as  follows: 

WHEREAS,  the  nation's  future  is  being  adversely 
affected  because  child  abuse  and  neglect  is  an 
increasing  problem  nationwide  as  well  as  in  the 
State  of  Nebraska,  and 

WHEREAS,  the  state  and  local  agencies  have 
been  overwhelmed  with  increasing  numbers  of 
abused  and  neglected  children  and  their  families, 
and 

WHEREAS,  the  Nebraska  Medical  Association 
needs  to  be  an  active  participant  in  the  planning  and 
implementation  of  appropriate  services  to  children 
and  youth; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  be  appropriately  repre- 
sented on  Governor  Nelson's  Foster  Care  Review 
Task  Force  to  address  the  medical  needs  and  to  be 
involved  in  all  aspects  of  services  for  these  children 
and  youth  of  the  State  of  Nebraska. 

Favorable  testimony  was  heard  on  behalf  of  this 
resolution.  There  was  considerable  discussion  relating 
to  both  Resolution  #7  and  Resolution  #8.  Resolution  #8 
was  considered  in  another  committee. 

Recommendation(s);  (it  was  noted  that  each  recom- 
mendation would  be  voted  on  separately  by  the  House.) 

1 . The  Committee  recommends  that  this  resolution  be 
accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

2.  The  Committee  further  recommends  that  the  NMA 
send  a letter  to  Governor  Ben  Nelson  advising  him 
of  the  importance  of  having  physician(s)  represen- 
tation on  Governor  Nelson's  Foster  Care  Review 
Task  Force. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

3.  The  Committee  suggests  that  the  Board  of  Directors 
and  the  Ad-Hoc  Committee  on  Maternal  and  Child 
Health  of  the  NMA  strongly  consider  opening  dis- 
cussions with  the  Bar  Association  relating  to  the 
problem  of  abused  and  neglected  children  and  the 
"relationship"  of  the  courts  to  this  problem. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OE  OUR  REPORT.  This  was  seconded.  Dr. 
Collicott  asked  for  clarification  of  the  committee's  posi- 
tion regarding  the  creation  of  another  ad-hoc  committee 
to  address  this  issue.  Dr.  Mathews  stated  that  it  was  the 
committee's  intent  that  this  item  be  addressed  by  an 
already  existing  committee.  The  Elouse  then  adopted 
this  section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  YOUR 
REEERENCE  COMMITTEE  #4  AS  A WHOLE.  This  was 
adopted  by  the  House. 

Respectfully  submitted, 

M.  Jack  Mathews,  M.D.,  Chairman,  Lincoln 
Donna  K.  Nelson,  M.D.,  Omaha 
David  L.  Bacon,  M.D.,  Kearney 


Reference  Committee  #5 

Reference  Committee  #5  considered  7 reports  and  4 
resolutions.  The  Reference  Committee  submits  the  fol- 
lowing report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#4,  HHS  INSPECTOR  GENERAL  KUSSEROW'S  RES- 
IGNATION REQUESTED 

The  Reference  Committee  did  not  hear  any  testimony 
in  reference  to  this  item. 

Recommendation: 

1 . We  recommend  this  be  brought  back  to  the  Board 
of  Directors  again  for  their  consideration  to  re- 
submit this  to  Secretary  Sullivan. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#8,  PROVISION  OF  CARE  BY  NON-MEDICALLY 
LICENSED  PRACTITIONERS 

Limited  discussion  was  heard  in  reference  to  this  item. 
Discussion  heard  was  in  favor  of  accepting  the  item  as 
written. 

Recommendation: 

1.  We  recommend  the  item  be  accepted  as  written. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#12,  CLINICAL  LABORATORY  IMPROVEMENT 
ACT 

Considerable  amount  of  discussion  was  held  in  refer- 
ence to  this  matter  which  helped  shed  light  on  this 
subject. 

Discussion  was  heard  in  reference  to  a state  certifica- 
tion act  that  it  deals  more  with  testing  rather  than  with 
personnel  matters  and  is  more  acceptable  than  the 
federal  act.  Testimony  was  also  heard  in  reference  to 
those  inspecting  should  act  primarily  as  educators  and 


Doctor  Gregg  Wright,  Director  of  the  State  Health 
Department,  also  provided  valuable  testimony  and  infor- 
mation in  reference  to  the  Nebraska  certification  legisla- 
tion. 

The  committee  commends  Doctor  Darroll  Loschen 
for  his  efforts  in  informing  physicians  as  to  the  impact 
and  interpretation  of  both  the  state  and  federal  laws. 

Recommendation(s): 

1.  We  recommend  that  the  Nebraska  Medical  Asso- 
ciation continue  to  provide  input  to  the  State  De- 
partment of  Health  and  to  continue  to  provide 
information  to  physicians  in  reference  to  both  the 
state  and  federal  certification  laws. 

2.  We  recommend  that  the  Report  of  the  Board  of 
Directors,  Item  #12,  Clinical  Laboratory  Improve- 
ment Act,  be  adopted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  There 
was  considerable  discussion  regarding  the  gray  area 
which  exists  between  the  current  state  law  and  the  as  yet 
unknown  federal  regulations.  It  was  suggested  that  the 
NMA  consider  introduction  of  a bill  to  repeal  the  current 
state  certification  law  if  it  appears  to  be  either  more 
stringent  than  or  in  conflict  with  the  federal  law.  Dr. 
Reed  agreed  to  this  addition  and  the  House  then  adopted 
this  section  of  the  report  as  amended. 

(4)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  PRO- 
FESSIONAL LIABILITY 

Testimony  in  reference  to  this  report  was  provided  by 
Doctor  James  Dunlap  for  informational  purposes.  Some 
discussion  ensued  in  reference  to  the  cap  of  $1.25 
million  but  no  action  on  this  has  been  taken  by  the 
Judiciary  Committee  at  the  time  of  this  report. 

Recommendation: 

1.  The  report  of  the  Ad-Hoc  Committee  on  Profes- 
sional Liability  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORTOFTHE  STATE  DEPARTMENTOF  HEALTH 
No  discussion  ensued  in  reference  to  this  report. 

Recommendation: 

1.  We  recommend  the  adoption  of  this  report  as 
written. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  REPORT  OF  THE  BOARD  OF  EXAMINERS  IN  MEDI- 
CINE AND  SURGERY 

Discussion  was  heard  in  reference  to  this  report.  The 
first  item  was  the  legislative  bill  allowing  for  more  input 
from  the  Board  of  Medical  Examiners  in  disciplinary 
actions.  Additional  discussion  ensued  in  reference  to  the 
inability  of  the  Chairman,  William  A.  Shiffermiller,  M.D., 
to  give  an  oral  report  to  the  Spring  Session  of  the  House 
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of  Delegates.  Testimony  was  also  heard  that  the  Spring 
meeting  is  in  conflict  with  the  meeting  of  the  Federation 
of  State  Medical  Boards  which  meets  at  the  same  time. 

Recommendation: 

1.  It  is  recommended  that  the  Board  of  Directors 
consider  that  the  report  of  the  Board  of  Examiners 
in  Medicine  and  Surgery  be  given  at  the  Fall  Session 
rather  than  the  Spring  Session  to  allow  the  Chair- 
man, Doctor  Shiffermiller,  to  be  able  to  present  his 
oral  report. 

MR.  SPEAKER,  i MOVE  THE  ADOPTION  OE  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Asa 
point  of  information.  Dr.  Meissner  noted  that  the  Board 
of  Directors  had  elected  to  eliminate  all  oral  reports  at 
the  Fall  Session  of  the  House  of  Delegates.  Dr.  Collicott 
reminded  the  House  that  they  had  just  voted  to  stream- 
line the  Fall  Session,  and  by  adopting  this  recommenda- 
tion, they  would  be  sending  a mixed  message  to  the 
Board  of  Directors. 

Dr.  Klutman  said  that  the  committee's  intent  was  to 
have  Dr.  Shiffermiller  present  at  the  Reference  Commit- 
tee considering  his  report  at  the  Fall  Session.  In  order  to 
reflect  this  intention,  the  recommendation  was  changed 
to  read  as  follows: 

1.  It  is  recommended  that  the  Board  of  Directors 
consider  that  the  report  of  the  Board  of  Examiners 
in  Medicine  and  Surgery  be  given  at  the  Fall  Session 
rather  than  the  Spring  Session  to  allow  the  Chair- 
man, Doctor  Shiffermiller,  to  present  his  report. 

This  section  of  the  report  was  then  adopted  by  the 
House. 

(7)  REPORTOFTHECOMMISSIONON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

No  discussion  was  heard  in  reference  to  this  report. 
Recommendation: 

1 . We  recommend  that  the  report  of  the  Commission 
on  Legislation  and  Governmental  Affairs  be  ac- 
cepted as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  RESOLUTION  #4  - METRO  OMAHA -LASER 
SURGERY 

Resolution  #4  read  as  follows: 

WFIEREAS,  significant  technological  advances 
now  allow  the  surgical  manipulation  of  human 
tissues  with  not  only  specialized  blades,  but  lasers 
of  numerous  types,  and 

WHEREAS,  the  surgical  manipulation  of  human 
tissue,  no  matter  what  the  method  of  instrumenta- 
tion, requires  the  broad  medical  education  required 
for  licensure  by  the  Board  of  Medical  Examiners  in 
Medicine  and  Surgery  in  Nebraska,  and 

WHEREAS,  the  knowledge  for  the  safe  and  ap- 
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propriate  use  of  lasers  and  other  new  modalities  is 
a continuum  of  this  broad  medical  foundation; 

THEREFORE,  BE  IT  RESOLVED,  that  the  use  of 
lasers  and  related  modalities  to  manipulate  human 
tissue  be  performed  only  by  individuals  licensed  to 
practice  medicine  and  surgery  in  the  State  of  Ne- 
braska, under  the  Board  of  Examiners  in  Medicine 
and  Surgery. 

Discussion  was  heard  in  support  of  Resolution  #4. 
Discussion  was  also  heard  in  reference  to  adding  after, 
"manipulate  human  tissue"  the  words  "in  vivo". 

Recommendation: 

1.  That  the  resolution  be  amended  to  read,  "THERE- 
FORE, BE  IT  RESOLVED,  that  the  use  of  lasers  and 
related  modalities  to  manipulate  human  tissue  in 
vivo  be  performed  only  by  individuals  licensed  to 
practice  medicine  and  surgery  in  the  State  of  Ne- 
braska, under  the  Board  of  Examiners  in  Medicine 
and  Surgery." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT  AS  AMENDED.  This  was 
seconded.  There  was  considerable  discussion  regarding 
the  meaning  of  the  phrase  "and  related  modalities".  Dr. 
Whitted  stated  that  although  this  was  not  addressed  in 
the  Reference  Committee,  the  phrase  was  included  by 
the  drafters  of  the  resolution  in  order  to  encompass 
technology  on  the  horizon  and  to  eliminate  the  need  to 
come  back  year  after  year  with  another  resolution.  Dr. 
Cornelius  moved  that  the  phrase  "and  related  modali- 
ties" be  eliminated. 

Dr.  Celber  questioned  whether  laser  surgery  falls 
under  the  Medical  Practice  Act.  If  not,  he  felt  that  this 
resolution  would  be  in  effect  calling  for  revision  of  the 
Medical  Practice  Act.  Dr.  Whitted  stated  that  it  was  Dr. 
Wright's  opinion  that  it  was  currently  covered  under  the 
act  but  that  further  investigation  was  needed  to  deter- 
mine the  veracity  of  his  opinion.  It  was  noted  that  there 
is  some  concern  that  the  Medical  Practice  Act  has  been 
violated. 

Dr.  Bosley  moved  that  action  on  this  resolution  be 
postponed  and  the  resolution  be  referred  to  the  Board  of 
Directors  for  interpretation  and  report  back  to  the  House 
at  the  Fall  Session.  Dr.  Cornelius  withdrew  his  motion 
from  the  floor.  The  House  then  adopted  Dr.  Bosley's 
motion.  This  section  of  the  report  as  amended  was  then 
adopted  by  the  House. 

(9)  RESOLUTION  #9  - INABILITY  TO  QUALIFY  FOR 
IONIZING  RADIATION  REGULATIONS  - CHEY- 
ENNE-KIMBALL-DEUEL  MEDICAL  SOCIETY 

Resolution  #9  read  as  follows: 

WHEREAS,  the  Division  of  Radiological  Health 
of  the  Department  of  Health  has  recently  issued  a 
book  of  regulations  regarding  the  use  of  ionizing 
radiation,  and 

WHEREAS,  they  have  notified  all  physicians  who 
maintain  "X-ray"  equipment  in  their  offices  of  the 
requirements  for  the  operation  of  this  equipment 
regarding  the  personnel  and  training  requirements 
for  employees  taking  radiographs,  and 


WHEREAS,  there  are  no  training  programs  avail- 
able within  a reasonable  distance  from  most  Ne- 
braska communities,  and 

WHEREAS,  it  is  not  [tresently  possible  for  office 
personnel  to  become  qualified  under  the  new  regu- 
lations, and 

WHEREAS,  the  Department  of  Health  has  indi- 
cated that  it  intends  to  begin  on-site  inspection  of 
ionizing  radiation  operations  of  equipment  in  phy- 
sicians' offices  on  July  1,  1991  even  though  it  is  not 
possible  to  comply  with  the  regulations,  and 

WHEREAS,  the  book  of  regulations  includes  a 
schedule  of  fines  to  be  assessed  if  this  equipment  is 
not  being  operated  according  to  their  regulations; 

THEREEORE,  BE  IT  RESOLVED,  that  the  NMA 
seek  clarification  from  the  Department  of  Health  as 
to  how  physicians'  offices  can  comply  with  regula- 
tions when  no  approved  course  of  instructions  are 
available  for  the  training  of  LSO's  (limited  systems 
operators)  and  the  required  examination  for  these 
persons  has  not  previously  existed,  and 

BE  IT  EURTHER  RESOLVED,  that  the  NMA  seek 
a postponement  of  the  implementation  of  the  train- 
ing requirements  for  LSO's  for  1 year  or  for  6 
months  from  the  time  that  certified  courses  for  the 
training  of  LSO's  become  available. 

Lengthy  discussion  was  heard  in  reference  to  Resolu- 
tion #9,  including  the  courses  for  accreditation  if  these 
credits  are  actually  acceptable  for  certification  and  the 
expenses  incurred.  Also,  whether  there  was  to  be 
enforcement  at  this  time. 

Recommendation(s): 

1 . We  recommend  that  the  resolution  be  adopted  as 
written. 

2.  That  Doctor  Gregg  Wright  report  back  to  the  Ne- 
braska Medical  Association  in  reference  to  the 
availability  of  courses  for  education  and 
credentialing,  whether  these  courses  will  be  ac- 
cepted for  the  credentialing  process,  and  to  further 
inform  the  NMA  if  enforcement  is  to  be  imple- 
mented on  July  1,  1991. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OE  OUR  REPORT.  This  was  seconded.  Dr. 
Cornelius  asked  Dr.  Reed  to  expand  upon  Dr.  Wright's 
comments  in  the  Reference  Committee.  Dr.  Reed  said 
that  Dr.  Wright  said  he  would  look  into  the  matter 
regarding  available  courses  and  if  course  credit  is  avail- 
able, and  he  would  then  notify  the  NMA  of  the  situation 
by  letter.  The  House  then  adopted  this  section  of  the 
report. 

(10)  RESOLUTION  #10 -LINCOLN  COUNTY -STATE 
VACCINES  TO  ATTENDING  PHYSICIANS 

Resolution  #10  read  as  follows: 

WHEREAS,  post-natal  care  of  the  infant  and  later 
care  of  the  child  is  under  the  attention  of  a physician 
chosen  by  the  parents,  and 

WHEREAS,  it  is  advised  and  customary  that  the 


child  is  examined  by  this  chosen  physician  at 
scheduled  times,  and 

W1  lEREAS,  during  these  scheduled  visits,  immu- 
nizations can  and  are  given,  and 

WHEREAS,  the  State  of  Nebraska  is  attempting 
to  reduce  expenditures; 

THEREEORE,  BE  II  RESOLVED,  that  the  State  of 
Nebraska  release  to  physicians  attending  infants 
and  children  tax-subsidized  vaccines  thus  permit- 
ting continuity  of  care,  better  record  keeping,  more 
convenience  to  the  parents  and  economy  to  the 
state  by  permitting  closing  of  immunization  clinics. 

Considerable  and  lengthy  discussion  was  heard  in 
reference  to  this  resolution.  Testimony  was  heard  from 
Doctor  Gregg  Wright  as  well  as  other  physicians  in 
attendance. 

Recommendation(s): 

1 . Resolution  #10  as  written  be  accepted. 

2.  That  the  NMA  encourage  the  State  Legislature  to 
provide  adequate  funding  for  implementation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OE  OUR  REPORT.  This  was  seconded.  It  was 
noted  that  there  is  no  funding  available  this  year  in  the 
Legislature  to  implement  this  resolution.  The  intent  of 
the  Reference  Committee  was  to  seek  funding  for  those 
areas  of  the  state  which  do  not  have  access  to  free  clinics 
and  then  to  pursue  funding  for  free  vaccines  for  Lincoln 
and  Omaha  physicians  in  future  years.  Dr.  Eilipi  voiced 
his  opposition  to  this  proposed  course  of  action. 

Dr.  Cornelius  felt  that  this  proposed  course  of  action 
conflicted  with  the  intent  of  the  resolution  which  is  to 
make  vaccine  available  to  all  private  physicians.  Dr. 
Klutman  again  reminded  the  House  that  funding  is  not 
available  this  year  in  the  Legislature  to  finance  the  entire 
state.  Dr.  Cornelius  then  moved  that  the  resolution  be 
referred  to  the  Board  of  Directors  and  its  Commission  on 
Legislation  and  Governmental  Affairs  to  establish  a posi- 
tion. This  was  seconded.  The  motion  carried.  This 
section  of  the  report  as  amended  was  then  adopted  by 
the  House. 

(11)  RESOLUTION  #12  - SCOTTS  BLUEE  COUNTY  - 
BUNDLING  OF  FEES  FOR  AUTOLOGOUS 
BLOOD 

Resolution  #12  read  as  follows; 

WHEREAS,  HCFA  has  established  a policy  re- 
quiring hospitals  to  cover  autologous  blood  dona- 
tions as  a "bundled"  service,  and 

WHEREAS,  this  policy  is  counter-productive  to 
use  of  autologous  blood; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  strongly  protests  this 
action  and  will  seek  changes  in  this  policy  by 
whatever  methods  determined  appropriate  by  the 
Board  of  Directors. 

Minimal  discussion  was  heard  in  reference  to  this. 
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Recommendation: 

1.  We  recommend  that  this  resolution  be  referred  to 
the  Board  of  Directors  for  study. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OE  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  ADOPTION  OFTHE  REPORT 
OF  YOUR  REFERENCE  COMMITTEE  #5  AS  A WHOEE. 
This  was  adopted  by  the  House. 

Respectfully  submitted, 

John  L.  Reed,  M.D.,  Chairman  - Lincoln 
Ronald  W.  Klutman,  M.D.,  Columbus 
Peter  J.  Whitted,  M.D.,  Omaha 


Reference  Committee  #6 

Reference  Committee  #6  considered  7 reports.  We 
submit  the  following  report  for  acceptance. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
# 1 5,  PUBLIC  RELATIONS  EFFORT  REVIEWED  AND 
REPORT  OF  THE  COMMISSION  ON  PUBLIC  AF- 
FAIRS 

These  two  reports  were  presented  and  discussed 
together.  Discussion  centered  around  the  possible 
hiring  of  personnel  for  communication  purposes  by  the 
Nebraska  Medical  Association  so  that  the  NMA  can  be 
the  voice  of  medicine  for  the  citizens  of  Nebraska  and 
take  a more  pro-active  position.  There  are  presently  two 
alternatives  being  considered  in  lieu  of  a full-time  com- 
munication director,  as  it  was  felt  by  the  Board  of 
Directors  that  sufficient  funds  for  such  a full-time  person 
were  not  available. 

Recommendation: 

1 . Your  Reference  Committee  recommends  that  the 
report  and  Board  Item  #15  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OE  OUR  REPORT.  The  House 
adopted  this  section  of  the  report. 

(2)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION 

This  report  was  submitted  for  informational  purposes. 
It  was  mentioned  that  workshops  are  being  planned 
throughout  the  state  for  curriculum  development.  This 
program  is  progressing  well  at  present. 

Recommendation: 

1 . Your  Reference  Committee  recommends  that  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  MA- 
TERNAL AND  CHILD  HEALTH 

Considerable  testimony  was  received  regarding  the 
fact  that  information  contained  on  the  birth  and  death 
certificates  is  not  privileged.  The  committee  has  sug- 


gested that  a bill  be  introduced  to  the  Legislature, 
possibly  by  the  NMA  Commission  on  Legislation  and 
Governmental  Affairs  regarding  the  confidentiality  of 
this  information  and  has  so  indicated  in  their  report. 

A program  concerning  drug  screening  of  the  urine  of 
pregnant  women  at  the  time  of  delivery  has  been  pro- 
posed and  will  be  implemented  in  Class  I hospitals 
throughout  the  state  this  fall.  There  will  be  complete 
anonymity  as  to  the  information  gained  from  this  study. 

A discussion  concerning  review  of  maternal  deaths 
and  cases  of  neonatal  asphyxia  was  also  heard.  It  was 
stressed  that  this  peer  review  is  to  be  strictly  for  educa- 
tional purposes  and  in  no  way  is  designed  to  undermine 
the  individual  physician.  If  a doctor  is  requested  to 
submit  a case,  he  should  definitely  be  contacted  as  to  the 
results  of  the  review'.  For  statistical  purposes,  the  com- 
mittee has  voted  to  collaborate  with  similar  study  groups 
and  peer  reviews  from  Oklahoma,  Colorado,  Kansas  and 
Missouri.  It  was  stressed  that  communication  and  coop- 
eration between  the  reviewer  and  the  physician  is  of 
utmost  importance. 

There  was  concern  expressed  over  the  problem  of 
dismissing  infants  and  children  who  are  in  need  of  either 
social  services  or  child  protective  services  from  an  acute 
care  setting  in  a hospital  when  they  no  longer  qualify  for 
acute  care,  but  have  not  yet  received  adequate  evalua- 
tion by  either  social  services  or  child  protective  services. 
It  was  felt  that  funding  for  said  cases  is  absolutely 
essential  to  ensure  the  safety  and  well-being  of  such 
patients. 

This  Reference  Committee  commends  Doctor  Bausch 
and  his  Ad-Hoc  Committee  for  the  fine  work  that  they 
are  doing. 

Recommendation: 

1 . We  recommend  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Bausch  stated  that  there  has  been  a great  deal  of  hysteria 
regarding  maternal  substance  abuse.  Currently  in  Ne- 
braska, data  and  information  on  this  subject  are  lacking. 
The  Ad-Hoc  Committee  on  Maternal  and  Child  Health 
are  currently  undertaking  this  project  and  hope  to  be 
able  to  report  back  to  the  House  at  the  1992  Annual 
Session  as  to  the  impact  and  incidence  of  maternal 
substance  abuse  in  Nebraska. 

Dr.  Bosley  moved  that  the  report  of  the  Ad-Hoc 
Committee  on  Maternal  and  Child  Health  be  approved 
rather  than  filed.  The  motion  carried.  Dr.  Holyoke  then 
changed  the  committee's  recommendation  to  reflect 
this  and  the  House  adopted  this  section  of  the  report  as 
amended. 

(4)  REPORT  OF  THE  NEBRASKA  MEDICAL  FOUNDA- 
TION, INC. 

This  report  was  reviewed  by  the  Committee. 

Recommendation: 

1.  We  recommend  that  the  report  be  accepted  as 
written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
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SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(5)  REQUESTS  FOR  LIFE  AND  ASSOCIATE  MEMBER- 
SHIPS 

The  requests  were  as  follows: 

REQUESTS  FOR  LIFE  MEMBERSHIP 

HOLT  & NORTHWEST  COUNTY  MEDICAL  SOCIETY 
James  E.  Ramsay,  M.D.,  Atkinson 

MADISON  COUNTY  MEDICAL  SOCIETY 
James  H.  Dunlap,  M.D.,  Norfolk 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Richard  J.  Fangman,  M.D.,  Omaha 
Theodore  F.  Hubbard,  M.D.,  Omaha 
John  F.  Latenser,  M.D.,  Omaha 
Matilda  S.  Mclntire,  M.D.,  Omaha 
Samuel  H.  Perry,  M.D.,  Omaha 

PLATTE-LOUP  VALLEY  COUNTY  MEDICAL  SOCIETY 
Ervin  N.  Heiser,  M.D.,  Lincoln 

SCOTTS  BLUFF  COUNTY  MEDICAL  SOCIETY 
Robert  J.  Lynn,  M.D.,  Granite  Shoals,  TX 

REQUEST  FOR  ASSOCIATE  MEMBERSHIP 

BUFFALO  COUNTY  MEDICAL  SOCIETY 
Robert  C.  Anderson,  M.D.,  Holdrege 

MADISON  COUNTY  MEDICAL  SOCIETY 
Harold  D.  Dahiheim,  M.D.,  Norfolk 

PLATTE-LOUP  VALLEY  COUNTY  MEDICAL  SOCIETY 
Theodore  J.  Lemke,  Jr.,  M.D.,  Columbus 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Donald  A.  Harvey,  M.D.,  Omaha 
William  C.  Melcher,  M.D.,  Omaha 
Luis  A.  Vasquez,  M.D.,  Omaha 

The  individuals  who  have  submitted  requests  for  the 
categories  of  Life  Membership  and  Associate  Member- 
ship were  reviewed. 

Recommendation: 

1 . We  recommend  acceptance  of  the  requests. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  MINUTES  OF  THE  BOARD  OF  COUNCILORS 

The  minutes  were  reviewed  by  the  Reference  Com- 
mittee. 

Recommendation: 

1.  We  recommend  that  the  minutes  of  the  Board  of 
Councilors  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  I HE 
REPORT  OF  YOUR  REFERENCE  COMMIT  LEE  t/6  AS  A 
WHOLE.  This  was  adopted  by  the  LTouse. 

Respectfully  submitted, 

Edward  A.  Holyoke,  Jr.,  M.D.,  Omaha 
Dwight  Larson,  M.D.,  North  Platte 

Dr.  Meissner  thanked  Dr.  Holyoke  for  filling  in  for  Dr. 
Griffin  as  chairman  of  Reference  Committee  #6.  Follow- 
ing these  remarks,  the  House  recessed. 


HOUSE  OF  DELEGATES 

THIRD  SESSION 

The  Third  Session  of  the  House  of  Delegates  was  held 
April  28,  1 991 . The  meeting  was  called  to  order  by  the 
Speaker.  73  delegates  were  present  and  the  meeting  was 
declared  in  session. 

The  Speaker  called  for  the  report  of  the  Nominating 
Committee,  and  Dr.  David  Filipi,  Chairman,  presented 
the  following  slate  of  officers: 

President-Elect  - 

Darroll  J.  Loschen,  M.D.,  York 

Board  of  Directors  - At  Large  - 
Ronald  W.  Klutman,  M.D.,  Columbus 

Delegate  to  the  AMA  - 

C.  J.  Cornelius,  Jr.,  M.D.,  Sidney 

Alternate  Delegate  to  the  AMA  - 
Paul  E.  Collicott,  M.D.,  Lincoln 

Alternate  Delegate  to  the  AMA  Young  Physicians  Section- 
Tamara  R.  Johnson,  M.D.,  Cambridge 

Councilors: 

5th  District  - Kenneth  C.  Bagby,  M.D.,  Blair 
6th  District  - Richard  M.  Pitsch,  Sr.,  M.D.,  Seward 
7th  District  - R.  A.  Blatny,  M.D.,  Fairbury 
8th  District  - Richard  D.  Fitch,  M.D.,  O'Neill 
12th  District  - Milton  R.  Johnson,  M.D.,  Scottsbiuff 

Council  on  Professional  Ethics  - 
Hiram  R.  Walker,  M.D.,  Kearney 

There  being  no  nominations  from  the  floor,  the  House 
adopted  all  the  nominations. 

Dr.  Collicott  escorted  Dr.  Loschen  to  the  front  of  the 
House.  Dr.  Williams,  President,  installed  Dr.  Loschen  as 
President-Elect  of  the  Nebraska  Medical  Association. 

Dr.  Meissner  announced  that  there  would  be  a brief 
meeting  of  the  Board  of  Directors  following  adjourn- 
ment of  the  House. 

There  being  no  further  business,  the  meeting  was 
adjourned. 
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When  You  Join 
The  American 
Medical  Association. . . 


¥)u  Can  Save 
Hundreds 


Of  dollars.  American  Medical  Association 
(.\MA)  membership  brings  you  The  Toumal  of  the 
Anrerican  Medical  Association  (JAMA),  American 
Medical  News,  the  Member  Matters  Newsletter 
and  important  career  assistance...  all  free.  YouJl 
also  be  eligible  for  substantial  members-only 
discounts  on  seminars,  w'orkshops,  a catalog  full 
of  products  and  career  and  financial  services  that 
can  help  you  in  your  practice  and  throughout 
your  career. 


In  fact,  when  you  add  it  all  up,  your  money- 
saving benefits  could  more  than  pay  for  your 
membership.  So,  if  you’re  looking  to  sav'e  some 
money,  you  can  start  by  joining  the  AMA. 


The  time  to  start  saving  is  now 

Join  The  American  Medical  Association. 


Return  the  attached  coupon  today. 


And 

Thousands 


Of  lives.  When  you  join  the  AMA,  you  are 
not  the  only  one  who  benefits.  Your  membership 
helps  make  possible  our  efforts  on  behalf  of  our 
patients.  The  AMA  is  a leader  in  the  battle  against 
cigarettes,  dmg  and  alcohol  abuse,  infant  mortal- 
ity and  adolescent  suicide.  In  fact,  wTerever  the 
struggle  for  quality  health  care  is  fought,  you’ll 
find  the  AMA. 


Joining  a cmsade  to  alleviate  suffering.  Extending 
Jrealth  care  to  all.  Fulfilling  our  commitment  as 
physicians  and  as  citizens.  These  are  the  most 
important  benefits  of  AMA  membership. 


I 1 

X/^QII  want  to  join  the  American  Medical  Association 
1 ILul because  of  all  it  offers  me  ...  and  my  patients. 

Please  send  me  a membership  application. 

(Please  print  clearly) 

Name 

Address 


I City State Zip 

I Telephone  Number  ( ) 

I Mail  this  coupon  to  the  Nebraska  Medical  Asociation, 
1^1512  FirsTier  Bank  Building,  Lincoln,  NE  68508. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


AUDIO-DIGEST  INVITES  YOU  TO . . . 

Try  One  On  Us! 

Discover  what  Audio-Digest  is  all  about.  Why?  Because  we  want  you  as  a subscriber— 
and  what  better  way— than  for  you  to  experience  an  actual  Audio-Digest  postgraduate 
medical  program?  So  the  first  issue  is  on  us.  And  here’s  what  you  get. 

Current  clinical  information  — recorded  live  from  major  medical  sessions— months 
ahead  of  printed  publication  • meticulous  electronic  fine  editing  • valuable  accompany- 
ing printed  reference  materials  • two  hours  Category  I credit  for  every  one-hour  program 
toward  the  AMA’s  Physician's  Recognition  Award  and  additional  credit  where  designated 
by  qualified  boards  and  associations  • tax  deductible  eligibility. 

Check  the  FREE  issue  you'd  like— no  strings  attached 

□ Anesthesiology— foprcs  in  Pain  Management 

□ Emergency  Medicine— Coordrrratrr/gf  your  EMS  System:  Are  you  Prepared? 

□ Family  Practice— Blood  Pressure 

□ *Gastroenterology— G/ fioord  Review 

□ General  Surgery— CnVfca/  Issues  in  Intensive  Care 

□ Internal  Medicine—  TVrafwgr  and  Preventing  Hypertension 

□ Obstetrics/Gynecology— .4  rrfrbfofrc  Update 

□ Ophthalmology— A«ccr/dra^  rn  Glaucoma 

□ *Orthopaedics— the  Hand  and  Wrist 

□ Otolaryngology— /bcMS  on  the  Sinuses 

□ Pediatrics— Hour  with  Sydney  S.  Gellis:  Recent  Clinical  Advances 

□ Psychiatry—  Manifestations  and  Management  of  Anxiety 

□ *Urology— Prostate  Cancer:  A Progress  Report 

*Gastroenterology,  Orthopaedics  and  Urology  are  once-a-month  issues.  All  other  specialties 
are  twice-a-month  issues.  NEW  SUBSCRIBERS  ONLY 

□ I'm  already  sold.  Please  rush  me  the  FREE  cassette  I’ve  checked  above  as  follows: 

□ For  7 months,  14  issues,  enclosed  is  my  check  for  $49.00 

□ For  7 months,  7 issues,  enclosed  is  my  check  for  $24.50 
Place  in  envelope  and  mail  (be  sure  to  list  your  name,  address  and  telephone 
number). 


Call  Toll-Free:  1-800/423-2308 

FAX  Your  Order:  1-800/845-4375 
(24  Hours) 


If  you  call,  please  refer  to  the  Nebraska 
Medical  Association  Code  # 8510 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Perry  T Williams,  M.D.,  Omaha President 

Darroll  J.  Loschen,  M,D.,  York President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

dames  K.  Ruigh,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney: 

— John  D.  Coe,  M.D.,  Omaha:  — Blaine  Y.  Roffman, 

M.D.,  Omaha:  — Paul  E.  Collicott,  M.D.,  Lincoln. 

NMA  BOARD  OF  DIRECTORS 

Perry  T.  Williams,  M.D.,  Chairman  Omaha 

Darroll  J.  Loschen,  M.D.,  Vice-Chairman  York 

Chris  C.  Caudill,  M.D.,  Secretary-Treasurer Lincoln 

Paul  E.  Collicott,  M.D.,  Past  FYesident Lincoln 

Richard  A.  Raymond,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

Stanley  F.  Nabity,  M.D Grand  Island 

David  R.  Little,  M.D Hastings 

Richard  H.  Meissner,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairman Kearney 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Richard  Q.  Crotty,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O’Donohue,  Jr.,  M D Omaha 

Joseph  E.  Stitcher,  M.D Lincoln 

John  C.  Wilcox,  M.D Aurora 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Chairman  Lincoln 

David  L.  Bacon,  M.D Kearney 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  J.  Fitzgibbons,  Jr.,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Charles  D.  Gregorius,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Steven  A.  Schwid,  M.D.,  Chairman Omaha 

John  B.  Byrd,  M.D.,  Neligh 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

David  R.  Little,  M.D., Hastings 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D.,  Lincoln 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D., Kearney 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairman Omaha 

Ronald  W.  Klutman,  M.D,  Vice-Chairman Columbus 

Judith  A.  Butler,  M.D Superior 

Robert  M.  Cochran  II,  M.D Omaha 

Donald  A.  Dynek,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Michael  J.  Germer,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

D.  G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

James  N.  Shreck,  M.D North  Platte 

Jeffrey  L.  Susman,  M.D Omaha 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

AD-HOC  COMMirrEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman  Omaha 

Joel  T.  Johnson,  M.D., Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Willis  L.  Wiseman,  M.D Wayne 


AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 


Blaine  Y.  Roffman,  M.D.,  Chairman  Omaha 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

George  W.  Orr,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman Omaha 

Ronald  L.  Asher,  M.D., North  Platte 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Donald  A.  Dynek,  M.D Lincoln 

Richard  O.  Forsman,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Y.  Scott  Moore,  M.D Lincoln 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Patrick  E.  Clare,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

F.  William  Karrer,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairman Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairman  Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Craig  A.  Bassett,  M.D Omaha 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

George  W.  Orr,  M.D Omaha 

Richard  P.  Perkins,  M.D Omaha 

Carl  V.  Smith,  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

Clarence  Davis,  Jr.,  M.D Osceola 

Jaime  L.  Frias,  M.D Omaha 

Robert  M.  Nelson,  M.D Omaha 

James  M.  Plate,  M.D Kimball 

Jon  A.  Vanderhoof,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman Lincoln 

Judith  A.  Butler,  M.D.,  Superior 

Dale  W.  Ebers,  M.D Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Roger  A.  Jacobs,  M.D Seward 

Ronald  W.  Klutman,  M.D Columbus 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Carl  J.  Troia,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R.  Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R.  Jones,  M.D Lexington 

George  Sullivan,  R.P.T Lincoln 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 
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Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D OmaliH 

Wesley  G.  Wilhelm,  M.D Omaha 

N.MA  PRO  OVICKVIKW  COMMITTKK 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairman Omaha 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D hremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  C.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  .M.D Omaha 

Gordon  J.  Hrnicek,  M.D Grand  Island 


M.  Jack  Mathews,  .M.D Lincoln 

J.  T.  McGreer,  M.D Lincoln 

Frederick  F.  Faustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

N.MA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage,  M.D.,  Chairman Omaha 

Timothy  J.  Biga,  M.D Norfolk 

C.  T.  Frerichs,  M.D., Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

AI>HOC  COMMITTEE  ON  LOW  LEVEL 
RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Albert  R.  Frank,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Ernest  O.  Jones,  Ph.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairman  Omaha 

Charles  L.  B2u^on,  M.D Lincoln 

Paul  E.  CoIIicott,  M.D Lincoln 

Thomas  F.  Eastman,  M.D Scottsbluff 

Stuart  P.  Embury,  M.D Holdrege 

John  J.  Hoesing,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFF  AIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairman Lincoln 

David  A.  Bigler,  M.D Lincoln 

David  E.  Borg,  M.D Falls  City 

W'illiam  C.  Bruns,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

AC-HOC  COMMI'TFEE  RE:  MEDICARE 

Paul  E.  CoIIicott,  M.D.,  Chairman Lincoln 

Robert  F.  Shapiro,  M.D.,  Vice-Chairman Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

David  H.  Filipi,  M.D Omaha 

Robert  D.  Harry,  M.D Lexington 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  O.  Martin,  M.D Ord 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A,  Raymond,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

Milton  C.  Zadina,  M.D Columbus 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D.,  Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 


Scott  G.  Rose,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D.,  Chairman Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

Verlin  K.  Janzen,  M.D., Nebraska  City 

Tamara  R.  Johnson,  M.D., Cambridge 

Michael  J.  McGahan,  M.D West  Point 

Marjorie  J.  Mellor,  M.D Central  City 

Kirk  B.  Muffly,  M.D Omaha 

Timothy  P.  O'HoIleran,  M.D North  Platte 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky,  M.D Norfolk 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

John  J.  Hoesing,  M.D.,  Chairman  Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Paul  J.  Nelson,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

John  F.  Riedler,  M.D Omaha 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen,  M.D.,  Chairman Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMAAJNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  W.  Klutman,  M.D Columbus 

David  R.  Little,  M.D Hastings 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairman  Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer Lincoln 

John  I.  Cherry,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Mrs.  Richard  Jirovec Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  Robert  Osborne Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 


PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 
308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

William  J.  Lawton,  M.D.  Agnes  Gomes,  M.D. 

Stanley  F.  Nabity,  M.D.  OBSTETRICS  • GYNECOLOGY  Karen  M.  Higgins,  M.  D. 
Barton  D.  Urbauer,  M.D.  Wiliam  Gomes,  M.D.  Larry  J.  Marshall,  M.D. 

INTERNAL  MEDICINE  John  P.  Reilly,  M.D.  SURGERY 

Wiliam  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-90 


LINCOLN,  cont  « 


NEBRASKA  HEART  INSTITUTE 

Supports  The 

Nebraska  Medical  Association 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  George  Papanicolaou,  M.D. 

R.  Kent  Jex,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-90 


LINCOLN  

LINCOLN  SURGICAL  GROUP,  P.C. 

• PERIPHERAL  VASCULAR  SURGERY 
SURGERY  OF  TRAUMA 
GENERAL  SURGERY 
All  Board  Certified  by  American  Board  of  Surgery 

PAUL  E.  COLLICOTT,  M.D.,  FACS  JOHN  I.  CHERRY,  M.D.,  FACS 

CHESTER  N.  PAUL,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  6851 0 

Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462 

11-90 


□■■■■■  CONSULTATIVE 

□■■■■■  nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  ■ Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


NEBRASKA  HEART  INSTITUTE 

Supports  the 

Nebraska  Medical  Association 


Cardiology  Consultants,  P.C. 


Walt  F.  Weaver 
Dale  A.  Hansen  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 


(402)489-6554  or  1-800-MED-LINC 

11-90 


pathology 
medical 
services 

pc. 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
MICHAELJ.  DUGGAN,  M.D. 

DONALDA.DYNEK.M.D. 
GEORGE  E.GAMMEL,  M.D. 
ORINR.  HAYES,  M.D. 
DAVID  L.KUTSCH,  M.D. 
STEFFANR.  LACEY.  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
AINA  I.SILENIEKS,  M.D, 
ROBERT  F.  SHAPIRO,  M.D. 

DANIELJ.  TILL,  M.D. 
LARRY  D.  TOALSON,  M.D. 


Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  OT800/742-741 4 6-9i 
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PHYSICIAN'S  DIRECTORY,  cont. 


OMAHA 


Filkins  Eye  Consultants 


Diseases  And 
Surgery  of  the  Eye 


434  The  Doctors  Building 
4239  Farnam  Street 
Omaha,  NE  68131 
402/559-2020 

237  Eighty-One  Eleven 
Medical  Center 
8111  Dodge  Street 
Omaha,  NE  68114 
402/390-8100 


John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  VVhitted,  M.D. 

John  D.  Griffiths,  M.D. 

JelTery  J.  Hottinan,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D.  n.go 


OMAHA^  cont. 

c.A.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,M.D. 
M.  SIMONS.  M.D. 
B.Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

PHYSICIANS  CA.WEBSTERMD 

■ . R.E.  BOWEN,  M.D. 
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• An  answering  machine  interface,  permitting  your  callers  to  leave  a voice  message 
and/or  send  a fax,  both  on  the  same  call 

• A speaker  phone  for  convenient  group  discussions  and  hands-free  communications 

• A full-featured  telephone  to  replace  the  handset  on  your  desk 

• A convenience  copier  to  make  instant  duplications  and  back-up  your  office  copier 

$ O l\00  on  the  purchase 
WCIVW  of  a RICOH 

FAX22  with  your  Nebraska  Medical  Associa- 
tion membership.  The  Association  will  also 
receive  non-dues  income  for  your  purchase. 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  486-7200 

Omaha  96 16  M St  331 -0607 


For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


nizatidine 


has  the  right  answers 


■ Rapid  epigastric  pain  relief""^ 


■ Fast  and  effective  ulcer  healing'’’ 


Axm 

PASSES  THE  ACID  TEST 


*Most  patients  experience  pain  relief  with  the  first  dose. 
See  adjacent  page  for  references  and  brief  summary 
af  prescribing  infarmation. 
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AXID®  (nizatidine  capsules) 

Brief  Summary.  Consult  ttie  package  insert  tor  complete  prescribing  information 
Indications  and  Usage:  1 Active  duodeml  ulcer-tot  up  to  8 weeks  of  treatment  Most 
patierfts  heal  within  4 weeks 

2.  Meintenance  therapy -tot  healed  duodenal  ulcer  pabents  at  a reduced  dosage 
of  150  mg  hs.  The  consequences  of  therapy  with  Axid  tor  longer  than  1 year 
are  not  known 

Contraindications:  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observ^,  Hj-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  pabents  with  a history  of  hypersensitivity  to  other 
H;-receptor  antagonists 

Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy  does  not 
predude  the  presence  of  gastnc  malignancy. 

2.  Dosage  should  be  reduced  in  pabents  with  moderate  to  severe  renal  insufficiency 

3.  In  pabents  with  normal  renal  funcbon  and  uncomplicated  hepatic  dysfunction, 
the  disposibon  of  mzabdme  is  similar  to  that  in  normal  subjects. 

Laboratory  fesfs-Falsepositive  tests  for  urobilinogen  with  Mutbsbx*  may  occur 
dunng  therapy 

Drug  Interactions -Ho  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocaine.  phenytom,  and  warfann.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therefore,  drug  interacbons  mediated  by 
inhibfbon  of  hepabc  metabolism  are  not  expected  to  occur.  In  pabents  given  very 
high  doses  (3,900  mg)  of  aspinn  daily,  increased  serum  salicylate  levels  were  seen 
when  nizabdine.  150  mg  b.i.d.,  was  administered  concurrently. 

Caranogenesis.  Mutagenesis.  Impairm&it  ot  Fertlity-A  2-year  oral  carcinogeniaty 
study  in  rats  wrth  doses  as  high  as  500  mg/kg/day  (about  80  bmes  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic  effect  There  was  a 
dos^related  inaease  in  the  density  of  enterochromatfin-iike  (ECL)  cells  in  the  gastnc 
oxynbc  mucosa  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a caranogenic 
effect  in  male  mice,  although  hyperplasbc  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day,  about  330  bmes  the  human  dose)  showed  margiri^ly  stabsbcally 
significant  increases  in  hepatic  carcinoma  and  hepabc  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ot  the  other  dose  groups.  The  rate  ot  hepabc  carcinoma 
in  the  high-dose  animals  was  within  the  htstoncal  conbol  limits  seen  for  the  strain 
of  mice  used  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
conbols  and  evidence  ot  mild  liver  injury  (transaminase  elevabons).  The  occurrence  ot 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (grven  up  to  360  mg/kg/day.  about  60  bmes  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a caranogenic  potenbal  tor  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potenbal 
genebc  toxicity,  including  bacterial  mutabon  tests,  unscheduled  DMA  synthesis,  sister 
chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon  tests,  and  a 
micronudeus  test. 

tn  a 2-generabon.  perinatal  and  postnatal  ferblity  study  in  rats,  doses  ot  nizabdine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproducbve  performance 
of  parental  animals  or  their  progeny 

Pregnancy -Jeratogenic  Effects -Pregnancy  Category  C-Otai  reproducbon  studies 
in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  bmes  the  human  dose,  beated  rabbits 
had  aborbons,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aorbc  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg.  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus  There  are, 
however,  no  adequate  and  well-conbolled  studies  in  pregnant  women  H is  also  not 
known  whether  nizabdine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproducbon  capacrty  Nizabdine  should  be  used  dunng  pregnancy 
onty  if  the  potenbal  benefit  justifies  the  potenbal  nsk  to  the  fetus 
Nursing  Mothers -Studies  in  lactabng  women  have  shown  that  0.1%  of  an  oral 
dose  is  secreted  m human  milk  in  proporbon  to  plasma  concentrabons  Because  of 
growth  depression  in  pups  reared  by  beated  lactabng  rats,  a deasion  should  be 
made  whether  to  disconbnue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother 

Pediatnc  l/se-Safety  and  effecbveness  in  children  have  not  been  established 
Use  in  flderfy  /^ftenfs- Healing  rates  in  eWerty  pabents  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizabdine  Bderly  patients  may  have  reduced  renal  funcbon. 

Adv6r$e  Reactions:  Climcal  trials  of  varying  durabons  included  almost  5,(XX)  pabents 
Among  the  more  common  adverse  events  in  domesbc  placebo-controlled  bials  ot 
over  1.900  nizabdine  pabents  and  over  1,300  on  placebo,  sweabng  (1%  vs  0.2%), 
urbcana  (0,5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1,3%)  were  significantly 
more  common  with  nizabdine  It  was  not  possible  to  detemiine  whether  a vanety  of 
less  awnmon  events  were  due  to  the  drug. 

ff^bc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizabdine  occurred  in  some  pabents.  In  some  cases, 
there  was  marked  ^evabon  (>500  lU/Lj  in  SCOT  or  SGPT  and.  in  a single  instance. 
SGPT  was  >2.000  fU/L  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 bmes  the  upper  limit  of  norma),  however,  did  not  significanby 
differ  horn  that  in  placebo  pabents  All  abnormalibes  were  reversible  after  disconbnuation 
of  Axid  Since  market  mboduction.  hepabtis  and  jaundice  have  been  reported  Rare 
cases  ot  cholestabc  or  mixed  hepatocellular  and  cholestabc  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuabon  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  /Vxid  and  in  3 
untreated  subjects 

CAfS-Rare  cases  of  reversible  mental  confusion  have  been  reported 
fodocnne-Clinical  pharmacology  studies  and  conbolled  clinical  trials  showed  no 
evidence  of  anbandrogenic  activity  due  to  nizabdine  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  pabents  on  nizabdine  and  those  on  placebo 
Gynecomastia  has  been  reported  rarely. 

Hemafo/og/c- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizabdine  and  another  H^-receptor  antagonist  This  pabent  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported 

Integumental- Sweating  and  urbcana  were  reported  significantly  more  Irequenby 
in  nizabdine-  than  in  placebo-beated  pabents  R^  and  exfoliabve  dermabtis  were 
also  reported 

Hypersensitivity -As  with  other  Hj-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizabdine  administration  have  been  reported  Rare  episodes  of  hypersensitivity 
reacbons  (eg,  bronchospasm,  laryngeal  edema,  r^.  and  eosinophilia)  have  been  reported 
Other-Hyperuncemia  unassoaated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia.  fever,  and  nausea  related  to  nizabdine  have  been  reported 
Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitonng  and  supporbve  therapy  Renal  dialysis  does  not  substanbally  increase 
clearance  of  nizatidine  due  to  its  large  volume  of  distnbubon 

PV  2091  AMP 
(091190) 
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Additional  information  available  to  the  profession  on  request 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


NATIONAL  ORGANIZATIONS 


American  Academy  or  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

F.  Lyim  May,  Executive  Vice  President 

950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-991 1 
American  College  of  Legal  Medicine 
Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

Jolm  R.  Ball,  M.D.,  J.D.,  Exec.  Vice  President 
Independence  Mall  West,  6lh  St.,  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  Fhesident 
7320  Greenville  Ave.,  Dallas,  TX  75231 
American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  6061 1 
American  Medical  Association 

James  S.  Todd,  M.D.,  Exec.  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
515  Busse  Hwy.,  Park  Ridge,  IL  60068-3189 
American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  J.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 
1 101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 

1 120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  C.A.E.,  CFRE  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  Stales  Section 
Philip  Lesser,  Ph.D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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CLINICAl 
MANAGEMENT 
OF  CANCER 
SEMINAR 

Friday,  September  20,  1991 

Bergan  Mercy  Hospital 

This  course  will  update  primary  care  physicians,  surgeons  and  internists 
on  current  concepts  of  the  care  of  common  cancer  concerns  including 
breast,  prostate  and  lung  cancer. 

For  more  information  and  to  make  your  reservation,  contact: 
Continuing  Medical  Education,  Bergan  Mercy  Hospital,  1'402-398'6192. 

Hosted  by: 

Bergan  Mercy  Cancer  Center 
Sponsored  by: 

Bergan  Mercy  Hospital  and 
Continuing  Medical  Education  Committee 

C Z Bergan 
^ P Mercy 

7500  Mercy  Road 
Omaha,  NE  68124 
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Let 

your 

patients 

know 

they 

can  eat 

beef... 


3-oz  cooked  serving 
of  beef  top  loin 


...as 

well 

as 

hsh. 


While  fish  and  chicken  are  appropriate  choices 
for  fat-modified  diets,  so  are  lean  cuts  of  today’s 
beef. 

The  fat  profile  of  lean  beef  may  surprise  you. 
And  with  beefs  good  taste  and  versatility,  you 
can  improve  the  chance  of  patient  compliance 
with  your  dietary  recommendations. 

Today,  beef  cuts  are  lower  in  fat 

According  to  a national  supermarket  survey, 
there  is  on  average  27%  less  trimmable  fat  on 
retail  beef  today  than  in  the  late  ’70s  and  early 
’80s.‘  A follow-up  survey  in  1990  confirms  a 
continued  reduction  in  fat  trim.^ 

AHA  and  NCEP  guidelines 
allow  lean  beef 

The  American  Heart  Association  and  the 
National  Cholesterol  Education  Program  have 
recognized  the  place  for  lean  beef  in  a varied, 
balanced  diet.  Both  of  their  dietary  guidelines 
recommend  up  to  6 oz  daily  of  lean  beef  and 
meats,  poultry,  or  seafood. ^ 


Here  are  guidelines  that  can  help  your  patients 
enjoy  beef  that’s  compatible  with  a heart- 
healthy  diet: 

• Purchase  lean  cuts 

• Keep  portions  moderate  (3  oz  cooked) 

• Remove  visible  fat  before  cooking 

• Prepare  without  additional  fat 
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1 . Saveli  JW,  et  al.  National  Beef  Market  Basket  Survey.  J Anim  Sci.  In  press. 

2.  Morgan  JB,  et  al.  National  Beef  Tenderness  Survey:  Meat  Research  Brief.  College 
Station,  Tex:  Meats  and  Muscle  Biology  Section,  Department  of  Animal  Science, 

Texas  A & M University;  1990. 

3.  American  Heart  Association.  Dietary  Guidelines  for  Healthy  American  Adults. 
(DocumentNo.  71-1003).  Circulation.  1988;  77  (3). 

4.  National  Cholesterol  Education  Program.  Report  of  the  Expert  Panel  on  the  Detec- 
tion, Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults.  Washington.  DC; 
National  Institutes  of  Health;  January  1988.  NIH  publication  88-2925. 


A Heart-Healthy 
Choice 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 


• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


^ USAF 

HEALTH  PROFESSIONS 


COLLECT 


402-291-7426 


ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 


I 

1 


Even  The  Very  Best  Physicians  Need  An  Assistant 


Spectrum  Emergency  Care  draws  upon  a 20  year  history  of  recruiting  and  scheduling  emergency 
medicine  physicians  in  large  and  small  EDs  throughout  the  country.  We  pride  ourself  on  our  ability  to 
successfully  match  our  contracted  physicians  with  a client  hospital  that  provides  a challenging  and 
exciting  ED  environment. 

Find  out  how  we  can  assist  you. 


Spectrum  Advantages: 

• Highly  competitive  fees 

• Occurrence-based  malpractice  insurance 
program 

• Reimbursement  for  CME  and  professional  dues 

• Relocation  zissistance 

• Directors  receive  full  benefits  package,  annual 
stipend  and,  cifter  twelve  months,  participation 
in  a 401k  plan. 

• Sign-on  and  referral  award. 


Current  Opportunities  In  Nebraska: 

• Full-time  positions  in  Norfolk  and  Grand 
Island. 

For  information  on  these  or  other  opportunities 
with  Spectrum,  contact:  Marlene  Milner  at  1-800- 
288-8044. 

SPECTRUM' 

EMERGENCY  CARE 

A member  of  The  AR.A  Group 

1155  Kelly  Johnson  Boulevard 
Suite  305 

Colorado  Springs,  Colorado  80920 


AMA  NEWS  NOTES 

AMA  sounds  call  to  action  — In  the  coming 
weeks  and  months,  the  AMA  will  mount  an 
aggressive  campaign  to  make  sure  the  resource- 
based  relative  value  scale  is  implemented  as  it 
was  intended.  "Through  the  federation,  we  will 
be  calling  on  every  physician  in  America  to 
support  rational  and  fair  implementation  of  the 
RBRVS,"  Executive  Vice  President  James  S.  Todd, 
MD,  told  the  House  of  Delegates  at  the  Annual 
Meeting.  "Our  success  will  depend  on  the 
participation  of  all  physicians,  hopefully  along 
with  their  Medicare  patients."  For  five  years,  the 
AMA  supported  the  concept  of  a relative  value 
scale  as  a budget-neutral  system  that  would 
neither  increase  nor  decrease  overall  payments 
to  physicians.  The  Health  Care  Financing  Ad- 
ministration, however,  has  converted  the  RBRVS 
from  a budget-neutral  system  to  a budget- 
cutting device.  The  agency's  proposed  conver- 
sion factor  is  too  low,  Dr.  Todd  said.  In  addition, 
the  agency  has  teamed  up  with  the  Congres- 
sional Budget  Office  to  recommend  a behav- 
ioral offset,  based  on  the  assumption  that  phy- 
sicians will  respond  to  payment  reductions  by 


(continued  on  page  18A) 


I ^ 

I OMAHA  MID-WEST  § 

I CLINICAL  SOCIETY  § 


59th  ANNUAL 

POSTGRADUATE  ASSEMBLY 

October  31,  November  1 & 2,  1991 

RED  LION  HOTEL 
Omaha,  Nebraska 


For  Information  Contact: 
Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  68114 

(402)  397-1443 
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when  You  Join 
The  American 
Medical  Association. . . 


Tbu  Can  Save 
Hundreds 


Of  dollars.  American  Medical  Association 
( AMA)  membership  brings  you  The  Toumal  of  the 
American  Medical  Association  (JAMA),  American 
Medical  News,  the  Member  Matters  Newsletter 
and  important  career  assistance...  all  free.  You’ll 
also  be  eligible  for  substantial  members-only 
discounts  on  seminars,  workshops,  a catalog  full 
of  products  and  career  and  financial  services  that 
can  help  you  in  your  practice  and  throughout 
your  career. 


In  fact,  when  you  add  it  all  up,  your  money- 
sa\dng  benefits  could  more  than  pay  for  your 
membership.  So,  if  you’re  looking  to  save  some 
money,  you  can  start  by  joining  the  AMA. 

The  time  to  start  saving  is  now 

Join  The  American  Medical  Association. 


Return  the  attached  coupon  today. 


And 

Thousands 


Of  lives.  When  you  join  the  AMA,  you  are 
not  the  only  one  who  benefits.  Your  membershi 
helps  make  possible  our  efforts  on  behalf  of  our 
patients.  The  AMA  is  a leader  in  the  battle  agaim 
cigarettes,  dmg  and  alcohol  abuse,  infant  mortal 
ity  and  adolescent  suicide.  In  fact,  wherever  the 
struggle  for  quality  health  care  is  fought,  you’ll 
find  the  AMA. 


Joining  a cmsade  to  alleviate  suffering.  Extendin; 
iiealth  care  to  all.  Fulfilling  our  commitment  as 
physicians  and  as  citizens.  These  are  the  most 
important  benefits  of  AMA  membership. 


want  to  join  the  American  Medical  Association 
1 Ljc}  .because  of  all  it  offers  me  ...  and  my  patients. 
Please  send  me  a membership  application. 

(Please  print  clearly) 


Name 


Address 


I City State Zip 

I Telephone  Number  ( ) 

I Mail  this  coupon  to  the  Nebraska  Medical  Asociation, 
^1512  FirsTier  Bank  Building,  Lincoln,  NE  68508. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


PHYSICIANS.  THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN  THE 
ARMY  RESERVE 
WE  THINK 
YOU'LL  LIKE. 


One,  time.  We  know  how  tough 
it  is  for  a busy  physician  to  make 
weekend  time  commitments.  So  we 
can  offer  the  kind  of  flexible  time 
scheduling  that  allows  a physician  to 
share  sixteen  hours  a month  with  his 
or  her  country.  We  can  arrange  a 
schedule  to  suit  your  requirements. 

Two,  the  opportunity  to  explore 
other  phases  of  medicine,  to  add  a 
different  kind  of  knowledge  — the 
challenge  of  military  health  care.  Its  a 
flexibility  that  could  prove  to  be  both 
stimulating  and  rewarding,  with  the 
opportunity  to  participate  in  a variety 
of  programs  that  can  put  you  in  con^ 
tact  with  medical  leaders  from  all 
over  the  country. 

See  how  flexible  we  can  be;  call 
our  Army  Medical  Personnel 
Counselor: 


Captain  Dean  Mings  - (314)  263-9533 
Major  Lonny  Houk  - (913)491-3701 


BE  ALL  YOU  CAN  BE. 

ARMY  RESERVE 


STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd.,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  Jones,  Executive  Director 
2730  South  1 14th  St.,  Omaha,  NE  68144 
American  Lung  Association  of  Nebraska 
401  E.  Gold  Coast  Rd.,  #331 
Omaha,  NE  68128 
American  Red  Cross 

1701  "E"  Street,  P.O.  Box  83267, 

Lincoln,  NE  68501 

Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Representative 
303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24lh  St.,  Omaha,  NE  68178 
Dairy  Council  of  Central  Stales,  Inc. 

7521  Main,  Suite  103 
Ralston,  NE  68127 
Division  of  Rehabilitation  Ser\ices 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 
Julie  A.  Sutcliffe,  President 
3015  N.  90lh  St..  #6.  Omaha,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln.  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha.  NE  68124 
Muscular  Dystrophy  Association 
9233  Bedford  Avenue 
Omaha,  NE  68134 

National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  N.  91st  Plaza.  Omaha,  NE  68134 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  N.  69th  St..  Suite  203 
Omaha,  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Peter  J.  >\'hitled,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
Frederic  Orgren,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital,  Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Case  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30lh  Street,  Omiiha,  NE  68131 
Nebraska  Cardiovascular  Society 
John  D.  Kugler,  M.D. 

UNMC  - 600  S.  42nd  St.,  Omaha.  NE  68198-2166 

Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Robert  R.  Beer,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 

River  City  Office  Park.  #202,  401  N.  1 17th,  Omaha,  NE  68154 
Nebra.ska  Chapter  - American  Academy  of  Pediatrics 
David  Fry,  M.D.,  Chairman 
3109  I8ih  St.,  Columbus,  NE  68601 
Nebraska  Chapter-  American  College  of  Emergency  Physicians 
Harris  B.  Graves,  M.D.,  Secretary-Treasurer 
820  Branding  Iron  Dr.,  Elkhom,  NE  68022 
Nebraska  Chapter  - American  College  of  Physicians 
Robert  R.  Recker,  M.D.,  Governor 

Creighton  University  School  of  Medicine,  Omaha,  NE  68178 
Nebraska  Chapter  - American  College  of  Surgeons 
F.  William  Karrer,  M.D.,  President 
8111  Dodge  St..  #263,  Omaha,  NE  68 1 14 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 
Gregg  F.  Wright,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 


Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.,  Suite  7.  Lincoln,  NE  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Pat  Hoidal,  President 
P.O.  Box  24253  Omaha,  NE  68124 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg..  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
94 1 O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Bruce  Taylor,  M.D. 

3145  O Street,  Lincoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
5440  South  St.,  #1200,  Lincoln,  NE  68506 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Margaret  Walsh,  Executive  Secretary 

Immanuel  Medical  Center,  6901  N.  72nd  Street,  Omaha,  NE  68122 
Nebraska  Radiological  Society 
Linda  S.  Head,  M.D.,  President 
807  Ivy  Court,  Bellevue,  NE  68005 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  So.  56th  St.,  Lincoln,  NE  68506 
Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
Raymond  Schulte,  M.D.,  Chairman 
410  Saddle  Creek  Road,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
Todd  S.  Sorensen,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 

Affiliate  of  the  American  Association  of  Medical  Assistants 
Donna  Slama,  President 
6900  L Street,  Lincoln,  NE  68510 
Nebraska  Society  for  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Lincoln  General  Hospital 
2200  South  16th  St.,  Lincoln,  NE  68502 
Nebraska  Slate  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87lh  St.,  Omaha.  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
1 1 1 1 S.  90lh  St.,  Omaha,  NE  68114 
Nebraska  V'eterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  21 18.  Hastings.  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205B,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health 
Nebraska  Department  of  Health 
3rd  Floor,  Stale  Office  Building 
301  Centennial  Mall  So.,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St..  Omaha,  NE  68198 
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NEBRASKA 
[ MEDICAL 
ASSOCIATION 


PHONE:  (402)  474-4472 


151 2 FIRSTIER  BANK  BUILDING  • LINCOLN,  NEBRASKA  68508  • FAX:  (402)  474-21 98 

TO:  MEMBERS,  NEBRASKA  MEDICAL  ASSOCIATION 

Dear  Colleague; 

The  Board  of  Directors  has  reviewed  the  services  of  Bartling  & Hinkle,  P.C.  to  determine  their 
effectiveness  as  the  NMA's  exclusively  endorsed  provider  of  medical  account  collections.  The 
response  from  members  utilizing  the  service  has  been  extremely  favorable. 

An  increasing  number  of  groups  have  begun  utilizing  the  Bartling  & Hinkle  service.  They  report 
a substantial  increase  in  collections  on  delinquent  accounts  with  lower  fees  assessed  on  these 
collections  than  were  paid  to  their  previous  service.  Based  on  this  information,  the  Board  of 
Directors  strongly  recommends  the  services  of  Bartling  and  Hinkle,  P.C.,  to  the  membership. 

Several  groups  have  indicated  a willingness  to  discuss  their  experience  in  utilizing  Bartling  & 
Hinkle,  P.C.  with  members  of  the  Association  on  their  staff.  The  Board  of  Directors  urges  you  to 
contact  one  of  the  groups  listed  below  if  you  have  questions  about  the  results  of  Bartling  & Hinkle, 
P.C. 

* Filkins  Eye  Consultants  - Pat  Roth,  (402)  552-2806 

* Lincoln  Surgical  Group,  P.C.  - Cheryl  Rasgorshek,  (402)  483-7825 

* North  Platte  Anesthesia  Services  - Kay  McDonald,  (308)  534-0318 

* Pediatric  Ophthalmology  Associates  - Patty  Olinger,  (402)  399-9400 

* Scottsbiuff  Neurology  Associates  - Helyne  Beehler,  (308)  635-3936 

If  you  find  yourself  in  need  of  a collection  service  we  strongly  encourage  you  to  investigate  and 
make  use  of  this  outstanding  service. 

For  more  information,  contact  the  Nebraska  Medical  Association  office  or  Bartling  & Hinkle,  P.C., 
5801  South  58th  Street,  Lincoln,  Nebraska  68516,  (402)  421-1600. 


PERRY  T WILLIAMS,  M D.,  President'  DARROLL  J.  LOSCHEN,  M.D.,  President-Elect 
CHRISTOPHER  C CAUDILL,  M.D  , Secretary-Treasurer 
PAUL  E COLLICOTT,  M.D.  / RICHARD  A.  RAYMOND,  M D. 

HERBERT  A HARTMAN,  JR.,  M.D  RONALD  W KLUTMAN,  M D.  / ROBERT  G.  OSBORNE,  M.D 
Ex-Officio  RICHARD  H MEISSNER.  M.D  ' DAVID  R LITTLE,  M D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 


Sincerely 


Perry  T.  Williams,  M.D. 
President 


BOARD  OF  DIRECTORS 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  Richard  B. 

Svela,  M.D.,  Omaha.  Counties:  Douglas, 
Sarpy. 

SECOND  DISTRICT:  Coimcilor:  Sushil  S.  Lacy, 
M.D., Lincoln.  Counties:  Cass,  Lancaster ,Otoe 

THIRD  DISTRICT : Councilor  Paul  M.  Scott, 

M.D.,  Auburn.  Counties:  Gage,  Johnson, 
Nemaha, Pawnee, Richardson. 

FOURTH  DISTRICT:  Councilor.  Gordon  Adams, 
M.D.,  Norfolk.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:KennethC.Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton, 
Polk,  Saunders,  Seward,  Y ork. 

SEVENTH  DISTRICT:  Councilor:  R. A.  Blamy, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D. 

Fitch,  M.D., O'Neill.  Counties:  Boyd,  Brown, 
Cherry,  Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISTRICT:  Councilor;  Stanley  Nabity, 

M.D.,  Grand  Island.  Counties;  Blaine,  Buf- 
falo, Custer,  Dawson,  Garfield,  Grant,  Gree- 
ley, Hall,  Hooker,  Howard,  Loup,  Sherman, 
Thomas,  Valley,  Wheeler. 

TENTH  DISTRICT;  Councilor  Charles  F.  Damico, 
M.D.  Hastings.  Counties:  Adams,  Chase, 
Dundy,  Franklin,  Frontier,  Furnas,  Gosper, 
Harlan,  Hayes,  Hitchcock,  Kearney,  Phelps, 
Red  Willow,  Webster. 

ELEVENTH  DISTRICT:  Councilor:  Ronald  L. 

Asher,  M.D.,  No.  Platte.  Counties:  Arthur, 
Deuel,  Garden,  Keith,  Lincoln,  Logan, 
McPherson,  Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R. 

Johnson,  M.D.,  ScottsbIuff.  Counties:  Ban- 
ner, Box  Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT 

Adams  Robert  Anderson,  Hastings  

Antelope-Pierce Roger  Massie,  Plmnview 

Box  Butte Ed  Pierce,  Alliance 

Buffalo George  Bascom,  Kearney 

Butler Gerald  Luckey,  David  City 

Cass R.  R.  Andersen,  Nehawka 

Cheyenne-Kimball-Deuel ...  Calvin  Cutright,  Sidney  

Cuming Eugene  Sucha,  West  Point 

Custer Loren  Jacobsen,  Broken  Bow 

Dawson David  Hult,  Gothenburg 

Dodge Gred  Haskins,  Fremont 

Five Willis  L.  Wiseman,  Wayne 

Four Tom  Martin,  Ord 

Gage  Louis  J.  Gogela,  Jr.,  Beatrice 

Hall Lawrence  Lisiak,  Grand  Isletnd  .... 

Hamilton J.  C.  Wilcox,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth 

Jefferson Gordon  O.  Johnson,  Fairbury  

Keith-Perkins-Case Berl  W.  Spencer,  Ogallala 

Knox D.  M.  Laflan,  Creighton  

Lancaster Dale  Michels,  Lincoln 

Lincoln  Jeffrey  Brittan,  North  Platte  

Madison Steffan  Lacey,  Norfolk 

Metropolitan  Omaha F.  F.  Paustian,  Omaha 

Northeast C.  R.  Adfims,  Norfolk 

Northwest A.  J.  Alderman,  Chadron 

Otoe Dean  R.  Thomson,  Nebraska  City 

Platte-Loup  Valley  Richard  Cimpl,  Columhus 

Saline  

Sarpy Michael  Mortin,  Papillion 

Saunders John  Hansen,  Wahoo 

ScottsbIuff David  Holdt,  ScottsbIuff 

Seward  Roger  Meyer,  Utica 

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Gary  Ensz,  Auburn 

Southwest  Nebr 

Washington-Burt Ronald  Morse,  Tecamah 

York Darroll  Loschen,  York  


SECRETARY-TREASURER 
Elvin  Brown,  Hastings 
David  Johnson,  Osmond 
Wendell  Fairbanks,  Allaince 
Katherine  Keifer,  Kearney 
Jack  Kaufmann,  David  City 

Clinton  Dorwart,  Sidney 

N.  Leon  Brooks,  Broken  Bow 
Rodney  Sitorius,  Cozad 
W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  Miller,  Ord 
Donald  Weldon,  Beatrice 
Gordon  Hmicek,  Grand  Island 
M.  D.,  Jobman,  Aurora 

R.  A.  Blatny,  Fairbury 
Kurt  Johnson,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Ronald  Schwab,  Lincoln 
Gary  Connell,  North  Platte 
P.  K.  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
Tod  Voss,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Tracy  Osborne,  Papillion 
Richard  Bell,  Wahoo 
Vince  Bjorling,  ScottsbIuff 
Paul  Plessmen,  Seward 
Chas.  F.  Ashby,  Geneva 
. Stacey  Goodrich,  Tecumseh 
. Lenny  Deaver,  Cambridge 
. Hans  Rath,  Omaha 
Harold  Nordlund,  York 


MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1991.  Judging 
of  articles  will  be  done  by  members 
of  the  NMJ  Editorial  Board. 

Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 


AMA  NEWS  NOTES 

(continued  from  page  13A) 

providing  more  Medicare  services.  "There  is  no 
basis  for  this  demeaning  assumption,"  he  said. 
Dr.  Todd  has  met  with  leaders  in  Congress  and 
the  administration  to  discuss  overturning  HCFA's 
proposed  reduction  in  the  conversion  factor. 

★ ★ ★ 


Specialty  societies,  group  practices  protest 
"betrayal"  — Fifty-five  national  medical  spe- 
cialty societies  signed  a joint  letter  to  members 
of  Congress  June  21.  The  letter  protests  the 
Health  Care  Financing  Administration's  pro- 
posal to  cut  the  Medicare  conversion  factor. 
The  specialty  societies  charged  that  HCFA's 
unexpected  reduction  in  the  conversion  factor 
was  intolerable,  adding,  "Physicians  across  the 
country  cannot  help  but  feel  a sense  of  be- 
trayal." The  letter  resulted  from  a briefing  at  the 
AMA  Washington  Office.  Seventy-one  repre- 
sentatives from  national  medical  specialty  soci- 
eties attended  the  briefing.  In  a related  action. 


(continued  on  page  289) 
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EDITORIAL 


K.L.  SHAFFER,  M.D.,  F.A.A.P. 
Pediatrician 


Much  has  been  written  and  spoken  about 
the  skyrocketing  costs  of  medical  care  in  the 
United  States,  and  much  as  has  been  written 
and  spoken  regarding  the  problems  of  our 
health  care  system  in  the  United  States.  We 
now  have  many  proposals  about  changing  our 
health  care  system,  including  rationing  of  health 
care  as  a means  of  controlling  costs.  Perhaps 
more  fundamental  issues  need  to  be  addressed. 

Webster's  dictionary  defines  medicine  as  the 
science  and  art  dealing  with  the  maintenance  of 
health  and  the  prevention,  alleviation  or  cure  of 
disease.  In  medical  school  and  residency  few  of 
us  ever  heard  mentioned  anything  about  cod- 
ing, gross  billings,  collection  percentages,  etc.  I 
submit,  in  the  last  three  decades,  medicine  has 
evolved  into  a business  as  much  as  a science 
and  art.  Webster  defines  business  as  a term  that 
may  be  inclusive,  but  specifically  designates  the 
activities  of  those  engaged  in  the  purchase  or 
sale  of  commodities  or  in  the  related  financial 
transactions.  Most  of  us  would  agree  that  one  is 
in  business  for  profit.  Where  there  is  profit  in  our 
society,  there  is  competition  for  the  dollar.  The 
United  States  has  subsequently  developed  a 
"health  care  industry"  that  has  become  a major 
economic  factor  in  the  United  States.  This  in- 
dustry has  also  become  the  major  cost  factor  of 
medical  care  in  the  United  States. 

This  health  care  industry  has  developed  into 
medical  supply  companies,  pharmaceutical 
companies,  insurance  companies,  hospitals, 
physicians  and  their  offices,  and  even  the  legal 
profession  has  become  a significant  part  of  this 
health  care  industry.  We  see  medical  supply 
companies  charging  inflated  prices  for  our  equip- 
ment because  the  "market  place"  will  tolerate 
these  prices.  These  products  are  advertised  and 
marketed  widely.  We  have  pharmaceutical  com- 
panies promoting  their  medications  by  spend- 
ing millions  in  advertising  via  mail  that  swamps 
our  desks,  pharmaceutical  representatives  who 
swarm  our  offices,  and  the  offering  of  "educa- 
tional" conferences  promoting  their  medica- 
tions. We  have  insurance  companies  that  spend 


millions  advertising  their  packages  or  coverage, 
that  spend  millions  on  administrative  costs  of 
processingclaims  (and  writing  numerous  letters 
of  inquiries  to  doctors'  offices  before  payments 
are  made)  and  insurance  companies  that  spend 
millions  of  dollars  trying  to  manage  care  of  their 
participants  through  pre-admission  review  and 
utilization  reviews  that  are  of  questionable  cost 
benefit.  Yet,  these  same  insurance  companies 
are  unwilling  to  pay  for  preventive  care.  We 
have  insurance  companies  selling  malpractice 
insurance  that  have  been  paid  millions  of  dollars 
to  build  up  "reserves"  for  future  lawsuits  in  years 
to  come.  We  have  hospitals  that  have  spent 
millions  of  dollars  on  marketing  and  advertising 
services  for  the  public,  hospitals  that  add  or 
expand  services,  often  more  for  the  bottom-line 
than  for  patient  care,  and  hospitals  that  have 
millions  of  dollars  in  "reserves".  We  have  a legal 
profession  that  has  created  a segment  of  their 
profession  whose  livelihood  relates  mainly  to 
malpractice  suits  that  have  tremendously  esca- 
lated the  cost  of  medicine.  Many  of  these 
lawsuits  have  no  medical  malpractice  but  are 
results  of  a disease  or  disease  process  of  unfor- 
tunate patients. 

Do  we  also  have  physicians  who  are  over- 
paid? A recent  Medical  Economics  article  on 
June  17,  1991,  showed  that  doctors  were  well 
paid,  but  that  few  other  professionals  put  in  the 
hours  that  physicians  devote  to  their  practice  of 
medicine.  Many  of  us  also  face  enormous  stress 
and  emotions  in  helping  our  families  and  pa- 
tients with  difficult  life  decisions.  However,  we 
have  allowed  physicians  to  be  rewarded  for  the 
number  of  procedures  they  perform  or  the 
number  of  patients  they  see.  I believe  all  of  us 
would  agree  that  some  physicians,  especially  in 
certain  specialties,  are  grossly  overpaid  for  the 
services  that  they  deliver.  All  of  the  health  care 
industry  also  actively  lobbies  Congress  and 
Legislatures,  spending  millions  of  dollars  regard- 
ing health  care.  Often  these  efforts  are  very 
nearsighted  and  often  a segment  of  the  health 
care  industry  tries  to  improve  their  status,  there- 
fore insuring  continuing  profit  in  their  segment 
of  this  health  care  industry. 
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I submit  that  perhaps  we  need  to  look  at  the 
profit  of  medicine  and  attempt  to  find  ways  to 
control  this,  rather  than  rationing  care  of  our 
patients.  Let's  stop  the  advertising  and  market- 
ing by  medical  supply  companies,  pharmaceu- 
tical companies,  insurance  industries,  hospitals 
and  doctors'  offices.  Let's  begin  to  promote 
preventative  care  and  reward  individuals  who 
get  their  children  immunized,  use  seat  belts, 
avoid  smoking,  alcohol  and  other  drugs,  and 
who  exercise  and  eat  intelligently.  Let's  stop  the 
proliferation  of  services  that  hospitals  and  phy- 
sicians develop  that  are  made  interested  in  the 
bottom-line  than  in  the  medical  necessity  of 
these  services.  Let's  invest  the  millions  in  re- 


serves and  profits  that  our  hospitals  and  insur- 
ance companies  have  in  our  underinsured  popu- 
lation. Let's  alter  the  current  practice  of  medi- 
cine and  the  current  practice  of  law  to  serve  our 
patients  and  clients  and  stop  trying  to  make  a 
dollar.  Let's  encourage  our  Congressional  and 
Legislative  leaders  to  take  a long  look  at  our 
capitalistic  health  care  system  and  not  attempt 
to  regulate  one  segment  of  this  industry. 

As  Dr.  John  Ring,  the  newly  inaugurated 
president  of  the  American  Medical  Association, 
recently  stated,  "I'd  like  to  encourage  my  col- 
leagues to  enhance  their  devotion  to  the  ethics 
of  medicine  rather  than  to  the  ethics  of  market- 
place." 
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The  leaves  of  Erythroxylon  coca,  a 
shrub  originally  indigenous  to 
Bolivia  and  Peru,  have  been  con- 
sumed by  South  American  Indians  for  centuries 
to  induce  euphoria,  reduce  hunger,  and  in- 
crease work  tolerance  and  resistance  to  cold. 
Its  application  to  modern  medicine  has  been 
recognized  for  a little  over  100  years.  More 
recently,  however,  it  has  gained  notoriety  for  its 
illicit  use  on  the  streets  which  has  reached 
epidemic  proportions  and  a cause  for  national 
concern.  The  National  Institute  on  Drug  Abuse 
(NIDA)  estimates  that  there  were  5.4  million 
cocaine  users  in  1 974,  21 .6  million  in  1 982  and 
over  25  million  in  1986.’  The  introduction  of 
"crack"  cocaine  has  only  served  to  significantly 
escalate  its  use  in  the  late  1 980's.  Because  of  the 
far  reaching  grasp  of  cocaine,  all  medical  prac- 
titioners should  become  familiar  with  the 
pharmacologic  properties  and  the  physiologic 
effects  of  the  drug,  as  the  number  of  patients 
presenting  with  cocaine-related  problems  is 
ever  increasing. 

HISTORY 

Cocaine  is  one  of  14  naturally  occurring 
alkaloids  found  in  the  leaves  of  the  coca  plant 
Erythroxylon  coca.^  Coca  should  not  be  con- 
fused with  the  chocolate-producing  nut  called 
cocoa.  The  cocaine  alkaloid  is  present  in  the 
leaves  in  concentrations  of  0.5-1%.^  The  Span- 
ish Conquistadors  found  that  the  Incan  civiliza- 
tion in  Peru  attached  enormous  significance  to 
the  plant  leaves,  using  it  for  religious,  mystical, 
social,  stimulant  and  medicinal  purposes.  There 
is  reason  to  believe  that  coca  may  have  served 
anesthesia  during  skull  trephination  practiced 
by  the  Incas,  presumably  to  let  the  evil  spirits 
escape.  Early  use  in  south  America  involved 
chewing  a wad  of  leaves  along  with  a quantity 
of  lime  substance  typically  derived  from  the 
ashes  remaining  after  burning  plants,  shells  or 
limestone."  This  practice  is  thought  to  prolong 
the  effect,  potentiate  its  action,  improve  the 
flavor  and  promote  salivation.^  During  the  1 6th 
and  1 7th  centuries,  there  was  recognition  of  the 


use  of  coca  as  an  Indian  folk  remedy  and  some 
Spanish  physicians  began  advocating  its  use  for 
such  diverse  conditions  as  skin  disorders,  colds, 
asthma,  rheumatism,  laryngitis  and  toothaches. 
Despite  the  glowing  recommendations  of  its 
effect  among  the  Indians,  the  Europeans  never 
did  adopt  the  practice  of  chewing  coca  leaves. 

The  German  scientist  Friedrich  Caedcke  was 
probably  the  first  to  isolate  the  cocaine  alkaloid 
from  the  coca  leaf  in  1855  when  he  prepared  an 
oily  substance  and  small  crystals  from  the  dis- 
tilled residue  of  coca  extract  which  he  named 
erythroxyline.^  In  1857  Professor  Wohler  of 
Gottingen,  another  famous  German  chemist, 
requested  a sufficient  quantity  of  coca  leaves 
be  brought  to  him  by  an  expeditionary  force 
bound  for  Peru.  In  1859  his  lab  assistant  and 
pupil  Albert  Neiman  isolated  the  active  alkaloid 
in  the  coca  leaf  and  named  it  cocaine  for  which 
he  was  awarded  a PhD  in  pharmacology  for  his 
thesis,  "On  a New  Organic  Base  in  Coca  Leaves."^ 

The  Italian  neurologist  Pauolo  Mantegazza 
recommended  coca  in  1859  for  toothache, 
digestive  disorders,  hysteria,  melancholia  and 
even  as  an  aphrodisiac.  In  1 863  Angelo  Mariani, 
a Corsican  chemist,  patented  a preparation  of 
coca  extract  and  wine  called  "Vin  Mariani." 
Analysis  of  the  wine  showed  that  it  contained  6 
mg  of  cocaine  alkaloid  per  ounce.  Satisfied 
customers  who  endorsed  the  product  included 
Thomas  Edison,  Robert  Louis  Stevenson,  Gen- 
eral Ulysses  Grant  and  Pope  Leo  XIII,  who 
presented  Mariani  with  a gold  medal  and  ha- 
bitually carried  a flask  of  the  wine  at  his  belt.® 

In  1879  Von  Anrep  proposed  the  use  of 
cocaine  as  an  anesthetic.  Roller,  however,  intro- 
duced the  use  of  cocaine  as  a topical  anesthetic 
in  ophthalmology  in  1884  and  is  credited  for 
pioneering  its  use  in  clinical  medicine  as  it  is 
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used  today.  Also  in  1884,  William  Halsted  of 
Johns  Hopkins  invented  nerve  block  anesthesia 
by  injecting  cocaine  around  nerve  trunks.  In 
1885  Leonard  Corning  introduced  regional 
anesthesia.  Carl  Ludwig  Schleich  produced  in- 
filtration anesthesia  by  subcutaneous  injection 
in  1 892  and  August  Bier  originated  spinal  anes- 
thesia in  1 898. 

Sigmund  Freud  was  an  initial  proponent  of 
cocaine  and  wrote  several  papers  on  the  sub- 
ject. He  used  it  himself  and  called  it  a "magical 
drug,"  sending  some  to  his  fiancee  Martha  "to 
make  you  strong  and  give  your  cheeks  a red 
color."^  Freud  recommended  the  drug  for  a 
variety  of  illnesses  including  fatigue,  nervous- 
ness, asthma,  sexual  disinterest  and  convales- 
cence from  typhoid  fever.  He  also  praised 
cocaine  initially  as  a cure  for  morphine  addic- 
tion and  alcoholism.  In  May  of  1 884  he  began 
administering  cocaine  to  his  friend  Ernst  von 
Fleischl-Marxow  as  a substitute  to  deaden  phan- 
tom pain  from  an  amputated  thumb.  Soon 
Fleischl  became  addicted,  requiring  larger  and 
larger  amounts  of  the  drug  and  began  to  suffer 
severe  toxic  symptoms.  Erlenmeyer  later  de- 
nounced cocaine  as  the  third  scourge  of  man- 
kind (behind  alcohol  and  opiates)  and  criticized 
Freud  for  encouraging  its  use.  In  the  last  of 
Freud's  cocaine  papers,  "Craving  for  and  Fear  qf 
Cocaine,"  Freud  retreats  from  many  of  hisformer 
positions  and  admits  that  cocaine  should  not  be 
used  in  morphine  addiction  because  the  habit 
that  may  ensue  is  "a  far  more  dangerous  enemy 
to  health  than  morphine."  Another  famous  case 
of  cocaine  abuse  was  that  of  the  great  surgeon 
William  Halsted  who  invented  nerve  block  an- 
esthesia. It  appears  that  Halsted  cured  himself 
of  his  cocaine  addiction,  which  was  ruining  his 
career,  by  means  of  morphine  which  allowed 
him  to  function  normally  (as  opiates  often  do). 

One  of  the  most  popular  drinks  containing 
the  coca  extract  was  Coca-Cola.  It  was  first 
concocted  by  John  Styth  Pemberton,  a Georgia 
pharmacist.  Pemberton  touted  his  remedy  to 
relieve  headaches  and  advertised  the  mixture 
as  "a  valuable  brain  tonic  and  cure  for  all 
nervous  affections."  Asa  Griggs  Chandler,  an- 
other pharmacist,  bought  the  rights  of  Coca- 
Cola  for  $2,000  in  1891.  However,  as  the 
public  began  to  view  cocaine  as  a social  out- 
cast, the  company  eventually  removed  the  coca 
extract  from  the  drink  and  replaced  it  with 
caffeine  by  the  time  the  Pure  Food  and  Drug 
Act  was  passed  in  1906.  Cocaine  was  later 
outlawed  in  the  Harrison  Narcotic  Act  of  1 91 4. 


Coca-Cola  is  still  manufactured  to  this  day  with 
coca  leaves  that  have  had  the  cocaine  alkaloid 
removed. 

Cocaine  has  been  used  in  Great  Britain  and 
Canada  as  an  ingredient  in  Brompton's  mixture, 
a preparation  for  treating  chronic  pain  in  termi- 
nal cancer  patients.  The  drink  contains  1 0 mg  of 
cocaine,  5-20  mg  of  morphine  and  2.5  ml  of 
alcohol  in  a 20  ml  solution  with  sugar  syrup. 
Supposedly,  the  cocaine  is  used  to  prevent 
excessive  sedation,  although  this  is  not  sup- 
ported in  the  literature.'^ 

The  main  clinical  application  of  cocaine  to- 
day is  limited  to  the  upper  respiratory  tract,  with 
its  greatest  use  as  a local  anesthetic  and  vaso- 
constrictor for  nasal  procedures  performed  by 
Oral  and  Maxillofacial  Surgeons,  Otolaryn- 
gologists and  Plastic  Surgeons. 

ILLICIT  USE 

Cocaine  is  currently  the  illicit  drug  of  abuse 
most  often  involved  in  emergency  room  visits 
and  is  the  leading  cause  of  drug-related 
deaths. '^  '^The  cocaine  epidemic,  which  began 
in  the  early  1980's,  was  initially  an  upper  and 
upper-middle  class  problem  but  now  has  shifted 
to  become  an  urban  blight  among  the  poor, 
fueled  mainly  by  the  ready  availability  of  "crack" 
cocaine. 

There  are  three  main  methods  of  administer- 
ing cocaine:  snorting,  smoking  and  intravenous 
injection.'®  Snorting  has  traditionally  been  the 
most  popular  method  of  using  cocaine.  Part  of 
the  popularity  of  snorting  was  the  erroneous 
belief  that  cocaine  used  this  way  was  relatively 
nonaddicting  and  harmless.  Once  inhaled  it 
takes  about  five  minutes  to  feel  the  high  which 
may  last  between  20  and  30  minutes. 

In  order  to  smoke  cocaine,  the  cocaine  pow- 
der form  (cocaine  hydrochloride)  must  be  con- 
verted into  a smokeable  form  known  as 
"freebase"  utilizing  ether  or  "crack"  utilizing 
baking  soda  (sodium  bicarbonate).  The  prob- 
lem with  freebase  was  the  flammable  nature 
owing  to  the  ether  base  to  which  Richard  Pryor 
can  attest.  These  forms  give  the  cocaine  a 
higher  melting  point  so  that  the  drug  does  not 
decompose  upon  heating.  As  the  drug  is  in- 
haled, huge  amounts  are  absorbed  across  the 
pulmonary  vasculature,  reaching  the  brain  in  8- 
10  seconds  (even  faster  than  IV  use).  The  in- 
tense high,  however,  lasts  only  2-5  minutes.  On 
the  surface,  "crack"  appears  cheap  because  it  is 
sold  in  such  small  quantities.  On  a weight-for- 
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weight  basis  it  is  actually  twice  as  expensive  as 
cocaine  powder.  Because  the  "crack"  high  is  so 
shortlived,  greater  and  greater  quantities  are 
required,  resulting  in  a very  expensive  addic- 
tion. Cocaine  smokers  also  risk  serious  lung 
damage  from  repeated  exposure  to  the  cocaine 
as  well  as  the  impurities  contained  in  the  sub- 
stance. 

Since  cocaine  powder  is  water  soluble,  it  can 
be  easily  injected.  Most  users  of  this  method 
have  a prior  history  of  IV  heroin  abuse.  The  risk 
of  AIDS  and  the  availability  and  the  intense  rush 
of  "crack"  cocaine  has  lead  to  a decrease  in  this 
route  of  administration.  After  injection,  the  high 
starts  in  about  a minute  and  peaks  in  five 
minutes.  Another  mixture  called  a "speedball" 
consists  of  heroin  and  cocaine  injected  IV.  The 
addition  of  heroin  seems  to  yield  a calmer  drug- 
induced  euphoria.  The  mixture  is  particularly 
dangerous  for  a few  reasons.  Both  drugs  can 
decrease  respiratory  rate,  leading  to  apnea. 
Opiates  also  lower  the  seizure  threshold  and 
when  combined  with  cocaine's  ability  to  induce 
seizures,  the  occurrence  of  seizures  is  not  un- 
common. 

"Spaceballing"  is  a new,  and  thus  far,  infre- 
quently used  combination.  This  method  utilizes 
"crack"  sprinkled  with  phencyclidine  or  PCP 
(angel  dust)  which  is  then  smoked.  This  combi- 
nation produces  powerful  stimulant  and  hallu- 
cinogenic effects  that  often  result  in  unpredict- 
able, violent  and  uncontrolled  behavior.  The 
combination  of  marijuana  laced  with  "crack" 
cocaine  called  a "turbo"  has  been  tried  as  well. 

Cocaine  powder  is  bought  in  units  of  a gram, 
approximately  two  heaping  teaspoons,  at  a 
streetvalue  of  $75  to  $1 00.  A gram  will  yield  1 0- 
1 5 "lines"  which  deliver  1 0-1  5 mgof  cocaine  per 
line,  depending  on  a purity.  Larger  purchases 
are  usually  sold  at  a discount.  "Crack"  is  sold  by 
the  "rock"  which  are  pea-sized  pellets  dispensed 
in  plastic  vials.  A vial  sells  for  $5-$35  depending 
on  the  number  and  size  of  the  rocks.  One  rock 
only  yields  four  or  five  hits  (inhalations). 

COCAINE  ABSTINENCE  SYNDROME 

Phase  One:  Crash 

"Crash"  refers  to  the  extreme  exhaustion  that 
follows  a cocaine  binge.  Users  continue  to  add 
doses  for  as  long  as  the  supply  is  available  to 
avoid  crashing.  Depression  usually  mounts  rap- 
idly, within  1 5-30  minutes  after  the  final  dose. 
For  the  next  5-1 0 hours  the  craving  for  cocaine 
is  overshadowed  by  the  need  for  sleep.  The 


user  may  also  experience  temporary  suicidal 
ideation  and/or  paranoia.  This  phase  may  last 
for  as  long  as  four  days  if  a new  binge  is  not 
started. 

Phase  Two:  Withdrawal 

The  withdrawal  phase  occurs  anywhere  from 
several  hours  to  five  days  after  a crash.  It  is 
characterized  by  one  to  five  days  of  near- 
normal affective  functioning,  normal  sleep-wak- 
ing cycles  and  little  cocaine  craving.  The  usual 
withdrawal  symptoms  seen  with  opiate  or  alco- 
hol addiction  such  as  hypertension,  tachycardia, 
diaphoresis,  seizures  and  cramps  are  not  present. 

During  the  withdrawal  phase,  users  claim  a 
strong  recognition  of  the  consequences  of  co- 
caine abuse,  with  a sense  of  "being  in  control" 
over  their  cocaine  urges.  Gradually  over  the 
next  one  to  four  days  cocaine  craving  and 
increasinganhedonia  become  evident. The  user 
then  becomes  preoccupied  with  finding  and 
paying  for  the  next  high.  If  they  obtain  cocaine, 
a binge  will  occurand  return  to  phase  one.  With 
is  pattern,  many  users  describe  almost  methodi- 
cal repetitions  of  3-1 0 days  cycles:  usually  6-36 
hours  of  cocaine  use,  1 -2  days  of  crash,  1 -2  days 
of  normalization  and  1-2  days  of  resisting  co- 
caine and  then  a repeat  of  cocaine  abuse. 

Phase  Three:  Extinction 

If  abstinence  is  maintained  through  the  first 
two  stages  for  a period  of  6-18  weeks,  a third 
phase  will  consist  of  a baseline  affective  state 
without  anhedonia  and  less  severe  craving  for 
cocaine.  Still,  cravings  have  been  reported  to 
occur  for  months  or  even  years  after  the  last 
cocaine  use. The  cravings  are  different,  how- 
ever, in  that  they  are  more  episodic,  lasting  only 
a few  hours,  and  are  evoked  by  certain  circum- 
stances and  objects  such  as  people,  occasions, 
places,  white  powders,  mirrors,  pipes,  etc.  These 
cravings  must  be  experienced  and  mastered 
before  long  term  elimination  can  occur. 

PHARMACOLOGY 

The  cocaine  alkaloid,  benzoylmethylec- 
gonine,  is  an  ester  of  benzoic  acid.  Cocaine 
hydrochloride  salt  is  a white,  powdery,  water- 
soluble  substance  with  a pK^  of  8.6.  Its  local 
anesthetic  effect  is  achieved  by  preventing  nerve 
conduction  by  reversibly  blocking  membrane 
sodium  channels.  It  does  this  by  diffusing  across 
the  lipid  membranes  in  the  non-ionized  form. 
Once  in  the  axoplasm,  it  returns  to  the  active 
cationic  form  which  then  binds  with  the  sodium 
channels,  preventing  the  influx  of  sodium  needed 
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to  generate  an  action  potential.  At  alkaline  pH, 
the  non-ionized  base  predominates,  allowing 
better  access  to  receptors  and  speeding  onset 
of  action. Acid  environment,  as  from  a local 
infection,  can  prevent  the  onset  of  anesthesia 
by  not  allowing  penetration  through  the  cell 
membrane  but  acidosis  can  prolong  an  estab- 
lished block  by  trapping  the  cation  intracellu- 
larly.^^  Cocaine  has  two  additional  properties 
that  make  it  unique  among  local  anesthetics. 
The  first  is  its  vasoconstrictive  effect  which 
probably  accounts  for  its  popularity  in  nasal 
procedures  which  are  performed  in  a highly 
vascular  area.  It  also  avoids  painful  intranasal 
injections  which  would  be  required  to  achieve 
similar  results  with  other  agents.  The  second 
unique  property  involves  the  stimulant  effect  of 
cocaine  which  can  produce  undesirable  side 
effects.  Cocaine  exerts  a sympathomimetic  ef- 
fect by  blocking  the  re-uptake  of  norepineph- 
rine and  epinephrine. 

ABSORPTION 

Cocaine  is  not  absorbed  from  the  unbroken 
skin  surface  but  clinical  evidence  of  systemic 
absorption  through  mucous  membranes  was 
noted  as  early  as  1919.*®  Van  Dyke*^  reported 
that  application  of  1 .5  mg/kg  of  topical  intrana- 
sal cocaine  was  rapidly  absorbed,  with  peak 
plasma  concentrations  of  120-474  mg/ml  oc- 
curring within  30-60  minutes.  Cocaine  was  still 
detectable  on  nasal  mucosa  three  hours  after 
application  and  in  plasma  for  up  to  six  hours. 
This  may  be  accounted  for  by  its  potent  vaso- 
constrictive effect  being  able  to  limit  or  prolong 
its  own  absorption. 

Epinephrine  is  often  nlixed  with  injection 
local  anesthetics  to  slow  is  absorption  and 
prolong  the  duration  of  anesthesia.  It  has  been 
shown,  however,  that  topical  cocaine  placed  in 
the  piriform  sinus  produces  essentially  the  same 
blood  levels  regardless  of  whether  epinephrine 
was  used.^°  Therefore,  the  addition  of  epineph- 
rine to  topical  solutions  of  cocaine  is  of  no 
advantage  and  may,  indeed  be  harmful  by 
increasing  the  side  effects  such  as  hypertension 
and  myocardial  irritability. 

METABOLISM  & EXCRETION 

For  many  years  it  was  thought  that  the  pri- 
mary site  of  cocaine  metabolism  was  in  the 
liver.  However,  it  has  been  clearly  established 
that  the  primary  site  is  in  the  plasma  via  plasma 
pseudocholinesterase. Cocaine  is  detoxified 
by  the  enzymatic  hydrolysis  into  several  met- 
abolites. The  two  major  ones  are  ecgonine  and 


benzoylecgonine  which  constitute  over  80%  of 
cocaine's  metabolites  and  are  detected  in  the 
urine  for  14-60  hours  after  cocaine  administra- 
tion.^’'^^ Only  1-5%  of  cocaine  is  cleared 
unmetabolized  in  the  urine  where  it  may  be 
detected  for  only  3-6  hours. 

jatlow  et  aP^  demonstrated  that  plasma  from 
subjects  homozygous  for  atypical  pseudocho- 
linesterase with  low  dibucaine  numbers  and  a 
history  of  succinylcholine  sensitivity  had  im- 
paired in  vitro  decay  of  cocaine.  As  would  be 
expected,  heterozygotes  metabolized  cocaine 
at  an  intermediate  rate.  Therefore,  higher  and 
earlier  peak  blood  levels  of  cocaine  may  be 
obtained,  making  these  patients  particularly 
vulnerable  to  the  toxic  effects  of  cocaine  with 
even  low  doses. 

Oxidative  metabolism  of  cocaine  in  the  liver 
produces  norcocaine  which  is  the  only  active 
metabolite  of  cocaine.  It  also  produces  sub- 
stances capable  of  inducing  severe  hepatic 
necrosis.  To  date,  all  reported  cases  of  cocaine- 
induced  liver  damage  in  humans  have  been 
associated  with  concurrent  multiple  drug  abuse, 
particularly  heroin. 

CENTRAL  NERVOUS  SYSTEM  (CNS)  EFFECTS 

In  the  CNS,  cocaine  affects  function  at  syn- 
apses involving  the  monoamine  neurotransmit- 
ters norepinephrine,  dopamine,  and  serotonin 
as  well  as  tryptophan  and  acetylcholine. 
Cocaine  causes  brief  but  intense  behavioral 
stimulation,  with  euphoria  and  arousal.  Itactsas 
an  anticonvulsant  at  lower  doses  and  as  a 
convulsant  at  higher  levels.^®  The  precise  site 
and  mechanism  of  cocaine-induced  seizures  is 
unclear.  High  doses  of  local  anesthetics  may 
selectively  block  inhibitory  pathways  in  the 
cerebral  cortex,  contributing  to  an  excitatory 
state,  which  is  often  the  initial  sign  of  CNS 
toxicity.  Other  subjective  symptoms  include 
lightheadedness,  dizziness,  blurred  vision, 
tinnitus,  disorientation,  and  drowsiness.  Objec- 
tive signs  include  shivering,  muscle  twitching 
and  tremors.  The  initial  signs  of  CNS  excitation 
are  usually  rapidly  followed  by  a generalized 
state  of  CNS  depression  where  seizure  activity 
ceases  and  respiratory  depression  may  lead  to 
respiratory  arrest. 

Interestingly  though,  cocaine's  effects  on 
sympathetic  function  are  stereospecific.  It  has 
been  demonstrated  that  the  dextro-isomer  of 
cocaine  (pseudococaine)  is  a better  local  anes- 
thetic than  cocaine  and  several  fold  less  toxic. 
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with  no  euphoric  effect  and  minimal  effect  on 
amine  reuptake. 

CARDIOVASCULAR  EFFECTS 

The  physiologic  effects  on  the  vascular  sys- 
tem are  widespread.  Cocaine  increases  both 
myocardial  work  load  and  decreases  oxygen 
supply  due  to  coronary  artery  vasospasm  and 
may  induce  myocardial  ischemia  or  infarction 
in  susceptible  patients. There  have  been 
several  reports  linking  cocaine  to  sudden 
death. Lang  et  aP  recently  reported  a series 
of  cardiac  catheterization  patients  who  received 
intranasal  topical  cocaine  (2  mg/kg)  and  showed 
that  the  subjects  sustained  significant  increases 
in  heart  rate  and  arterial  pressure  with  a de- 
crease in  coronary  blood  flow.  Alpha-adrener- 
gic blockade  with  phentolamine  was  shown  to 
reverse  these  cocaine-induced  effects. 

There  have  been  several  reports  of  serious 
cardiac  dysrhythmias  associated  with  cocaine 
use  including  sinus  tachycardia,  ventricular  pre- 
mature contractions,  ventricular  tachycardia, 
ventricular  fibrillation,  and  asystole.  The 
dysrhythmias  result  from  both  the  direct  effect 
of  cocaine  on  the  conducting  tissues  and  also 
from  the  enhancement  of  catecholamine  levels 
via  its  sympathomimetic  effect.'’^  Myocarditis, 
cardiomyopathy,  and  valvular  heart  disease  have 
been  reported  as  well."*® 

A patient  may  present  with  a resting 
tachycardia  and  the  ECG  may  show  changes 
consistent  with  findings  of  myocardial  ischemia. 
Indeed  these  ischemic  changes  appear  to  be 
chronic  and  during  a study  of  withdrawal  from 
chronic  cocaine  abuse,  40%  of  the  patients  had 
ST-T  wave  changes  which  resolved  after  six 
weeks  of  abstinence. 

The  peripheral  vascular  system  is  also  ad- 
versely affected  by  cocaine  as  a result  of  both 
acute  vasoconstriction  and  hypertension.  Vaso- 
constrictive events  with  local  ischemia  due  to 
decreased  blood  flow  have  been  demonstrated 
by  the  findings  of  ischemic  stroke  patterns  and 
gastrointestinal  ischemia  with  gangrenous 
bowel. ^“■^^The  onset  of  acute  hypertension  may 
manifest  itself  as  a hemorrhagic  event  such  as 
aortic  dissection,  intracranial  hemorrhage,  hem- 
orrhagic stroke  or  rupture  ot  intracranial  aneu- 
rysm.®®'®® In  the  pregnant  patient,  there  has 
been  much  discussion  in  the  literature  concern- 
ing uterine  vasoconstriction  causing  impaired 
placental  function  which  may  culminate  in  pla- 
cental abruption.®® 


CLINICAL  APPLICATIONS 

Today,  the  primary  clinical  use  of  cocaine  is 
as  a topical  anesthetic  of  the  upper  respiratory 
tract.  The  drug  is  generally  no  longer  used  as  an 
ophthalmic  solution  because  of  irritation,  cloud- 
ing and  possible  ulceration  of  the  sclera  and 
cornea.  Currently  recommended  pharmaceuti- 
cal preparations  for  topical  application  are  hy- 
drochloride solutions  of  2-10%.  Solutions  and 
pastes  up  to  25%  strength  are  also  still  used, 
claiming  more  rapid  onset,  longer  duration  of 
action  and  better  hemostasis. 

As  mentioned  previously,  Cambell  and 
Adriani®°found  no  difference  in  plasma  levels  of 
cocaine  or  duration  of  anesthesia,  using  topical 
cocaine  with  and  without  epinephrine.  In  an 
earlier  study,  Braun  ®^  demonstrated  that  epi- 
nephrine reinforced  the  anesthetic  effects  of 
cocaine.  The  addition  of  epinephrine  remains 
controversial  although  upwards  of  30%  of 
otolaryngologists  and  70%  of  plastic  surgeons 
still  routinely  use  it  along  with  cocaine.®®'®^ 
What  remains  less  controversial  is  the  mount- 
ing evidence  that  systemic  epinephrine  poten- 
tiates the  sympathomimetic  effects  of  cocaine 
and  may  precipitate  serious  dysrhythmias. 

Many  commonly  use  additional  submucosal 
lidocaine  with  1:200,000  epinephrine.  One 
study  associated  such  use  with  more  adverse 
reactions,®^  and  another  showed  no  such  evi- 
dence.®® Another  study  showed  that  infiltration 
of  the  nasal  septum  with  0.5%  lidocaine  and 
1 :200,000  epinephrine  in  conjunction  with  topi- 
cal cocaine  rapidly  produced  a four-fold  in- 
crease in  plasma  epinephrine.®' 

COCAINE  & GENERAL  ANESTHESIA 

Topical  cocaine  is  commonly  applied  to  pa- 
tients receiving  general  anesthesia.  Stollting®® 
demonstrated  a dose-dependant  increase  in 
MAC  for  halothane  (up  to  27%)  three  hours 
after  IV  administration  in  dogs.  Orr  and  Jones®® 
noted  severe  ventricular  dysrhythmias  when 
cocaine  was  used  for  laryngoscopy  during 
thiopental  induction.  Volatile  anesthetics  may 
potentially  augment  the  interaction  between 
cocaine  and  catecholamines  by  sensitizing  the 
myocardium  to  their  effects.®'*  Ketamine  also 
markedly  potentiates  the  cardiovascular  toxic- 
ity of  cocaine.®® 

In  contrast,  Barash  eta/®®  could  demonstrate 
no  sympathomimetic  effect  due  to  nasal  topi- 
cally applied  cocaine  (1.5  mg/kg)  in  well 
premedicated,  extensively  monitored,  anesthe- 
tized patients  presenting  for  cardiac  surgery. 
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Lips  et  detected  no  hemodynamic  distur- 
bance following  intranasal  cocaine  adminis- 
tered after  induction  of  general  anesthesia  de- 
spite use  of  epinephrine. 

According  to  Fleming  et  al,^^  it  seems  that 
when  dysrhythmias  are  observed,  patients  are 
either  unpremedicated  or  anxious,  with  the 
cocaine  being  administered  before  or  shortly 
after  induction  of  anesthesia  and/or 
laryngoscopy.  In  contrast,  it  seems  that  cocaine 
applied  after  a deep  plane  of  anesthesia  has 
been  obtained  results  in  fewer  cardiovascular 
effects,  thus,  indicating  an  important  role  for 
endogenous  catecholamines  determining  car- 
diovascular response  to  cocaine. 

TOXICITY 

Assessment  of  a lethal  dose  is  difficult  be- 
cause of  the  great  variability  in  route  of  admin- 
istration, rate  of  absorption  and  metabolism 
and  individual  tolerance.  The  Drug  Evaluation 
Handbook  of  the  American  Medical  Associa- 
tion suggests  a maximum  safe  dose  of  1 mg/kg 
for  topical  use.  Upon  reviewing  the  literature, 
Barash^^  suggests  1-3  mg/kg.  The  British  Na- 
tional Formulary  in  1 976  suggested  a maximum 
safe  dose  of  1 00  mg  and  Adriani  and  Zepernick^° 
suggested  200-300  mg.  The  disturbing  thing 
about  these  suggestions  as  to  what  is  a "safe" 
dose  is  that  they  are  all  largely  empirical  with 
little  actual  scientific  evidence  to  substantiate 
their  claims. 

Surveys,  however,  suggest  that  fatalities  are 
rare  in  the  clinical  setting.  A survey  of  94,000 
rhinoplasties  revealed  an  incidence  of  0.3% 
mild  reactions,  0.04%  severe  reactions  and 
0.005%  fatalities.^®  A survey  of  2,434 
otolaryngologists  in  1977  found  a total  of  492 
reactions  with  15  fatalities  in  their  lifetime  of 
clinical  practice.^^Of  these 492  reactions,  equal 
numbers  were  seen  above  and  below  an  esti- 
mated dose  of  200  mg,  with  a range  between 
10  and  3,000  mg.  Six  of  the  15  fatalities  fol- 
lowed application  of  less  than  200  mg  and 
more  than  half  the  reactions  observed  were 
associated  with  the  concomitant  use  of  epi- 
nephrine. Adverse  reactions  have  been  reported 
with  doses  as  small  as  10  mg."*®  To  reiterate 
once  again,  5 ml  of  a 4%  solution  of  cocaine 
contains  200  mg.  The  amount  absorbed  from 
cotton  soaked  cocaine  placed  intranasally,  how- 
ever, is  largely  unpredictable. 

Another  use  of  cocaine  that  deserves  men- 
tion in  the  section  on  toxicity  is  the  use  of  TAG 


in  the  emergency  room.  Five  ml  of  TAG  solution 
contains  tetracaine  25  mg,  adrenaline  2.5  mg 
and  cocaine  590  mg.  Ghildren  are  often  ex- 
posed to  cocaine  doses  higher  than  acceptable 
adult  limits.  The  death  of  an  infant  and  other 
nonfatal  toxic  reactions  have  been  reported. 

Signs  of  toxicity  usually  start  with  excitability 
followed  by  headache,  nausea,  vomiting, 
tachycardia,  hypertension,  delirium  and  Gheyne- 
Stokes  respirations  leading  to  convulsions  and 
eventually  coma,  respiratory  arrest  and  death  if 
untreated.  Hyperpyrexia  is  also  common  and 
during  general  anesthesia,  the  fever  and  sympa- 
thomimetic effects  can  mimic  malignant 
hyperthermia. 

MANAGEMENT  OF  TOXIC  REACTIONS 

Propranolol  has  been  used  successfully  to 
treat  the  beta-adrenergic  cardiac  effects  of  co- 
caine toxicity.  Labetalol  potentially  offers  better 
hypertension  control  with  combined  alpha  and 
beta  blockade.  Esmolol,  a short-acting  beta, 
selective  agent  allows  for  a more  titratable 
control  of  blood  pressure  while  avoiding  alpha- 
mediated  coronary  and  peripheral  vasospasm. 
Nitrates,  calcium  channel  blockers  and  alpha- 
adrenergic  blockers  have  been  advocated  as 
well. 

Although  lidocaine  is  useful  to  control  ven- 
tricular dysrhythmias,  it  should  be  avoided  be- 
cause it  will  act  in  combination  with  the  cocaine 
to  potentiate  convulsions.®^  Benzodiazepines 
are  probably  most  appropriate  for  treatment  of 
cocaine-induced  seizures.  Diphenylhydantoin 
may  actually  enhance  local  anesthetic  seizures.^® 
Other  measures  are  largely  supportive  in  nature 
with  the  maintenance  of  an  adequate  airway  of 
paramount  importance. 
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Concerns  continue  about  in- 
creasing cesarean  section 
rates  in  the  United  States 
and  there  is  no  evidence  to  suggest  that 
such  rates  are  declining.  Nationally,  rates 
have  increased  steadily  by  about  1%  per 
year,’’^  from  4.5%  in  1965  to  24.4%  in 
1987.'*  By  1984,  a cesarean  section  had 
become  the  most  commonly  performed 
operation  in  the  United  States.^  An  interest 
in  reversing  this  upward  trend  has  prompted 
us  to  review  our  own  experience  with  cesar- 
ean delivery  over  25  years  at  the  University 
of  Nebraska  Medical  Center  (UNMC). 

METHODS 

Data  were  collected  by  reviewing  labor 
and  delivery  logs  from  1965  to  1990.  Spe- 
cific information  about  indications  for  sur- 
gery was  sought  from  chart  review.  Patients 
who  delivered  by  primary  cesarean  section 
were  placed  into  diagnostic  categories  based 
on  their  primary  preoperative  diagnostic 
categories;  breech  presentation,  dystocia, 
fetal  distress,  and  other  complications.  A 
prior  cesarean  section  played  a major  role  in 
determining  current  delivery  management; 
therefore,  all  cases  delivered  by  repeat 
cesarean  section  were  placed  into  that  diag- 
nostic category  regardless  of  any  other  indi- 
cation. 

RESULTS 

Table  1 shows  the  cesarean  section  rates 
at  5-year  intervals  between  1965  and  1989. 
The  overall  rate  at  UNMC  (for  the  25-year 
period)  increased  gradually  from  9.2%  (1965- 
69)  to  14.9%  (1985-89).  Also  shown  are 
rates  for  the  United  States  during  1987.  The 
percentages  of  total  deliveries  by  repeat  and 
primary  ceasarean  sections  were  lower  at 
UNMC  between  1985  and  1989  (4.6%  and 
10.3%  respectively)  than  in  the  United  States 
in  1987  (6.8%  and  15.9%  respectively) 

Repeat  cesarean  sections  have  consis- 
tently constituted  approximately  one-third 


of  all  operations.  The  rate  of  primary  cesar- 
ean sections  for  fetal  distress  began  to  in- 
crease after  1969  when  electronic  fetal 
monitoring  began  to  be  utilized  and  reached 
its  highest  rate  most  recently  (1985-89). 
Rates  of  cesarean  section  for  dystocia  or 
breech  presentation  have  not  changed  sig- 
nificantly. Other  explanations  for  the  higher 
primary  cesarean  rates  in  1985-89  include 
noncephalic  twins,  active  herpes  genital 
infections,  less  use  of  midforceps,  and  re- 
ferred preterm  gestations  requiring  urgent 
delivery. 

After  recently  instituting  a process  of 
quality  assurance  peer  review  and  enforcing 
new  guidelines,  our  total  cesarean  section 
rate  declined  from  21.9%  in  1989  to  16.9% 
in  1 990.  The  proportion  of  repeat  cesarean 
sections  remained  constant  for  these  two 
years  (37.8%  and  42.2%  respectively).  Many 
such  cases  had  either  other  accompanying 
conditions  (anticipated  large  fetus,  very 
preterm  delivery,  breech,  dystocia,  sus- 
pected fetal  distress)  or  patient  reluctance 
toward  an  attempted  vaginal  delivery  de- 
spite our  encouragement. 

TABLE  1 

Percentages  of  Cesarean  Sections  at  the 
University  of  Nebraska  Medical  Center  (UNMC) 


UNMC  U.S. 


Indications 

1965-69 

70-74 

75-79 

80-84 

85-89 

1987 

Repeat 

3.1 

2.8 

3.7 

2.6 

4.6 

6.8 

Dystocia 

3.0 

3.9 

2.5 

2.6 

3.3 

6.8 

Breech 

2.9 

1.6 

3.6 

1.6 

2.3 

3.4 

Fetal  Distress 

0.0 

1.6 

0.6 

1.1 

2.4 

1.1 

Other 

0.2 

0.9 

2.5 

4.9 

3.0 

4.5 

Total 

9.2 

10.8 

12.9 

13.6 

14.9 

22.7 

‘Address  reprint  request  and  correspondence  to:  Bryan 
J.  Treacy,  M.D.,  Department  of  Obstetrics  and  Gynecol- 
ogy, University  of  Nebraska  Medical  Center,  600  South 
42nd  Street,  Omaha,  NE  68198-3255. 
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DISCUSSION 

Numerous  reports  in  peer-review  medical 
journals  during  the  past  25  years  have  influ- 
enced physicians'  attitudes  toward  repeat 
cesarean  section,  electronic  fetal  heart  rate 
monitoring,  dystocia,  breech  presentations, 
and  midforceps  delivery.  Observations  from 
the  present  study  were  useful  as  we  began 
to  consider  reversing  the  escalating  cesar- 
ean section  rate  at  our  medical  center.  Be- 
ginning in  late  1989,  we  adopted  depart- 
mental guidelines  proposed  by  Myers  and 
Gleicher:^ 

1.  A second  opinion  by  a staff  obstetri- 
cian is  required  for  all  cesarean  sec- 
tions, exclusive  of  those  performed  in 
emergency  situations. 

2.  Vaginal  delivery  is  preferred  and  en- 
couraged for  all  patients  who  have  pre- 
viously undergone  a single  prior  low 
transverse  cesarean  section.  A success 
rate  of  40-80  per  100  cases  should  be 
reached.  Mandatory  repeat  cesarean 
delivery  is  reserved  for  that  patient 
known  to  have  a classical  uterine  scar. 
Individualization  in  decision-making  is 
necessary  for  those  with  prior  low 
vertical  uterine  incisions  or  multiple 
low  transverse  incisions. 

3.  The  diagnosis  of  dystocia  is  an  ac- 
cepted indication  for  cesarean  delivery 
only  after  no  progress  has  been  ob- 
served for  more  than  two  hours  of 
regular  uterine  contractions  of  appro- 
priate strength.^  The  use  of  intrauterine 
pressure  catheters  is  strongly  encour- 
aged when  dystocia  is  suspected,  and 
intravenous  oxytocin  may  be  admini- 
stered judiciously. 

4.  Suspected  fetal  distress,  based  on 
specific  fetal  heart  rate  abnormalities, 
requires  consultation  with  another  phy- 
sician and  corroboration  with  other  fetal 
assessment  techniques  such  as  fetal 
scalp  stimulation,  vibroacoustic  stimu- 
lation, or  sampling  of  scalp  blood  when 
technically  feasible.® 

5.  An  attempted  external  version  is  rec- 
ommended for  breech  fetuses.  Those 
persons  in  early  labor  should  be  of- 
fered an  attempted  vaginal  delivery  after 
a baseline  radiologic  examination  has 
revealed  an  adequate  pelvis,  frank 


breech  presentation,  estimated  fetal 
weight  between  2500  and  3800  grams, 
and  no  hyperextension  of  the  fetal 
cervical  spine. 

In  addition,  a process  of  quality  assurance 
peer  review  began  at  our  institution  to  ensure 
adherence  to  these  guidelines  and  to  better 
identify  and  evaluate  different  determinants 
of  cesarean  sections.  We  were  pleased  by 
the  decline  in  our  overall  cesarean  section 
rate  in  1990  and  would  encourage  similar 
practices  at  other  Nebraska  Hospitals  when 
permissible. 

Assuming  this  is  a perceived  problem 
elsewhere  in  Nebraska,  another  approach 
to  the  solution  may  be  for  a statewide  group 
of  obstetricians  and  family  physicians  to  be 
formed  to  develop  guidelines  for  cesarean 
section.  Representing  community  and  teach- 
ing hospitals,  low-  and  high-rate  cesarean 
section  hospitals,  as  well  as  rural  and  urban 
hospitals,  this  appointed  panel  of  volunteer 
experts  may  first  identify  the  necessary  in- 
formation that  should  be  recorded  in  both 
the  mother's  and  newborn's  medical  rec- 
ords. By  devising  a set  of  indications  that 
should  be  recorded  for  each  cesarean  sec- 
tion, variations  in  the  rate  of  this  procedure 
may  be  defined  more  clearly  and  may  prove 
attributable  to  differences  in  physician  prac- 
tice style  (and  perhaps  hospital  policies), 
rather  than  differences  in  demographic  and 
clinical  characteristics  of  patients.^  Where 
necessary,  Nebraska  hospitals  may  achieve 
a reduction  in  cesarean  section  rate  by 
thorough  and  uniform  guidelines  from  peer 
review.  Results  of  this  effort  may  indicate 
that  the  pace  of  increase  in  cesarean  section 
rates  can  be  controlled  or  halted  in  hospitals 
when  physicians  are  provided  with  the  tools 
to  review  their  own  performance. 

SUMMARY 

The  cesarean  section  rate  at  our  medical 
center  has  increased  gradually  from  9.1%  in 
1965  to  21.9%  in  1989,  which  is  lower  but 
similar  to  national  trends.  This  upward  trend 
was  reversed  in  1990  by  more  strongly 
encouraging  vaginal  births  after  cesarean 
section,  attempting  more  vaginal  deliveries 
in  select  cases  of  breech  presentations,  and 
complying  with  national  guidelines  for  de- 
fining fetal  distress  and  dystocia.  Recom- 
mendations are  offered  for  the  develop- 
ment of  statewide  guidelines  for  peer  re- 
view and  quality  assurance. 
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ABSTRACT 

Surgical  removal  of  renal  cell  carcinoma  with  extension 
into  the  inferior  vena  cava  can  be  a difficult  operation.  Car- 
diopulmonary bypass  and  circulatory  arrest  have  been 
used  to  assist  in  resection  of  tumors  that  extend  into  the 
vena  cava  above  the  level  of  the  hepatic  veins.  Coronary 
artery  disease  is  a common  problem  and  may  present 
together  with  renal  cell  tumors.  A patient  with  left  main 
coronary  artery  disease  and  a renal  cell  carcinoma  extend- 
ing into  the  vena  cava  provides  a management  challenge. 
We  present  such  a case  and  discuss  the  surgical  options. 

THEtechnical  managementof  the  vena 
cava  in  patients  with  renal  cell  carc- 
inoma with  an  intracaval  tumor 
throm-bus  extension  is  challenging.  The  propa- 
gation of  tumor  into  the  lumen  of  the  inferior 
vena  cava  does  not  necessarily  indicate  an  in- 
curable situation.  There  is  ample  evidence  in 
the  literature  to  confirm  the  value  of  an  aggres- 
sive treatment  approach  in  the  absence  of  iden- 
tified metastasis.  If  all  of  the  tumor  can  be 
excised,  a five-year  survival  rate  of  twenty  to  fifty 
percent  can  be  anticipated.^'^ 

The  operative  strategy  when  tumor  throm- 
bus extends  above  the  diaphragm  has  been 
well  described.^''’  When  the'tumor  involves  the 
subhepatic  vena  cava,  techniques  involving 
Foley  catheters,  Fogarty  catheters  and  Satinsky 
clamps  have  been  proposed.  As  the  tumor 
thrombus  propagates  up  the  vena  cava,  total 
control  of  the  circulation  with  the  use  of  cardio- 
pulmonary bypass,  hypothermia  and  tempo- 
rary cardiac  arrest  has  been  advocated.'* 

We  present  a unique  case  of  a renal  cell  car- 
cinoma with  extension  into  the  subhepatic  vena 
cava.  This  patient  also  had  left  main  coronary 
artery  occlusive  disease.  He  was  successfully 
managed  with  radical  nephrectomy  and  simul- 
taneous coronary  artery  bypass  grafting.  Pa- 
tients presenting  with  renal  cell  carcinoma  in- 
vading the  inferior  vena  cava  and  concomitant 
coronary  artery  disease  can  be  safely  and  effec- 
tively managed  with  radical  nephrectomy  and 
comcomitant  coronary  artery  bypass  grafting. 


CASE  REPORT 

A 65-year-old  white  male  presented  with 
flank  pain  and  hematuria.  An  abdominal  CT 
scan  revealed  a large  tumor  of  the  right  kidney 
with  extension  into  the  psoas  muscle  (Figure  1 ). 
Due  to  a varicocele  noted  on  physical  examina- 
tion, a venogram  was  performed  with  demon- 
strated tumor  extension  4 cm  into  the  inferior 
vena  cava  (Figure  2).  He  denied  angina  and  had 
no  prior  history  of  significant  cardiac  events.  A 
preoperative  EKG  demonstrated  premature  ven- 
tricular contractions  in  a quadrigeminal  pattern. 
Coronary  arteriography  disclosed  atheroscl- 
erotic lesions  producing  eighty  percent  left 
main  stenosis  and  sixty  percent  right  coronary 
stenosis. 

The  patient  was  explored  through  a midline 
incision  extending  from  the  sternal  notch  to  the 
umbilicus.  A median  sternotomy  was  performed 
and  the  chest  was  prepared  for  cannulation  and 
cardiopulmonary  bypass.  The  kidney  was 
mobilized  as  for  standard  radical  nephrectomy 
with  the  exception  that  the  renal  vein  was  not 
divided.  Ligation  of  the  renal  artery  was  per- 
formed early  to  limit  potential  bleeding.  Control 
of  the  contralateral  renal  vein  and  inferior  vena 
cava  below  the  tumor  thrombus  was  obtained. 
With  careful  palpation  it  was  determined  that 
the  tumor  did  not  extend  above  the  hepatic 
veins  and  could  be  resected  without  the  aid  of 
cardiopulmonary  bypass.  A Satinsky  clamp  was 
used  to  partially  occlude  the  vena  cava  above 
the  tumor  thrombus  (Figures  3 and  4).  The  vena 
cava  was  encircled  and  controlled  in  the  event 
a partial  occluding  clamp  failed.  Due  to  direct 
invasion  into  the  vena  cava,  partial  resection 
with  primary  repair  was  performed.  Hemostasis 
was  assured  before  systemic  heparinization 
and  initiation  of  cardiopulmonary  bypass.  Left 
internal  mammary  artery  and  two  saphenous 

’Address  correspondence  and  reprint  requests  to:  Robert 
R.  Klingman,  M.D.,  Albany  Medical  Center,  Division  of  Cardio- 
thoracic Surgery,  ME-701/A-61,  Albany,  New  York  12208. 
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FIGURE  1 

CT  scan  with  contrast:  Demonstrates  a tumor  of  the  right  kidney  with  possible  extension  into  psoas 
muscle.  The  renal  vein  is  not  visualized. 


vein  grafts  were  used  to  graft  the  left  anterior 
descending,  obtuse  marginal  and  right  poste- 
rior descending  coronary  arteries  in  a standard 
and  uncomplicated  fashion.  The  patient  was 
then  weaned  from  cardiopulmonary  bypass 
and  decannulated.  Hemostasis  in  the  abdomen 
was  assured  before  closure  of  the  fascia.  Conva- 
lescence was  uncomplicated  and  he  has  done 
well  clinically. 

DISCUSSION 

The  integration  of  circulatory  support  into 
the  treatment  of  renal  cell  carcinoma  has  been 
advocated  for  tumors  that  extend  into  the  atrium. 
It  is  also  helpful  for  tumors  that  extend  into  the 
vena  cava  at  the  level  of  the  hepatic  veins,  as  it 
is  not  possible  to  obtain  both  proximal  and 
distal  control  at  this  point.^  For  less  extensive 
tumors,  with  subhepatic  caval  involvement, 
complete  en  bloc  removal  of  tumor  and  throm- 
bus is  possible  without  the  aid  of  cardiopulmon- 
ary bypass. 

In  our  patient  preoperative  venogram  dem- 
onstrated the  tumor  thrombus  to  be  limited  to 
the  infrahepatic  vena  cava,  thus  allowing  resec- 
tion without  special  techniques.  The  problem  in 
this  patient  was  related  to  the  presence  of  two 
lethal  disease  processes:  left  main  coronary 
disease  and  renal  cell  carcinoma.  In  planning 
the  operative  approach  to  these  problems,  two 
main  points  had  to  be  considered. 
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First,  patients  with  coronary  artery  disease 
undergoing  non-cardiac  surgery  are  at  signifi- 
cant risk  of  developing  perioperative  myocar- 
dial infarction  or  cardiac  death.  Mahar  and  co- 
workers found  that  in  patients  with  significant 


FIGURES  3 & 4 

Intraoperative  photograph:  A Satinski  clamp  partially 
occludes  the  inferior  vena  cava.  A venotomy  has  been 
performed  and  tumor  with  thrombus  is  visible. 
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coronary  artery  disease  undergoing  non-car- 
diac surgery,  the  risk  of  myocardial  infarction 
was  twenty  percent.^  More  recently,  AkI  and 
associates  reported  similar  results,  suggesting 
that  myocardial  revascularization  provides  sig- 
nificant protection  against  the  risk  of  cardiac 
complications  and  death  with  ischemic  heart 
disease  in  whom  general  anesthesia  and  non- 
cardiac procedures  are  needed.^ 

Second,  even  if  preoperative  venogram 
demonstrated  limited  involvement  of  the  infe- 
rior vena  cava,  the  availability  of  cardiopulmon- 
ary bypass  would  have  greatly  increased  the 
safety  of  the  renal  cell  carcinoma  resection  in 
case  of  difficulties  arising  in  tumor  extraction 
from  the  vena  cava  or  control  of  unexpected 
hemorrhage  from  the  vena  cava  or  its  branches. 

The  decision  as  to  which  procedure  to  per- 
form first  was  based  on  the  consideration  that 
control  of  hemostasis  in  the  renal  bed  is  almost 
impossible  with  complete  heparinization,  as 
documented  by  the  high  mortality  associated 
with  the  approach  when  cardiopulmonary 
bypass  was  instituted  before  renal  dissection  in 
patients  with  tumor  extension  above  the  he- 
patic vena  cava.^-'*  Performing  the  median  ster- 
notomy in  preparation  for  coronary  revasculari- 
zation before  the  renal  dissection  allows  myo- 
cardial revascularization  prior  to  irreversible 
damage  should  myocardial  ischemia  develop 
intraoperatively. 

Great  care  must  be  taken  to  obtain  meticu- 
lous hemostasis  during  dissection  of  the  kidney, 
and  bypass  with  heparinization  should  not  be 
attempted  until  the  kidney  has  been  completely 
mobilized.  Following  nephrectomy,  the  abdo- 
men should  be  left  open  during  coronary  artery 
bypass  grafting  to  ensure  hemostasis  at  the 
conclusion  of  coronary  revascularization  and 
reversal  of  heparinization. 

Regardless  of  which  thrombus  extraction  tech- 
nique is  to  be  used,  preoperative  definition  of 
intravascular  tumor  extent  is  imperative,  as  is  a 
meticulous  quest  for  metastases.  Operative 
excision  in  renal  cell  carcinoma  provides  the 
only  opportunity  for  prolonged  survival  and,  as 
we  have  demonstrated,  can  be  performed  safely 
with  concomitant  coronary  artery  revasculari- 
zation when  indicated. 
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In  no  department  of  medicine  has  greater 
progress  been  made  than  in  aids  to  diagnosis. 

The  remarkable  advance  in  our  knowledge  of 
anatomy,  physiology,  histology,  and  bacteriol- 
ogy paves  the  way  for  more  accurate  work  in 
internal  medicine.  The  application  of  physical, 
chemical  and  biological  methods  and  the  roent- 
gen ray,  to  the  study  of  diseases  during  life  have 
assisted  greatly  in  the  correct  solution  of  many 
problems  heretofore  unexplainable. 

More  frequent  postmortem  studies  and  the 
correlating  of  clinical  and  pathological  findings 
are  factors  that  are  tending  to  the  improvement 
of  diagnosis. 

I do  not  believe  that  there  is  anything  that  has 
so  retarded  the  growth  of  confidence  of  the 
public  in  the  medical  profession  and  has  so 
fostered  the  development  of  quackery  and  fads 
as  inexcusable  errors  in  diagnosis  due  to  insuf- 
ficient examination. 

If  we  are  to  successfully  treat  our  patient  we 
must  first  determine  what  is  the  matter  with  him. 

The  very  first  essential  in  the  correction  of  any 
physical  ailment  is  a correct  diagnosis  without 
which  all  treatment  is  empirical  and  with  which 
treatment  becomes  rational. 

That  which  has  characterized  scientific  medi- 
cine and  differentiated  it  from  the  work  of  the 
faddist  and  charlatan  has  been  and  always  will 
be  medicines  tireless  pursuit  of  the  truth  which 
in  its  application  to  the  practice  of  this  art  means 
its  constant  endeavor  to  make  an  accurate  and 
complete  diagnosis. 

If  we  are  to  progress  in  the  practice  of  medi- 
cine we  must  place  diagnosis  in  the  foreground 
where  it  rightfully  belongs. 

The  practice  of  medicine  today  is  a broader 
field  than  ever  before.  It  includes  all  that  science 
has  developed  and  shown  to  be  of  value  in  the 
diagnosis,  prevention  and  treatment  of  disease 
and  the  promotion  of  health. 

Naturally  such  a broad  field  requires  special- 
ization. Naturally  there  must  be  close  coopera- 
tion between  internist,  laboratory  worker,  roent- 


genologist and  all  fields  if  we  are  to  increase  our 
percentage  of  correct  diagnoses  and  render 
better  service  to  our  patients. 

The  physician  today  who  fails  to  keep  case 
records  is  depriving  himself  of  the  first  essential 
to  more  accurate  diagnosis. 

The  taking  of  a proper  history  is  not  a simple 
matter.  It  requires  a large  experience  and  a wide 
familiarity  with  the  phenomena  of  disease. 

An  experienced  clinician  insists  when  pos- 
sible on  taking  the  history  himself,  for  while  he 
is  taking  the  history  he  is  studying  the  patient.  It 
is  at  times  more  important  to  note  how  a patient 
tells  a story  than  what  he  tells.  All  things  else 
being  equal  the  physician  who  can  best  take 
and  interpret  a case  history  stands  the  best 
chance  of  arriving  at  a correct  diagnosis. 

Correct  diagnosis  very  often  depends  upon 
what  enters  the  doctors  mind  as  possible  when 
he  has  detailed  before  him  a complex  of  symp- 
toms and  on  what  he  does  to  differentiate  the 
various  possible  diseases  that  might  produce 
these  symptoms  as  well  as  upon  the  direct 
recognition  of  physical  signs  by  physical  exami- 
nation. 

To  throw  open  the  mind's  door  and  allow  all 
disease  to  enter  for  consideration  would  not 
only  be  foolish  but  impossible.  Each  case  history 
should  lead  us  to  arrange  before  the  mind's  eye 
a selected  group  of  reasonably  probable  causes 
for  the  symptoms  complained  of  and  the  signs 
discovered.  It  should  guide  us,  too,  in  deciding 
whatfurtheraid  by  way  of  examination  from  the 
laboratory,  the  roentgenologist  or  other  special- 
ist is  necessary.  When  symptoms  referable  to 
some  definite  part  of  the  body  have  been 
elicited  it  then  becomes  necessary  to  get  a 
complete  history  referable  to  the  particular 
system  affected. 

While  we  must  approach  every  case  with  an 
open  mind  and  refuse  to  allow  ourselves  to 
make  a diagnosis  on  history  alone  yet  history 
often  gives  us  an  important  clue,  just  as  finding 
blood  strained  finger  prints  or  an  old  hat  may 
start  a detective  in  his  search  for  the  criminal. 
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We  all  recognize  the  vast  importance  of  the 
roetgen  ray  examination  in  many  conditions  if 
made  by  a roentgenologist.  We  feel  that  much 
misinformation  in  diagnosis  is  being  acquired 
by  men  of  little  experience  and  training  and 
partially  trained  technicians  operating  x-ray  ma- 
chines. 

We  believe  that  the  criticism  that  the  inad- 
equately trained  roentgenologist  is  over  anx- 
ious to  find  pathology  is  just.  We  freely  concede 
that  in  the  hands  of  a well  trained  man  the  x-ray 
gives  great  assistance  to  the  clinician. 

The  x-ray  examination  is  but  an  aid  to  diagno- 
sis and  does  not  take  the  place  of  a carefully 
taken  history  and  a thorough  physical  examina- 
tion. We  should  dislike  very  much  to  attempt 
diagnosis  in  many  conditions  without  the  assis- 
tance of  a roentgenologist  in  whom  we  have 
confidence.  We  feel,  however,  that  the  report 
of  the  roentgenologist  should  not  be  a few 
words  stating  a diagnosis  or  "no  pathology 
seen",  but  should  describe  the  x-ray  deviations 
from  the  normal  and  then  the  roentgenologist's 
interpretations  of  his  findings.  Such  a report 
gives  the  clinician  something  to  compare  with 
his  findings  and  those  of  the  laboratory  and 
greatly  assists  in  making  the  diagnosis.  We  feel 
that  many  ill  trained  operators  of  x-ray  machines 
have  gone  wild  in  their  improper  interpretation 
of  a number  of  conditions.  Diagnoses  of  condi- 
tions such  as  tuberculosis  of  the  lungs  has  many 
times  been  made  in  patients  in  whom  the 
history  and  careful  physical  examination  and 
laboratory  and  other  tests  would  in  no  way 
support  a diagnosis. 

It  is  a serious  matter  to  make  a diagnosis  of 
tuberculosis  or  heart  disease  in  a young  indi- 
vidual. 

Where  such  a condition  is  suspected  the 
patient  should  have  thorough  and  careful  ex- 
amination and  observation. 

All  possible  evidence  obtainable  should  be 
collected. 

All  physicians  have  know  young  persons 
who  have  had  their  lives  ruined  by  hasty  diag- 
noses of  these  conditions  when  in  truth  they  did 
not  exist. 

One  reason  for  the  presentation  of  this  paper 
is  that  because  of  the  multiplicity  of  aids  to 
diagnosis  we  feel  that  the  taking  of  a proper 
history  and  making  a good  physical  examina- 
tion is  in  danger  of  becoming  a lost  art.  How 
many  times  does  the  physician  slur  over  the 
examination  of  the  chest  passing  on  the  job  of 


determining  the  size  of  the  heart  or  a possible 
consolidated  patch  in  the  lung  to  the  x-ray.  He 
may  forget  that  it  is  possible  to  detect  tubercu- 
losis that  the  x-ray  does  not  reveal. 

A criticism  of  specialists  in  practice  is  that  in 
diagnosis  they  are  apt  to  only  find  pathology  in 
their  particular  lines. 

A noted  diagnostician  states  that  some  years 
ago,  when  young,  he  was  doing  a good  deal  of 
work  on  the  blood  and  that  he  at  that  time  was 
asked  to  substitute  as  visiting  physician  to  a 
convalescent  home  for  tired  domestic  and  shop 
girls. 

The  matron  of  the  institution  met  him  on  his 
first  visit  and  said,  "I  hear  you  are  specially 
interested  in  diseases  of  the  blood".  Dr.  R.,  who 
was  here  last  summer,  found  all  the  girls  were 
gynecologic  cases.  Dr.  C.,  who  was  here  two 
years  ago,  found  them  all  nose  and  throat.  Now, 

I suppose  they  will  all  be  "blood  cases". 

There  is  such  a wealth  of  new  methods  and 
the  data  that  can  be  accumulated  is  so  volumi- 
nous that  one  must  be  careful  lest  he  become 
lost  in  a mystic  maze. 

We  should  develop  a routine  in  our  examina- 
tion which  is  complete  without  being  too  elab- 
orate and  add  special  examination  as  needed. 

We  should  always  take  a careful  history.  This 
is  more  complete  if  a regular  form  sheet  is 
followed.  Second,  make  a complete  physical 
examination  in  many  acute  and  all  subacute  or 
chronic  conditions. 

In  the  solution  of  any  diagnostic  problem  we 
have  always  felt  that  the  patient  should  not  be 
subjected  to  examination,  which  in  his  particu- 
lar case  is  not  indicated,  but  we  are  just  as  strong 
in  our  opinion  that  no  part  of  the  examination 
which  is  likely  to  be  of  value  should  be  omitted. 

We  believe  there  should  be  the  closest  coop- 
eration between  roentgenologist,  laboratory 
worker  and  internist  and  that  each  should  tabu- 
late his  findings  independent  of  the  other  and 
then  a case  conference  be  held.  We  deplore  the 
tendency  on  the  part  of  many  to  send  a patient 
to  the  roentgenologist  expecting  him  to  make 
the  diagnosis  for  them.  A roentgen  ray  report  of 
"no  pathology  found"  in  a case  of  indigestion, 
for  instance,  does  not  mean  that  the  patient  is 
well.  He  may  have  any  one  of  a number  of 
conditions  such  as  hyperacidity,  chronic 
duodenitis,  colitis,  early  unobstructive  cancer, 
nephritis,  anemia  or  possibly  gallbladder  dis- 
ease. 
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We  especially  emphasize  this  because  the 
taking  of  a careful  history  and  making  a careful 
physical  examination  is  within  the  power  of 
every  well  trained  general  practitioner  and  after 
all  the  history  and  physical  examination  are  the 
basis  of  present  day  diagnosis. 

The  physician  can  no  longer  count  the  pulse, 
look  at  the  tongue,  write  a prescription  and  be 
considered  as  practicing  efficient  medicine.  He 
should  not  stubbornly  refuse  to  accept  the  new 
nor  should  he  be  carried  away  by  its  supposed 
scientific  accuracy.  He  should  learn  to  employ 
the  laboratory  and  special  methods  of  investiga- 
tion, realizing  that  they  are  many  times  indis- 
pensable aids  to  the  solution  of  difficult  prob- 
lems. To  be  a good  diagnostician  a physician 
must  not  only  realize  his  own  limitations,  but 
also  the  limitations  of  specialism. 

The  diagnostician  must  ever  be  a student.  If 
he  is  going  to  be  thorough  in  his  work  he  must 
not  neglect  any  part  of  the  examination  that 
could  have  anything  to  do  with  his  arriving  at 
the  correct  diagnosis. 

A noted  French  physician  once  said  "the  main 
function  of  the  consultant  is  to  examine  the 
rectum".  The  electrocardiograph,  the  x-ray  and 
other  instruments  should  not  be  looked  upon  as 
supplanting  other  forms  of  diagnosis,  but  as 
stimulants  to  more  determined  efforts  to  take 
better  histories  and  make  more  thorough  physi- 
cal examinations. 

We  feel  that  too  often  the  physician  exercises 
too  much  hast  in  his  attempt  to  arrive  at  a 
diagnosis  in  chronic  conditions.  A difficult  prob- 
lem requires  time  for  solution.  We  dislike  to  tell 
the  patient  after  short  study  that  we  do  not 
know  what  is  the  matter  with  him.  Nearly  all 
patients  with  chronic  conditions  are  willing  to 
be  observed  and  studied.  After  better  acquain- 
tance with  the  patient,  his  history  and  repeated 
physical  examinations  and  indicated  tests,  we 
often  arrive  at  very  different  conclusion  than 
those  of  the  first  examination. 

Observation  has  been  undervalued.  It  means 
looking  and  looking  again. 

Another  thing  we  must  keep  in  mind  in 
diagnosis  is  that  a large  percentage  of  the 
patients  who  come  to  the  physician  complain- 
ing of  symptoms  have  only  functional  disease. 
As  physicians  we  cannot  deny  that  the  influence 
of  the  mental  processes  over  the  function  of  the 
human  body  is  great.  These  patients  are  entitled 
to  sufficient  study  to  enable  us  to  definitely 
diagnose  and  classify  their  condition.  If  we  can 


find  the  cause  of  disease  and  correct  it  we 
render  efficient  service  to  our  patients  whether 
it  be  relieving  the  mind  of  worry,  correcting  an 
improper  diet,  or  removing  a gallbladder  that 
has  been  causing  excruciating  pain. 

We  feel  sure  that  diagnosis  can  be  very  much 
improved  by  more  frequent  postmortem  stud- 
ies. We  are  finding  that  very  often  if  the  relatives 
of  the  deceased  are  approached  in  the  right 
manner  permission  for  this  study  can  be  readily 
obtained.  If  people  are  made  to  feel  that  by 
permitting  these  observations  they  are  render- 
ing a service  to  humanity  they  will  the  more 
readily  acquiesce. 

The  holding  of  clinical  pathological  confer- 
ences and  the  correlating  of  the  history  of 
symptoms  and  the  physical  signs  and  results  of 
laboratory  and  other  tests  with  the  pathology 
found  at  postmortem  seems  to  me  to  be  the 
very  best  present  day  method  of  improving 
diagnosis. 

We  must  remember,  however,  that  not  all 
pathology  found  at  postmortem  necessarily  has 
been  producing  symptoms. 

Summarizing  we  would  say  there  are  two 
methods  of  diagnosis. 

1.  Snap  shot  diagnosis,  or  diagnosis  by  intu- 
ition. 

2.  Diagnosis  by  careful  study  of  the  patient. 

3.  While  occasionally  brilliant  and  spectacu- 
lar diagnoses  have  been  by  the  former  method 
by  far  the  largest  percentage  of  correct  diag- 
noses are  made  from  careful  study  of  the  pa- 
tient. 

4.  The  time  was  when  the  physician  consid- 
ered it  a reflection  on  his  ability  as  a diagnosti- 
cian to  ask  the  patient  questions  as  to  his 
symptoms  or  get  information  from  other  physi- 
cians. Physicians  are  coming  to  realize  that  in 
many  conditions  they  need  all  possible  assis- 
tance if  they  are  to  reach  proper  conclusions. 

5.  The  laboratory,  the  x-ray,  the  electrocar- 
diograph, and  special  fields  of  medicine  are  very 
often  needed  in  present  day  diagnosis. 

6.  Lastly,  we  feel  that  there  is  a safe  and  sane 
position  that  may  be  taken  by  the  diagnostician. 
The  history  and  physical  examination  must  be 
the  basis,  and  special  examination  added  as 
necessary. 
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PRESENT  DAY  DIAGNOSIS 

Discussion:  W.W.  Arrasmith,  M.D.,  F.A.C.P.,  (Grand  Island) 

I have  been  very  much  impressed  and  encour- 
aged by  Doctor's  paper  and  wish  to  compliment  him 
on  it.  It  indicates  the  work  of  a careful,  thoughtful 
clinician.  I particularly  like  his  statements  with  re- 
spect to  cooperation  with  the  pathologist,  physiolo- 
gist and  the  other  specialities  generally.  I think  we 
are  ready  to  recognize  the  fact  that  not  one  of  us  is 
infallible.  We,  consequently,  must  lean  upon  the 
other  fellow.  On  the  other  hand,  we  find  the  ten- 
dency, when  we  refer  the  case  to  the  nose  and  throat 
men,  that  all  the  pathology  is  to  be  found  in  the  parts 
of  the  anatomy  surveyed  by  him.  Likewise,  when  we 
refer  it  to  the  eye  man,  he  in  turn  finds  the  pathology 
existent  in  the  eye  or  contiguous  parts.  It,  therefore, 
makes  us  wonder  if  in  the  final  analysis  we  should 
not  take  into  consideration  what  the  man  who 
originally  sees  the  case  thinks  about  it. 

Some  one  has  asked  the  question:  "What  is  an 
internist?"  The  answer  might  be:  "He  is  that  which  is 
left  after  all  the  specialities  have  been  taken  out  of 
the  field  of  medicine."  I often  wonder  if  that  is  not 
true.  I believe  it  is  not  as  much  of  a problem  for  the 
internist  to  weigh  carefully  the  opinions  of  the 
various  specialists,  thoughtfully  and  carefully  sum- 
marizing them,  and  in  the  final  analysis  develop  a 
rational  diagnosis. 

Dr.  Waddell  has  so  thoroughly  and  briefly  cov- 
ered his  subject  that  this  paper  requires  little  discus- 
sion, other  than  the  reiteration  of  a few  points. 

I feel  the  time  element  in  the  matter  of  the 
modern  diagnosis  is  considerable.  Too  often  we  see 
a patient,  carefully  get  a history,  conduct  a very 
complete  physical  examination,  study  our  labora- 
tory summary,  and  in  the  space  of  a few  hours, 
render  a diagnosis.  This  is  possible  in  perhaps  a 
majority  of  cases,  but  aren't  we  slipping  in  that  we  do 
not  take  this  patient  under  a more  or  less  constant 
observation,  perhaps  a brief  period  of  hospitaliza- 
tion, when  we  can  secure  a graphic  daily  summary 
of  the  temperature,  pulse,  respiration  and  fluid  bal- 
ance? Perhaps  a point  not  mentioned  by  Dr.  Waddell 
is  a matter  of  the  therapeutic  diagnosis.  How  many 
times  would  an  exploratory  laparatomy  for  a gall- 
bladder condition,  a cardiospasm  or  pylorospasm, 
or  a myriad  of  other  subjective  symptoms,  have 
been  defeated,  had  we  been  inclined  to  supply  the 
patient  with  a pearl  of  amyinitrite  for  the  anginal 
attacks  that  he  had  been  having?  On  the  other  hand, 
a routine  Wassermann  would  have  cleared  many 
questionable  diagnosis,  surgical  and  medical.  Failing 
in  a positive  Wassermann,  yet  with  the  clinical 
manifestations  of  remote  symptom  complex,  a pro- 
vocative neo  has  many  times  given  the  Wassermann 
reaction  and  thus  cleared  many  a situation. 

With  reference  to  the  allusion  made  by  the 
essayist  in  the  matter  of  the  so-called  "neurotic" 


individual,  I believe  our  chiropractic  friend  who 
places  all  his  eggs  in  the  basket  of  a misplaced  or  mal- 
articulated  vertebrae,  is  to  be  no  more  criticized  in 
hisdelusion  thatare  thoseof  us  who  hastily  study  the 
neurotic  patient  and  carelessly  and  harmfully  pre- 
scribe day  after  day  some  form  of  sedative  to  our 
gullible  patient.  There  is  a certain  pathology  back  of 
every  neurotic  case.  That  is  rather  a dogmatic 
statement  for  one  so  young  in  the  practice  of 
medicine  to  make.  Yet  I am  satisfied  when  we  write 
"neurosis,  we  are  simply  admitting  our  own  defeat. 
These  patients  require  the  study  of  a skilled  psychia- 
trist. I believe  all  of  us  neglect  that  phase  of  medicine 
in  our  reading  too  frequently,  and  are  more  inclined 
to  rely  upon  some  individual  in  a metropolitan 
center  to  ultimately  work  out  for  us  a psychoanaly- 
sis. Of  these  cases.  I heartily  concur  with  the  Doctor 
that  a complete  general  examination  is  absolutely 
imperative.  We  owe  it  to  our  patient  to  exhaust 
every  physical  resource  we  possess,  and  every 
laboratory  measure  where  there  is  a bewildering 
symptom  complex.  I do  not  believe  we  should  be 
reluctant  to  call  in  the  individual  specialist  on  any 
case— the  nose  and  throat  man,  the  psychiatrist,  and 
the  surgeon.  The  individual  opinions  or  the  collec- 
tive opinions  may  lead  up  from  bewilderment  into 
thorough  understanding  of  an  individual  case. 

I wish  again  to  reiterate  that  I have  enjoyed  this 
splendid  paper.  We  need  more  of  this  injected  into 
our  society  meetings.  All  of  us  are  inclined  to  get  into 
the  rut  of  hastily  passing  over  what  appears  to  us  to 
be  insignificant  cases,  and  yet  ultimately  develop 
into  cases  of  a major  matter. 

I thank  you. 


(Ed.  Note  — I asked  Dr.  W.N.  Waddel,  85  years 
old,  whose  father  wrote  the  preceeding  article, 
to  comment.) 

My  father's  article  on  "Present  Day  Diagnosis" 
certainly  applies  well  some  62  years  later. 

I notice  the  pertinence  in  general  under  three 
headings: 

(1 ) The  reticence  of  some  well  trained  physicians 
to  touch  people. 

(2)  The  rush  to  apply  the  numerous  newer  study 
procedures  without  a basic  background  of  a good 
physical  examination. 

(3)  The  desire  to  save  time  by  going  from  one 
examining  room  to  another  in  seeing  patients. 

1 . Under  the  first  heading  one  tries  to  understand 
the  thinking  of  "care  givers."  Whether  being  uncer- 
tain of  the  desires  of  the  patient  is  any  factor  or  other 
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aspects  remains  a question.  In  any  event  I have  had 
several  ladies  complain  about  a well  trained  physi- 
cian not  touching  them  but  visiting  a little  and  giving 
precriptions  — this  was  interpreted  as  indifference 
by  the  patient. 

2.  One  can  understand  the  interest  in  some  or  all 
of  the  advanced  procedures  but  also  must  use 
caution  in  applying  many  expensive  ones  without 
adequate  evaluation  of  what  they  can  contribute. 
This  even  applies  to  the  comments  of  quality  review- 
ers who  frequently  fall  into  this  error. 


3.  While  a little  time  is  saved  by  the  physician 
going  from  one  examining  room  to  another  some- 
thing can  be  lost  as  well  — as  a bit  of  time  to  complete 
a record  while  the  patient  dresses,  the  time  of  the 
physician  going  from  one  room  to  another,  and  the 
thought  process  of  hurrying. 

There  are  numerous  possibilities  to  consider  in 
this  whole  process  however,  one  must  consider  and 
many  of  the  changes  made  have  their  drawbacks. 


282  Nebraska  Medical  Journal  August  1991 


PERINATAL  PAGE 


Blood  Transfusions  and  the 
Jehovah's  Witness  — Neonatal  Perspectives 


LARRY  C.  BAUSCH,  M.D. 

Assistant  Clinical  Professor  of  Pediatrics  • U.N.M.C. 
Director  of  Nurseries  • Saint  Elizabeth 
Community  Health  Center  • Lincoln 


Last  fail  the  Omaha  daily  news- 
paper printed  a cover  story 
I involvingachild  underthecare 
of  Dr.  Bud  Shaw  undergoing  liver  transplanta- 
tion and  the  necessity  of  a court  order  to  give 
blood  to  the  child  whose  parents  were  Jehovah's 
Witnesses.  Similar  situations  regarding  blood 
transfusions  in  the  day-to-day  care  of  the  sick 
newborn  are  not  uncommon. 

It  is  the  purpose  of  this  article  to  discuss  the 
religious  background  of  the  Jehovah's  Witnesses, 
ethical  and  legal  conflicts  in  caring  for  these 
patients,  and  to  look  for  alternatives  and  treat- 
ments that  are  medically  safe  and  acceptable  to 
the  parents  of  the  Jehovah's  Witness  infant. 

BACKGROUND 

Jehovah's  Witnesses,  as  a religious  sect,  was 
begun  in  1870  by  Charles  Russel  in  Pennsylva- 
nia.' In  1931,  the  group  began  calling  them- 
selves Jehovah's  Witnesses  and  their  message 
was  spread  through  a journal,  the  Watch  Tower. 
As  a fundamentalist  group,  they  often  spread 
the  word  by  person-to-person  speeches  and 
public  displays  which  led  to  hardships  and 
oppression  during  World  War  II  because  their 
beliefs  were  in  opposition  to  acceptable  social 
mores  at  that  time. 

Not  until  July  1945,  after  a discussion  in  the 
Watch  Tower,  was  it  determined  that  blood 
transfusions  should  be  forbidden  as  it  violated 
Cod's  law.  It  is  unclear  why  the  transfusion  of 
blood  is  forbidden,  while  certain  blood  compo- 
nents and  organ  transplantation  are  not  ex- 
pressly prohibited.  Today,  some  650,000  mem- 
bers reside  within  the  United  States.^  Their 
religious  reasons  for  not  accepting  blood  are 
described  in  the  manual  "Jehovah's  Witnesses 
and  the  Question  of  Blood,"  published  by  the 
Watchtower  Bible  and  Tract  Society,  available 
on  request  at  25  Columbia  Heights,  Desk  C, 
Brooklyn,  New  York  11201.^ 

As  a rule,  Jehovah's  Witnesses  will  refuse 
transfusion  of  whole  blood,  packed  red  blood 
cells,  plasma,  and  platelets.  This  usually  does 


not  include  albumin  and  immune  serum  globu- 
lin; and  plasma  volume  expanders  such  as  crys- 
talloids and  dextrans  are  nearly  universally  ac- 
cepted. 

ETHICS  AND  THE  LAW 

What  is  the  physicians  moral  duty  to  an  infant 
who  has  yet  to  define  his  or  her  own  religious 
beliefs,  but  whose  parents  have  insisted  on  a 
course  of  treatment  that  may  result  in  death  of 
the  infant?  The  refusal  of  these  parents  to  con- 
sent to  the  use  of  the  blood  products  cannot  be 
considered  an  act  of  suicide.  Witnesses  want  to 
live  and  they  seek  medical  care  voluntarily. 
They  do  not  wish  to  be  considered  a problem, 
but  asked  to  be  considered  a medical  challenge. 
That  challenge  may  be  a dilemma  for  the  physi- 
cian who  is  asked  to  treat  but  not  allowed  to  use 
one  of  the  effective  treatments  that  may  be 
necessary  to  save  a life.'*  Jehovah's  Witnesses 
believe  that  because  of  the  well  recognized 
right  of  parental  responsibility,  the  position  for 
the  doctor  is  to  recognize  the  responsibility  of 
loving,  concerned  parents  and  support  their 
decision  their  minor  children.  Clearly,  pediatri- 
cians and  neonatologists  have  seen  primary 
decision  making  in  cases  of  health  care  of 
infants  shift  from  the  physician  to  the  parents 
over  the  last  decade.  However,  the  courts  have 
rejected  this  claim  and  to  date,  in  all  past  cases 
where  a child's  life  is  clearly  in  danger,  they  have 
intervened  to  allow  blood  transfusion  over  the 
religious  objection  of  the  parents.  The  proce- 
dure that  is  typically  followed  when  presented 
with  a critically  ill  infant  consists  of  an  applica- 
tion or  petition  to  the  judge  of  the  appropriate 
court  for  Judicial  declaration  that  the  minor  is  a 
"neglected  child"  and  for  appointment  of  a 
guardian.  The  application  is  typically  filed  by  an 
administrative  representative  of  the  hospital 
and  the  medical  evidence  is  presented  by  pedia- 
trician or  neonatologist  concerning  the  neces- 
sity for  blood  transfusion.  This  may  be  done  by 

‘Address  correspondence  and  reprint  requests  to  L.  C. 
Bausch,  M.D.,  Saint  Elizabeth  Community  Health  Center,  555 
South  70th,  Lincoln,  Nebraska  68510. 
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telephone  to  the  judge  at  his  or  her  home  if 
necessary.  The  child  may  then  be  declared 
neglected  due  to  the  parents  not  providing 
proper  medical  care  and  a guardian  is  ap- 
pointed, usually  an  administrative  person  of  the 
hospital  who  then  consents  to  transfusion  for 
the  child.  The  lawyer  representing  the  individual 
or  hospital  who  made  the  initial  application 
then  presents  a formal  petition  to  the  court 
during  its  next  regular  sitting.^ 

THE  CHALLENGE 

Our  institution  was  successfully  managed 
two  low  birth  weight  infants  (1050  grams,  940 
grams)  of  Jehovah's  Witness  parents  without 
the  use  of  blood  products.  The  Obstetrical 
variation  by  Dr.  Joseph  Rogers  included  gravity 
flow  transfusion  of  the  infant  from  the  placenta 
following  vaginal  delivery  for  approximately  45 
seconds.  We  excluded  infants  requiring  imme- 
diate post-delivery  resuscitation  and  those  dem- 
onstrating significant  prior  growth  retardation. 
Special  attention  was  given  to  control  thermal 
losses  during  that  period.  The  use  of  bovine 
extract  surfactant  in  management  of  respiratory 
distress  syndrome  and  hypertonic  glucose  with 
insulin  infusion  in  controlling  non  oliguric 
hyperkalemia  significantly  improved  the  stabili- 
zation of  these  infants  allowing  a reduction  of 
40-50%  of  blood  sampling  during  the  first  sev- 
eral days  of  life.  Central  venous  pressures  were 
monitored  via  umbillical  venous  lines  within  a 
range  of  0 to  +7  centimeters  of  water  pressure 
to  avoid  circulatory  overload.  Hematocrits  (45, 
43.8)  and  hemoglobin  (1 4.5,  1 3.9)  shortly  after 
birth  declined  to  a nadir  at  seven  weeks  of  21, 
20  and  7.2,  6.7  respectively.  Obviously  each 
pediatrician  and  neonatoiogist  must  choose 
their  own  comfort  level  in  determining  the 
amount  of  reduction  of  blood  sampling  and 
various  techniques  based  on  their  own  clinical 
experience.  It  is,  however,  not  unusual  for  a 
small  premature  to  have  5-10  cc.  of  blood 
withdrawn  for  various  laboratory  tests  in  the 
first  24  hours  representing  some  6-12%  of  the 
total  blood  volume. 

It  is  unfortunate  that  Jehovah's  Witnesses  will 
not  accept  autologous  transfusion  as  blood 
could  be  aspirated  from  the  cord  at  delivery  and 
with  the  increased  shelf  storage  time,  would 
allow  for  timely  replacement  of  packed  red 
blood  cells  as  needed.  Because  Jehovah's  Wit- 
nesses accept  extra  corporeal  circulation  of 
their  own  blood  as  long  as  it  is  kept  in  physical 
continunity  within  their  circulatory  system,^ 
E.C.M.O.  should  be  acceptable  for  them  al- 


though our  institution  has  no  experience  with  it 
as  these  patients  are  referred  to  U.N.M.C. 

Lastly,  the  use  of  recombinant  human  ery- 
thropoietin (r-HuEPO)  in  an  adult  Jehovah's 
Witness  has  proven  successful.^  The  use  of  this 
glycoprotein  in  prematures  with  anemia  is  un- 
der study  but  the  optimum  dose  and  potential 
for  significant  side  effects  has  yet  to  be  clarified.® 
Dr.  L.  D.  Toalson,  our  Path-Heme  Guru,  contin- 
ues to  promise  us  synthetic  blood.  . .someday. 

HELPFUL  SUGGESTIONS 

1.  The  delivering  physician  should  notify  the 
hospital  and  attending  neonatologist,  pediatrician 
or  family  physician  as  early  as  practical  in  the  preg- 
nancy that  the  parents  are  Jehovah's  Witnesses. 

2.  Visit  with  the  parents  prior  to  delivery  espe- 
cially if  a low  birth  weight  or  high  risk  delivery  is 
anticipated. 

3.  Discover  what  is  acceptable  and  unaccept- 
able—occasionally  the  parents  will  not  always  agree 
with  each  other  and  some  parents  are  more  liberal 
than  others. 

4.  Explain  your  position  and  what  extentyou  can 
accommodate  their  beliefs  — an  honest  effort  on  the 
physician's  part  will  often  help  avoid  parental  feel- 
ings of  hostility  and  helplessness  later  on. 

5.  When  legal  intervention  is  deemed  necessary, 
a procedural  policy  should  be  in  place  in  the  perinatal 
department.  This  should  include  the  mechanism  for 
contacting  the  appropriate  court  or  judge  by  phone 
on  a 24-hour  basis  and  the  support  of  the  administra- 
tive staff  and  hospital  legal  counsel. 
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PRESIDENT'S  PAGE 


PERRY  T.  WILLIAMS,  M.D. 
President,  Nebraska  Medical  Association 


Congratulations  on  doing  an  outstanding 
job!  Your  Association's  campaign  to  increase 
the  conversion  factor  of  the  RBRVS  to  the  level 
Congress  intended  is  generating  an  unprec- 
edented volume  of  physician  letters  and  phone 
calls  to  our  congressional  representatives,  to 
HCFA  and  the  administration.  Nebraska  physi- 
cians are  responding  in  a commendable  fashion. 

The  write-in  campaign  sponsored  by  the  NMA 
and  nationally  by  the  AMA  is  producing  a 
groundswell  of  indignation  that  should  have 
favorable  consequences. 

Fair  play  is  ingrained  in  the  American  spirit, 
and  unjust  rules  and  regulations  must  go.  justice 
and  common  sense  must  prevail. 

Your  letters  to  our  representatives  in  Con- 
gress are  having  a telling  effect. 

Our  position  has  been  steadfast  that  there 
should  be  no  so  called  "behavior  volume  offset," 
no  "transitional  corrections,"  and  no  com- 
pounded "tripling  effect."  Congressional  intent 
on  the  issue  was  clear.  The  implementation  of 
the  RBRVS  on  a budget  neutral  basis  was  de- 
signed to  increase  payments  for  primary  care 
services,  particularly  in  rural  areas  of  the  coun- 
try. The  regulations  proposed  by  HCFA  severely 
undermine  the  positive  aspects  of  physician 
payment  reform. 

There  is  no  measurable  concrete  disagree- 
ment with  the  chief  principle  of  RBRVS,  but 
bureaucratic  accounting  and  manipulation  is 
out  of  line.  Cooperation  on  our  part  is  the  one 
thing,  but  subjugation  is  quite  another. 

Our  campaign  is  targeted  to  Congress  and 
HCFA  and  we  did  not  limit  the  request  for  a 
response  to  NMA  members  only.  The  28%  of 
Nebraska  physicians  who  are  not  NMA  mem- 
bers were  asked  to  respond  as  an  added  force 
as  well.  After  all,  the  battling  shouldn't  be  limited 


Perry  T.  Williams,  M.D. 


to  only  dues-paying  members.  The  leadership 
and  drive  for  this  activity  is  being  provided  by 
organized  medicine,  a fact  we  will  surely  dwell 
on  during  our  next  membership  solicitation. 

I want  to  thank  all  of  you  who  have  re- 
sponded on  the  RBRVS  issue  and  encourage 
those  who  haven't  to  do  so  now.  We  will 
continue  to  keep  you  informed  on  these  issues 
as  they  further  develop. 


At  the  state  level  also,  your  association  is 
representing  your  interests.  On  July  30,  Doctors 
Ronald  Klutman,  Verlin  janzen  and  David  Filipi 
testified  for  the  NMA  at  a Nebraska  Depart- 
ment of  Health  hearing  on  proposed  regula- 
tions for  Nebraska's  Clinical  Laboratory  Certifi- 
cation Act.  Their  testimony  focused  on  changes 
in  the  rules  and  regulations  the  Association 
believes  important  to  the  practicing  physician. 
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THE  AUXILIARY 


AMA  Auxiliary  National  Convention  - 1991 


JEANETTE  SCHLICHTEMEIER 
P2Lst-Pre$>dent  NMAA 


The  sixty-eighth  Annual  Session  of  the  Ameri- 
can Medical  Association  Auxiliary  was  held 
June  23-26  at  the  Drake  Hotel  in  Chicago. 
Members  attending  from  Nebraska  were: 

Jeanette  Schlichtemeier— Chairmen  of  Delegates 

Donna  Stone  — Presidential  Delegate 

Elba  Lau  — Delegate 

Helen  Krause  — Delegate 

Colleen  Adam  — AMAA  North-Central  Director 

National  Program  Previews  were  presented 
Sunday  morning  with  Sherry  Strebel,  National 
President-elect,  presiding.  After  showing  a multi- 
media  presentation  "Violence  in  America",  Sherry 
spoke  on  what  auxiliaries  can  do  to  address  the 
issue  of  violence.  Committee  goals  were  pre- 
sented by  1991-1992  National  Chairmen  of 
AMA-ERF,  Health  Projects,  Legislation,  and 


Membership.  Priscilla  Gerber,  nominated  1991- 
1 992  National  President-Elect,  gave  a "Working 
with  the  Media"  presentation. 

Committee  Break  Out  Sessions  provided  an 
opportunity  to  obtain  more  detailed  informa- 
tion on  Auxiliary  projects,  programs,  and  mate- 
rials. Sessions  were  held  on  AMA-ERF,  Health 
Projects,  Legislation,  and  Membership. 

AMA  Auxiliary  President  Norma  Skoglund 
presented  the  Auxiliary  AMA-ERF  contribution 
of  $2,420,968.28  at  the  opening  of  the  AMA 
House  of  Delegates. 

The  AMA  Auxiliary  House  of  Delegates 
opened  at  5:00  PM  with  Presentation  of  Colors 
by  the  U.S.  Army  Color  Guard,  Fort  Sheridan, 
Illinois.  State  Presidents  for  1991-1992  were 


standing  L to  R:  Colleen  Adam,  Elba  Lau,  Helen  Krause;  Seated  L to  R:  Jeanette  Schlichtemeier,  Donna  Stone. 
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presented  with  Donna  Stone  representing  Ne- 
braska. President  Norma  Skoglund  gave  the 
"State  of  the  Auxiliary"  address  using  the  anal- 
ogy of  Georgia  O'Keefe's  painting  flowers  larger 
than  life  so  that  others  will  see  their  beauty  to 
our  role  of  "enlarging  the  scope  of  volunteerism" 
so  we  will  see  the  "needs  of  others".  She  ex- 
pressed gratitude  to  all  auxilians  for  making  it  a 
successful  year.  Over  100,000  Shape  Up  for 
Life  coloring  books  were  distributed.  Members 
showed  their  support  to  others  during  the  Gulf 
crisis.  And  the  positive  image  of  physicians  was 
promoted. 

Keynote  Speaker  was  Dr.  Louis  Sulliven,  Sec- 
retary of  the  Department  of  Health  and  Human 
Services.  He  asked  for  our  help  to  expand  our 
efforts  of  health  promotion  and  disease  preven- 
tion. He  stressed  that  we  each  have  a personal 
responsibility  to  make  a difference.  Following 
adjournment  a reception  was  held  honoring 
President  Norma  Skoglund  and  president-elect 
Sherry  Strebel. 

The  American  Medical  Political  Action  Com- 
mittee sponsored  a breakfast  Monday  morning. 
Reference  Committee  Hearings  were  held  on 
Bylaw  Changes,  Organizational  Affairs,  and 
Health  Issue  Resolutions.  Hearings  gave  the 
whole  membership  an  opportunity  to  speak  on 
these  issues.  After  considering  the  members 
testimonies,  committees  developed  recommen- 
dations to  be  presented.  Colleen  Adam  was 
Chairman  of  the  Reference  Committee  Hearing 
on  Bylaws. 

AMA  Auxiliary  Past  Presidents  and  Honorary 
Members  were  honored  at  Monday's  luncheon. 
Chris  Wallace,  Chief  Correspondent,  "Prime 
Time  Live",  ABC-TV,  was  the  Guest  Speaker. 

The  General  Meeting  convened  at  2:00  p.m. 
Minutes  of  the  67th  Annual  Session  were  avail- 
able upon  request.  The  Treasurer's  Report  was 
given. 

The  Slate  of  Candidates  for  national  office 
was  presented.  The  1 991-1 992  elected  officers 
are; 

President  — Sherry  Strebel,  OK. 

President-Elect  — Priscilla  Gerber,  FL. 

Regional  Vice-Presidents: 

East  — Alice  Edwards,  WV. 

North  Central  — Cathie  Martin,  ML 
South  — Mary  Lynn  Smith,  TX. 

West  — Nancy  Evan,  NV. 

Secretary  — Mary  Hanson,  CO. 

Treasurer  — Chris  Bohigian,  MO. 


Directors: 

East  — Donna  DeRosa,  DC.  and 
Carol  Lougheed,  VA. 

North  Central  — Colleen  Adam,  NE  and 
Jan  Banister,  lA. 

South  — Gayanne  Burns,  TN.  and 
Darlene  Young,  NC. 

West  — Ann  Hansen,  CA.  and 
Sharon  Scott,  OR. 

Nominations  for  election  to  the  1 992  Nomi- 
nating Committee  were  taken.  Voting  took 
place  the  following  day  with  these  results:  Serv- 
ingon  the  1 992  NominatingCommittee  will  be; 

Dorothy  Carpenter,  lA. 

Diane  Chow,  DC. 

Barbara  Marshall,  OH. 

Antionette  Patterson,  AL. 

Sharon  Seaman,  WA. 

Kay  Ashcraft,  MT. 

Each  Reference  Committee  presented  their 
recommendations  to  the  House  of  Delegates. 
The  House  then  voted  on  each  issue.  Health 
resolutions  adopted  were: 

Report  A — Combating  Media  Portrayal  of 
Unhealthy  Behavior. 

Resolution  1 — Support  for  Educational  Pro- 
grams and  Legislation  to  Inform  and  Pro- 
tect the  Public  about  the  Adverse  Effects 
of  Ultraviolet  Radiation. 

Resolution  4 — Recycling  and  Using  Re- 
cycled Products  (as  amended). 

Resolution  6 — Providing  Health  Care  to  the 
Homeless. 

Resolution  9 — The  Prevention  of  Accidental 
Scaldings 

Resolution  10  — Playground  Safety  Stan- 
dards 

Resolution  12  — Advance  Directives 

Resolution  13  — Educational  and  Legislative 
Initiative  for  Age-Appropriate  HIV  Educa- 
tional Curriculum. 

Another  Reference  Committee  presented 
Resolution  7 concerning  Continuing  Education 
Credits  for  AMAA  seminars.  This  was  adopted 
as  was  the  1991-1992  Budget. 

Colleen  Adam  chaired  the  Reference  Com- 
mittee on  Bylaws.  Resolution  5 to  Review  AMAA 
Policy  every  5 years  for  relevance  and  viability 
was  adopted  as  amended.  Resolution  2 con- 
cerning Structure  Review  saw  much  debate  in 
the  Reference  Committee  hearing.  Concern 
was  expressed  regarding  the  need  for  represen- 
tation from  all  areas  of  the  nation.  Amendments 
were  made  to  read  "that  all  nominations  and 
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appointments  be  made  with  an  effort  to  repre- 
sent all  areas  of  the  nation".  Also,  the  words 
"regardless  of  geographic  consideration"  con- 
cerning the  nominations  for  the  nominating 
committee  were  struck  and  replaced  with  "in- 
cludes at  least  one  from  each  region".  These 
amendments  were  seen  as  a compromise  to 
satisfy  both  views.  This  Resolution  was  then 
adopted  as  amended. 

Reports  were  given  by  the  following  commit- 
tees: AMA-ERF,  Membership,  Bylaws,  Long- 
Range  Planning,  Health  Projects,  and  legisla- 
tion. 

State  Reports  were  given  with  Jeanette 
Schlichtemeier  reportingfor  Nebraska.  She  gave 
an  account  of  work  done  by  the  state  auxiliary 
in  areas  of  Health,  Membership,  Legislation, 
and  AMA-ERF,  and  the  success  of  the  Resident 
Spouse  Group.  She  reported  that  AMA-ERF 
giving  is  up  and  that  membership  has  increased 
this  year.  Nebraska  received  recognition  for 
75%  or  more  unified  membership. 

Guest  Speaker  at  Tuesday's  Luncheon  was 
Roberta  Peters,  Metropolitan  Opera  Star.  Fol- 


lowing hertalk,  she  delighted  her  audience  with 
a mini-concert. 

AM  A President  Dr.  C.  John  Tupper  addressed 
the  group  Wednesday  morning.  He  thanked 
the  auxiliary  for  AMA-ERF  contributions  to  medi- 
cal schools.  He  also  recognized  the  auxiliary's 
work  concerning  health  issues.  He  cited  the 
"Feet  First"  project  in  Greensboro,  North  Caro- 
lina and  the  "Health  Discovery  Center"  in  Knox- 
ville, Tennessee  as  recipients  of  the  HAP  Awards. 

Lorre  Lei  Jackson  Reported  on  AMPAC  ac- 
tivities. Dr.  William  jacott,  AMA-ERF  president, 
thanked  the  auxiliary  for  its  work. 

National  Past  President  Billie  Brady  installed 
the  newly  elected  1991-1992  officers.  Presi- 
dent Sherry  Strebel  gave  her  Inaugural  Address. 

The  Inauguration  of  AMA  President  Dr.  John 
j.  Ring  took  place  Wednesday  afternoon.  A 
reception  was  held  following  the  Inauguration 
honoring  Sherry  Strebel  and  Dr.  John  L.  Ring. 

Jeanette  Schlichtemeier 
Past-President  NMAA 


IN  MEMORIAM 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 


ARTHUR  L.  SMITH,  JR.,  M.D.  - (Born  June  27, 
1 91 6 — died  June  9, 1 991 ) Medical  Specialty 
— Cardiology  and  internal  medicine.  Doctor 
Smith  was  a graduate  of  the  University  of 
Chicago's  Rush  Medical  College  in  1 940  and 
practiced  in  Lincoln.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association.  Doctor  Smith  is 
survived  by  his  wife,  Elizabeth;  daughters, 
Judy  Wilson,  Lincoln  and  Sharon  Broady  of 
Scottsdale,  AZ;  and  a son,  Arthur  L.,  Ill  of 
Durango,  CO. 


FRANCIS  L.  SIMONDS,  M.D.  — (Born  Septem- 
ber26, 1 893)  Medical  Specialty  — Radiology. 
Doctor  Simonds  was  a graduate  of  the  Uni- 
versity of  Nebraska  College  of  Medicine  in 
1934  and  practiced  in  Omaha.  He  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association. 
Doctor  Simonds  is  survived  by  sons  Francis  L. 
Simonds,  Jr.  and  Joe  Vinolas  and  two  grand- 
children. 
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WELCOME  NEW  MEMBERS 


Douglas  R.  Jones,  M.D. 

6801  N.  72nd  St.,  #13 
Omaha,  NE  681 22 

Thomas  V.  Neumann,  M.D. 

650  Doctors  Bldg.,  N.  Tower 
Omaha,  NE  681 31 

Myles  Cart,  M.D. 

2823  N.  81st  St. 

Omaha,  NE  68134 

Galen  M.  Meyer,  M.D. 

6751  N.  72nd  St.,  #207 
Omaha,  NE  68122 

Michael  L.  Meyer,  M.D. 

9239  West  Center  Rd. 
Omaha,  NE  681 24 

Michael  A.  Sitorius,  M.D. 
UNMC  - 600  S.  42nd  St. 
Omaha,  NE  68198 


Randall  G.  Sullivan,  M.D. 
715  N.  St.  Joseph  Ave. 
Hastings,  NE  68901 

Charles  E.  Flohr,  M.D. 

2820  Applewood  Rd. 
Gering,  NE  69341 

Michael  J.  Duggan,  M.D. 
1919  S.  40th  St.,  #333 
Lincoln,  NE  68506 

Howard  L.  Fend,  M.D. 

201  E.  3rd  St. 

Schuyler,  NE  68661 

Peter  E.  Ferguson,  M.D. 

P.O.  Box  70 

Hastings,  NE  68902-0070 

Peter  M.  Cimino,  M.D. 

808  South  52nd  St. 
Omaha,  NE  68106 


Diana  J.  Howell-Burke,  M.D. 
2300  S.  16th  St. 

Lincoln,  NE  68502 

James  C.  Healy,  M.D. 

601  N.  30th  St. 

Omaha,  NE  68131 

Stephen  Starr,  M.D. 

1 21  77  Pacific  St. 

Omaha,  NE  68154 

Martin  J.  Winkler,  M.D. 

270  N.  Doctors  Bldg. 
Omaha,  NE  68131 


AMA  NEWS  NOTES 

(continued  from  page  18A) 

the  group  practice  caucus,  convening  on  June 
23  in  Chicago,  prepared  a letter  that  will  be 
mailed  to  groups  throughout  the  nation  so  that 
they  can  sign  it  and  forward  it  to  their  congres- 
sional representatives.  The  groups  noted  that 
the  original  physician  payment  reform  legisla- 
tion was  intended  to  bring  a sense  of  fairness, 
equity  and  predictability  to  the  Medicare  pay- 
ment system.  The  proposal  for  implementing 
the  legislation,  however,  "would  deal  a severe 
blow  to  the  viability  of  many  group  practices." 
★ ★ ★ 

Health  access  reforms  urged  — Incremental 
reforms  in  the  health  care  system  can  be 
achieved  in  the  current  Congress,  the  AMA  said 
in  testimony  before  the  House  Government 
Operations  Committee.  The  first  step  in  im- 


proving access  to  care  is  to  revamp  the  insur- 
ance market  for  small  businesses  so  that  they 
will  be  able  to  afford  coverage  for  their  employ- 
ees. Other  changes  that  can  be  achieved  in  the 
short  term  include  reducing  insurance  costs  by 
replacing  state  mandated  benefits  with  more 
affordable  packages;  equalizing  employers'  re- 
sponsibility for  health  coverage  by  requiring 
self-insured  businesses  to  participate  in  risk 
pools;  and  implementing  professional  liability 
reforms.  The  purpose  of  the  initiatives  is  to 
guarantee  that  every  American  has  access  to 
health  care.  Currently,  at  least  34  million  are 
uninsured.  "We  encourage  all  participants  to 
set  aside  philosophical  and  political  differences, 
and  work  together,  understanding  that  the  larger 
debate  will  continue,"  the  AMA  said. 

★ ★ ★ 
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COMING  MEETINGS 


MAYO  FOUNDATION 

SEPTEMBER  26-27,  1 991  - Annual  Mayo  Clinic 
Updatein  Hepatology,  Rochester,  Minnesota, 
Contact:  Postgraduate  Courses,  Section  of 
Continuing  Education,  Mayo  Foundation, 
Rochester,  MN  55905,  Phone:  (507)  284- 
2509  or  Toll  Free  800-323-2688. 

MAYO  SYMPOSIUM  ON  SPORTS  MEDI- 
CINE — November  8-9,  1991,  Rochester, 
Minnesota,  Contact:  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo 
Foundation,  Rochester,  MN  55905,  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 


UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

OCTOBER  1 5 & 1 6,  1 991  - 27th  Annual  Post- 
graduate Symposium  on  Medicine  and  Reli- 
gion, Rites  of  Passage  and  Rights  in  Passage: 
Caring  for  America's  Children,  Sponsor,  Uni- 
versity of  Kansas  Medical  Center,  Battenfeld 
Auditorium;  University  of  Kansas  Medical 
Center,  Kansas  City,  Kansas,  TBA,  13  AMA 
Category  1,  TBA  AAFP  Prescribed,  15  CNE 
(Nursing),  13  Clergy,  13  CEU  Pschologists, 
TBA  Social  Workers. 

For  more  information  contact  Monica  Scheierman,  Univer- 
sity of  Kansas  Medical  Center,  Office  of  Continuing  Educa- 
tion/SCI 00,  Rainbow  and  Olathe  Blvds.,  Kansas  City,  KS 
66103  or  phone  913/588-4490. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 

59TH  ANNUAL  POSTGRADUATE  ASSEM- 
BLY—Omaha  Mid-West  Clinical  Society,  Octo- 
ber 31,  November  1 & 2,  1991  (Thursday, 
Friday  and  Saturday)  Red  Lion  Inn,  Omaha. 

For  information  please  contact:  Miss  Lorraine  Seibel, 
Executive  Secretary,  Omaha  Mid-West  Clinical  Society, 
7363  Pacific  Street,  H205-B,  Omaha,  Nebraska  68114. 


CREIGHTON  UNIVERSITY 

AUGUST  31,  1991  — Ophthalmology  Confer- 
ence. 

SEPTEMBER  6,  1991  — Advances  in  Surgical 
Oncology:  Management  of  Sarcomas  and 
Skeletal  Metastasis,  Marriott  Hotel,  Omaha, 
Nebraska. 

OCTOBER  10,  1991  — Thomas  Timothy  Smith 
Lecture,  Boys  Town  National  Research  Hos- 
pital Auditorium,  Omaha,  Nebraska. 

OCTOBER  1 8-1 9,  1 991  — Foot  and  Ankle  Care 
for  the  Primary  Physician,  Marriott  Hotel, 
Omaha,  Nebraska. 

OCTOBER  24,  1991  — Update  in 

Ultrasongraphy,  Holiday  Inn  Central,  Omaha, 
Nebraska. 

OCTOBER  25-26,  1 991  — Sixth  Annual  A Day 
With  The  Perinatologists,  Holiday  Inn  Cen- 
tral, Omaha,  Nebraska. 

NOVEMBER  9-10,  1991  — Second  Annual: 
New  Drugs  and  Technology  for  the 
Perioperative  Period,  Marriott  Hotel,  Omaha, 
Nebraska. 

DECEMBER  7,  1 991  — Urology  Conference. 

The  contact  person  for  these  courses  is  Sally  C.  O'Neill, 
Ph.D.,  Associate  Dean,  Creighton  University  CME  Divi- 
sion, 2500  Californai  Street,  Omaha,  NE  68178. 


MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 
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SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha;  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical 
Education  Division,  Omaha,  Nebraska  68178-0072, 
1-800-548-CMED  or  1-402-280-1830. 


UNIVERSITY  OF  NEBRASKA 
CONTINUING  MEDICAL  EDUCATION 

SEPTEMBER  6,  1991  - Depression,  UNMC 
Campus. 

SEPTEMBER  8-1 4, 1 991  —Emergency  Medicine 
Review  — UNMC  Campus. 

SEPTEMBER  1 3, 1 991  —Hermatopoietic  Growth 
Factor  Conference,  Omaha  Marriott. 

SEPTEMBER  1 4, 1 991  — Gastroenterology  Sym- 
posium, Student  Union,  Lincoln. 

SEPTEMBER  16-17,  1991  — Advanced  Trauma 
Life  Support,  UNMC  Campus. 

SEPTEMBER  1 8-1 9, 1 991  — Pediatric  Advanced 
Life  Support  (PALS),  UNMC  Campus. 

SEPTEMBER  20,  1991  — Advanced  Cardiac  Life 
Support  Renewal  course,  UNMC  Campus. 

OCTOBER  1-2,  1991  — Advanced  Cardiac  Life 
Support,  UNMC  Campus. 

OCTOBER  4,  1 991  — Pain  Update  Conference, 
UNMC  Campus. 

OCTOBER  5,  1991  — Hands-on  Workshop  on 
Stereotaxis,  UNMC  Campus. 

OCTOBER  17-18,  1991  — Pediatric  Advanced 
Life  Support , UNMC  Campus. 

OCTOBER  20-26, 1991  —Emergency  Medicine 
Review,  UNMC  Campus. 

OCTOBER  25-26,  1991  — Dilemmas  in  Organ 
Transplantation,  (Nebraska-Dartmouth  Eth- 


ics Conference),  Red  Lion  Inn,  Omaha,  Neb- 
raska. 

OCTOBER  28,  1991  - Advanced  Cardiac  Life 
Support  Renewal  Course,  UNMC  Campus. 

OCTOBER  29,  1991  - Advanced  Cardiac  Life 
Support  Instructor  Course,  UNMC  Campus. 

NOVEMBER  1 4-1  5,  1 991  — Advanced  Cardiac 
Life  Support,  UNMC  Campus. 

NOVEMBER  15,  1991  — Gynecologic  Malig- 
nancies, Red  Lion  Inn,  Omaha,  Nebraska. 

NOVEMBER  1 8, 1 991  — Advanced  Cardiac  Life 
Support  Renewal  Course,  UNMC  Campus. 

DECEMBER  5-7, 1 991  — Advanced  Trauma  Life 
Support,  UNMC  Campus. 

DECEMBER  5-8,  1991  - Nebraska  OB-GYN 
Society  Scientific  Session,  Bally's,  Las  Vegas, 
Nevada. 

DECEMBER  10-11,  1991  - Advanced  Cardiac 
Life  Support,  UNMC  Campus. 

FEBRUARY  1-4,  1992  - 10th  Annual  Park  City 
Multidisciplinary  Eye  & Facial  Plastic  Surgery 
Conference,  Park  City,  Utah. 

MARCH  8-13,  1992  — ENT  Ski  Conference, 
Keystone,  Colorado. 

MARCH  23-APRIL  4,  1992  — Family  Practice 
Review,  UNMC  Campus. 

APRIL  27-MAY  8,  1992  — Family  Practice  Re- 
view, UNMC  Campus. 

JUNE  4-5, 1 992  — 41  st  Annual  OB-GYN  Confer- 
ence, UNMC  Campus. 

JUNE  12-13,  1992  — Merck  Sharp  & Dohme 
Program,  Mahoney  State  Park. 

*SEPTEMBER  21-26,  1992  — Emergency  Medi- 
cine Review,  UNMC  Campus. 

‘OCTOBER  12-17,  1992  - Emergency  Medi- 
cine Review,  UNMC  Campus. 

NOVEMBER  12-13,  1992  — Student  Research 
Forum  '92,  UNMC  Campus. 

‘Tentative 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 
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PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PCs  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600 South  42nd Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 

MAYO  FOUNDATION 

OCTOBER  12,  1991  — Pulmonary  Update  for 
Primary  Care  Physicians,  Rochester,  Minne- 
sota. 

OCTOBER  20,  1991  — ENT  for  Primary  Care 
Physicians,  Rochester,  Minnesota. 

NOVEMBER  2-3,  1991  - 1991  Gynecologic 
Review  for  Primary  Care  Physicans,  Roches- 
ter, Minnesota. 

MARCH  13-18,  1992  — Neurology  in  Clinical 
Practice,  Captiva  Island,  Florida. 

For  more  information  contact  Postgraduate  Courses,  Sec- 
tion of  Continuing  Education,  Mayo  Foundation,  Rochester, 
MN  55905,  Phone  (507)  284-2509  or  Toll  Free  800-323-2688. 


UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  ASSOCIATION  - All 
Alumni  Reception  in  Omaha,  Friday,  Novem- 
ber 1,  1991,  6:00-7:00  p.m.,  Marriott  Hotel, 
Regency,  in  conjunction  with  the  College  of 
Medicine  Reunions.  Cash  Bar.  All  alumni, 
spouses,  faculty  and  friends  are  cordially 
invited.  Classes  ending  in  "6"  and  "1"  will  be 
holding  reunions  in  Omaha,  November  2 
and  3,  1991.  The  Fifty-Year  Plus  Croup  will 
also  be  meeting. 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 13-14,  1991,  Cornhusker  Hotel, 
Lincoln 

ANNUAL  SESSION  — House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 
Omaha. 


COLLEGE  OF  MEDICINE 
ALUMNI  ASSOCIATION 

JOHN  S.  LATTA  CENTENNIAL  LECTURESHIP- 
Thursday,  September  1 7, 1 991, 1 2:00  Noon, 
Wittson  Hall  Amphitheater,  University  of 
Nebraska  Medical  Center,  Omaha.  Dr. 
Donnall  E.  Thomas  of  the  Fred  Hutchinson 
Cancer  Research  Center,  Seattle,  Washing- 
ton, will  be  the  speaker.  Dr.  Thomas  was  a 
1 990  Nobel  Prize  Winner  for  his  research  on 
bone  marrow  transplants.  Everyone  welcome. 
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Mrs.  Robert  Osborne Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  Information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 
William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


OBSTETRICS  • GYNECOLOGY 
William  Gomes,  M D. 

John  P.  Reilly,  M.D, 


PEDIATRICS 
Agnes  Gomes,  M.D 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-90 


LINCOLN,  cont 


NEBRASKA  HEART  INSTITUTE 

Supports  The 

Nebraska  Medical  Association 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  George  Papanicolaou,  M.D. 

R.  Kent  Jex,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-90 


p LINCOLN  ^ 

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 

SURGERY  OF  TRAUMA 

GENERAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 

PAUL  E.  COLLICOn,  M.D.,  FACS  JOHN  I.  CHERRY,  M.D.,  FACS 

CHESTER  N.  PAUL,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  68510 

Day  or  Night  — Call; 

(402)  483-7825  or  1-800-633-5462 

11-90 


□■■■■■  CONSULTATIVE 

□■■■■■  nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1 -800-633-5462 


NEBRASKA  HEART  INSTITUTE 


Supports  the 

Nebraska  Medical  Association 

Cardiology  Consultants,  P.C. 


Walt  F.  Weaver 
Dale  A.  Hansen  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 


(402)489-6554  or  1-80O-MED-LINC 

11-90 


pathology 

medical 

services 

pc. 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
MICHAELJ.  DUGGAN.  M.D. 

DONALDA.  DYNEK.M.D. 
GEORGE  E.GAMMEL,  M.D. 
ORINR.  HAYES,  M.D. 
DAVID  L.KUTSCH,  M.D. 
STEFFANR.  LACEY.  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
AINAI.SILENIEKS.M  D. 
ROBERTF.SHAPIRO.  M.D. 

DANIELJ. TILL.  M.D. 
LARRY  D.  TOALSON,  M.D. 


Plaza  Mail  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053or800/742-7414  6-9i 
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OMAHA  ^ 


Filkins  Eye  Consultants 


Diseases  And 
Surgei')'  of  the  Eye 


434  The  Doctors  Building 
4239  Farnam  Street 
Omaha,  NE  68131 
402/559-2020 

237  Eighty-One  Eleven 
Medical  Center 
8111  Dodge  Street 
Omaha,  NE  68114 
402/390-8100 


John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottnian,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D.  n.go 


ONCOLOGY  ASSOCIATES,  P.C. 

DODGE  PROFESSIONAL  CENTER 
8601  West  Dodge  Road  — Suite  1 8 
Omaha,  Nebraska  681 1 4 

HERBERT  A.  HARTMAN,  JR.,  M.D.,  FACP 

Medical  Oncology  & Hematology 

Office  Phone:  Home  Phone:  Dial  M.D. 

(402)  391-1 922  (402)  551  -7364  (402)  390-6786 

11-90 


OMAHA,  cont. 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  -F-  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 
PHONE:  402  731-4145 
WATS:  800  642-1117 


c.A.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


7441  -O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
1-91  PHONE:  402-488-7710 


SCOTTSBLUFF 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Marlin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OREGON  TRAIL  EYE  CLINIC 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbiuff,  Nebraska  69361  Day  or  Night 


NEBRASKA  MEDICAL  ASSOCIATION 

Fall  Session 


September  13-14,  1991 

CORNHUSKER  HOTEL 
Lincoln,  Nebraska 
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Adverlisemenis  in  this  column  are  run  at  the  rale  of  $15.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  25  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  dale  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Building,  Lincoln,  NE  68508. 


FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

FAMILY  PRACTICE-HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY  — Dynamic  growth-ori- 
ented hospital  in  beautiful  North  Central  Wis- 
consin is  seeking  Family  Physicians  to  join  a 
growing  practice  in  a new  facility.  The  adminis- 
trative burdens  of  medical  practice  will  be  mini- 
mized in  this  hospital-managed  clinic.  The  hospi- 
tal has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than  similar 
opportunities.  Package  includes  base  income, 
incentive  bonus,  malpractice,  disability,  signing 
bonus  and  student  loan  reduction/forgiveness 
program.  All  relocation  costs  will  be  borne  by 
the  hospital.  Please  contact  Kari  Wangsness, 
Associate,  The  Chancellor  Group,  Inc.,  France 
Place,  Suite  920,  3601  Minnesota  Drive,  Bloom- 
ington, Minnesota,  55435.  (612)  835-5123. 

PRIMARY  CARE  PHYSICIAN  - Physician  with 
current  Nebraska  licensure  or  eligibility  for  same 
needed  for  position  in  pharmaceutical  research  at 
clinical  testing  laboratories.  Primary  care  background 
preferred.  Inquire  or  sent  resume  to:  James  C. 
Kisicki,  M.D.,  Harris  Laboratories,  P.O.  Box  80837, 
Lincoln,  NE  68502;  402-476-281 1 . 

FAMILY  PRACTICE  AND  INTERNALMEDICINE 
— We  are  growing,  20  physician  multi-specialty 
clinic  seeking  BC/BE  physicians.  Guaranteed  first 
year  salary  with  incentive  program,  signing  bo- 
nuses, and  excellent  fringe  benefit  package.  Lo- 
cated in  Southeastern  Minnesota,  Austin  is  a pro- 
gressive community  of  23,000  with  public  and 
parochial  schools  and  an  excellent  higher  educa- 
tion system.  Call  or  send  CV  to  Richard  Graber, 
Administrator,  Austin  Medical  Clinic,  P.A.,  1000 
1 St  Drive  NW,  Austin,  MN  55912.  507-433-7351 . 

BLUE  CROSSAND  BLUE  SHIELD  OF  NEBRASKA 
HAS  IMMEDIATE  OPENINGS  — For  physicians  to 
work  one  afternoon  a week  (four  hours)  in  our 
medical  review  area.  Internal  Medicine,  Family  Prac- 
tice, or  General  Surgery  specialties  preferred.  For 
more  information,  call  Micki  Baldino,  Sr.  Vice  Presi- 
dent, Human  Resources,  Omaha,  390-1813. 


KANSAS/MISSOURI  — Emergency  Medical  Ser- 
vices, Inc.,  (EMS),  the  leader  in  providing  Kansas 
City  with  quality  emergency  medicine,  is  currently 
seeking  primary  care  and  ABEM  certified  and  pre- 
pared physicians  for  excellent  full-time  and  part- 
time  opportunities  in  emergency  medicine.  Facili- 
ties range  from  3,000  to  20,000  patients  visits  per 
year.  Originating  in  1975,  our  unique  philosophy 
has  gained  us  the  confidence  and  trust  of  our  client 
hospitals,  enabling  us  to  provide  them  with  quality 
emergency  medicine  care  for  1 5 consecutive  years. 
For  more  information  regarding  these  excellent 
opportunities,  please  contact  Judith  M.  Iggens,  Phy- 
sician Recruiter  at  Emergency  Medical  Services, 
Inc.,  3101  Broadway,  Suite  1000,  Kansas  City, 
Missouri  64111;  (800)821-5147. 

OCCUPATIONAL  MEDICINE  OPPORTUNITY 
— Opportunities  available  for  permanent  part-time 
positions  in  occupational  medicine  in  the  Kansas 
City  metropolitan  area.  Responsibilities  include 
preemployment  screenings,  periodic  evaluations 
and  evaluation  and  treatment  of  work  related  inju- 
ries. Previous  experience  in  occupational  medicine 
is  desirable,  however,  training  in  general  surgery, 
orthopedic  surgery,  internal  medicine  or  family 
practice  may  be  acceptable.  Because  this  is  a part- 
time  position,  we  are  looking  for  a physician  inter- 
ested in  having  scheduling  flexibility  to  ensure  the 
maximum  use  of  your  spare  time  for  those  impor- 
tant "extra  curricular"  activities.  If  you  are  interested 
in  these  positions,  please  contact  Judith  M.  Iggens, 
Professional  Relations,  31 01  Broadway,  Suite  1 000, 
Kansas  City,  Missouri  64111;  (800)  821-51  47. 


ARE  YOU  SEEKING  A POSITION  IN  NEONA- 
TOLOGY, ORTHOPEDICS,  DERMATOLOGY, 
ALLERGY,  RADIOLOGY,  OR  GENERAL/VASCU- 
LAR SURGERY?  — We  have  openings  in  Ohio, 
Michigan,  Missouri,  Wisconsin,  and  Nebraska. 
Attractive  guarantees  and  benefit  packages.  Single 
or  multi-specialty  groups,  to  discuss  your  practice 
preferences  and  these  opportunities  please  call 
our  toll-free  number,  1-800-243-4353  or  send  your 
CV  to  Slrelcheck  & Associates,  Inc.;  1 0624  N.  Port 
Washington  Road;  Mequon,  Wl  53092. 
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EXCEPTIONAL  OPPORTUNITY  AT  BLUE 
CROSS  AND  BLUE  SHIELD  OE  NEBRASKA  - Our 
Medical  Director  has  decided  to  retire,  and  we  are 
looking  for  a physician  with  at  least  fifteen  years 
experience,  preferably  in  Internal  Medicine  or  Eam- 
ity  Practice  to  help  develop  and  guide  our  corporate 
medical  policies.  Our  environment  is  fast-paced, 
competitive,  and  rapidly  changing.  Interested  can- 
didates should  see  themselves  as  leaders,  capable 
of  interacting  with  our  medical  community  as  well 
as  business  and  legislative  leaders.  We're  looking 
for  a doctor  with  vision,  business  savvy,  and  exten- 
sive knowledge  of  medical  issues  as  well  as  an 
understanding  of  our  current  health  care  environ- 
ment. Candidates  with  impeccable  medical  track 
records  and  business  experience  should  call  Micki 
Baldino,  Sr.  Vice  President,  Human  Resources, 
Omaha  390-1813.  We  are  an  equal  opportunity 
employer  M/E. 

NORTHWEST  IOWA  — Eamily  practice  physi- 
cian needed.  Share  call  with  two  physicians  in  town. 
Office  is  adjacent  to  the  hospital.  Call  sharing, 
business  management  systems  taken  care  of.  First 
year  guarantee  with  no  buy  in.  For  more  informa- 
tion, contact  Pam  Miller,  Executive  Director,  Marian 
Medical  Services,  801  5th  Street,  Sioux  City,  lA 
51101  or  call  collect  712-279-2237. 


FAMILY  PRACTICE,  OB-GYN,  AND  INTERNAl 
MEDICINE  — Positions  are  available  in  a variety  of 
settings  from  Central  Ohio,  through  Michigan, 
Indiana,  Wisconsin  and  Illinois  to  the  rolling  plains 
of  Kansas.  Single  or  multi-specialty  groups  or  solo 
with  call  coverage.  Attractive  guarantees  and  ben- 
efits. For  more  information  please  contact  our  toll 
free  number,  1-800-243-4353,  or  send  your  CV  to 
Strelcheck  & Associates,  Inc.;  10624  N.  Port  Road; 
Mequon,  Wl  53092. 


FAMILY  PRACTICE  — Excellent  opportunity  to 
become  the  second  associate  in  a busy  family 
practice  clinic.  Medium-sized  midwestern  college 
community  located  in  eastern  Nebraska  adjacent 
to  metropolitan  area  and  medical  schools.  Prac- 
tice also  services  satellite  clinics  in  nearby  rural 
communities.  Excellent  benefits  and  growth  op- 
portunity with  competitive  salary.  Send  CV  to 
President's  Office,  Memorial  Hospital,  450  East 
23rd  Street,  Fremont,  NE  68025. 
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Drug/Alcohol/Emotional/Other  Health 
Problems 


HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 


Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Associatipp) 

, 

Strictly  Confidential  - Prof  ess  iofi^J^Effecfi^J' 


For  information  cktt:,. 

402-393-3216 


7 


(You  do  not  have  to  give  your  name.^';,- 
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Address  medical  inquiries  to: 
G,D.  Seade  & Co. 

Medical  & Scientific 
Information  Department 
4901  Seade  Parkway 
Skokie,  !L  60077 


G.  O Searie  & Co 

Box  5110.  Chicago.  IL  6066C 
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HAYING  TIME" 


IStftuI 


“We’ve  built  a reputation 
on  exceeding  your 
expectations.” 


You  expect  the  best  medical  liability  insurance  available 
anywhere.  You  want  a financially  stable  company  to  protect 
your  assets. 

With  more  than  SIO  billion  in  assets,  The  St.  Paul  has  the  financial 
resources  that  guarantee  today  the  financial  security  and 
protection  you  need  tomorrow. 

You  can  purchase  limits  up  to  SIO  million  from  The  St.  Paul, 
choose  a deductible  that  fits  your  individual  needs, 
include  employees  as  additional  insureds  and  buy 
shared  limits  for  your  group  practice. 

And,  you  can  depend  on  The  St.  Paul.  VTe’ve  been 
insuring  physicians  in  Nebraska  continuously  for 
nearly  50  years.  In  addition,  we’ve  been  the  endorsed 
carrier  for  the  Nebraska  Medical  Association  for 
nearly  20  years.  Today,  about  three-fourths  of  the 
physicians  in  Nebraska  insure  their  future  with  us. 

Exceed  your  expectations  and  select  one  of  the 
nation’s  leading  and  most  experienced  medical 
liability  insurers. 

Select  The  St.  Paul  for  all  your  insurance  needs 
including  professional  liability  coverage,  office 
liability,  property,  excess  and  more. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  me,  Robert  Slaughter,  Vice 
President  and  General  Manager  of  The 
St.  Paul’s  Omaha  Service  Center  at 
(402) 330-5400  or 
1-800-642-8430. 


Anotiier 

Methodist 

Innovation: 

Computerized  Remote 
Afterloading  Brachytherapy 

Methodist  is  proud  to  be  the  first  hospital  in  the  Midlands  to  offer 
Remote  Afterloading  Brachytherapy  to  treat  cancer  patients. 

This  new,  innovative  outpatient  treatment  technique  allows  a 
higher  dose  of  short  range  radiation  (brachytherapy)  to  be  concentrated 
on  a cancerous  tumor  without  harming  healthy  cells  surrounding  it.  Its 
advantages  include; 

• shorter  treatment  times/outpatient  treatment 

• greater  patient  comfort 

• improved  accuracy  of  treatment 

• multicatheter  implant  possibilities  (18  separate  channels) 

• computerized  dose  optimization 

• endobronchial  treatments  possible 

Computerized  Remote  Afterloading  Brachytherapy  has  appli- 
cations to  palliative  and  curative  cases.  It  can  be  safely  combined  with 
chemotherapy  and  allows  for  “on-site”  radioactive  isotopes,  eliminating 
the  need  to  order  new  radioactive  sources  for  each  new  case. 

Computerized  Remote  Afterloading  Brachytherapy  — one  of  many 
reasons  why  people  turn  to  Methodist  Hospital  for  cancer  treatment. 


METHODST 

HOSPI1AL 

84th  and  Dodge 


STEREOTACTIC 

RADIOSURGERY 

At  Clarkson  hospital 


STEREOTACTIC  R.LD10SIRGERY 

Clarkson  Hospital  offers  stereotactic  radio- 
surgery, a lifesaving  alternative  to  conventional 
neurosurgery  for  selected  patients.  This  special- 
ized treatment  improves  the  management  of 
arteriovenous  malformations  (AVMs),  brain  and 
skull-base  tumors  and  previously  irradiated 
patients  v^ith  recurrent  brain  tumors.  It  is  also  an 
investigational  treatment  for  inoperable  primary 
tumors.  It  is  indicated  for  selected  patients  with: 

Arteriovenous  malformations  (AVMs) 
Selected  benign  and  low-grade, 
malignant  brain  and  skull-base  tumors 
Acoustic  neurinomas 

Solitary  brain  metastases  (previously  irradiated) 
Pituitary  microadenoma 
Meningiomas,  chordomas 


Clarkson  Cancer  Center  also  participates  in  the 
national  Radiation  Therapy  Oncology  Group 
(RTOG)  radiosurgery  clinical  trials. 


CLARKSON 

HOSPITAL 


Nebraska’s^^^^^^^/T  Hospital 


STEREOTACTIC  ENDOCIRIETHEHAPY 

Stereotactic  endocurietherapy  (permanent  seed 
implants  and  temporary  catheter  implants)  is 
indicated  to  treat  patients  with  previously  irradi- 
ated or  recurrent  skull-base  and  brain  tumors. 
Catheter  implants  are  routinely  used  along  with 
external-beam  radiation,  surgery  and  chemo- 
therapy in  the  management  of  malignant 
glioblastomas  and  astrocytomas. 

Call  The  Radiosurgery  Team  at  Clarkson  Hospital 
to  learn  more  about  this  innovative  cancer 
treatment  from  Nebraska's  first  hospital. 

Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68 1 05 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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AXID«  (nizatidine  capsules) 

Brief  Siaaery  Coesfllt  die  package  is$er1  for  coapiete  prescnOiog  iRfomatiofl 
liNllcatiOHsaDdUsage:  1 4clM(Axx>er>a/uber>toruptt)8weeksottreatrnenlMosl 
patients  heai  within  4 weeks 

IMavHenancettiefdpy-^  healed  duodenal  ulcer  pabentsat  a reduced  dosage 
of  tSO  mg  hs.  The  consequerKes  of  therapy  with  A»d  lor  longer  than  1 year 
are  not  known 

(^tralMflcatiOflS  Known  hypersensitivity  to  the  (toig  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed,  H,-receptor  arrtogontsls,  induding  Axid. 
should  not  be  administered  to  patients  with  a hist^  of  hypersertstovrty  to  other 
H7  receptor  antagonists 

Precaitiois:  Genera/- 1 Symptomatic  response  to  nualidtne  therapy  does  not 
predude  the  presence  of  gastnc  malignancy 

2.  Dosage  should  be  reduced  m patients  with  moderate  to  severe  renal  insufficiency 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  dsposrtion  of  nuabdine  6 smilar  to  that  m normal  subfects 

laboratory  fests- False- posrtive  tests  for  urobifanogen  with  Mufhstix*  may  occur 
dunng  therapy 

Drug  Interactions -Ho  interachons  have  been  observed  with  theophylline, 
chlordiazepoxide.  lora^epam.  Iidocaine.  phenytoin.  and  waitonn.  Aud  does  not  inhibit 
the  cytochrome  P-450  eruyme  system,  toerefore.  drug  interactions  mediated  by 
inhtortnn  of  hepatic  metaboltsm  are  not  expected  to  occur  in  pabents  gtven  very 
high  doses  (3.900  mg)  of  aspinn  daily,  inaeased  senim  salicylate  levels  were  seen 
when  niobdine.  150  mg  bj  d..  was  administered  concunendy 
Cananogenesis.  Mutagenesis,  knpairmerit  of  Feftkty-^2-ieai  oral  caronogati^ 
study  m rate  with  doses  as  high  as  500  mg/lg/day  (about  60  times  the  recommended 
dariy  therapeutic  dose)  showed  no  evidence  of  a caranogenic  effect  There  was  a 
dose-related  increase  m the  density  of  enterochromathn-like  (EQ.)  cells  in  the  gastnc 
oxynbc  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a caranogenic 
effect  I)  male  rruce,  afthrxigh  hyperplastic  nodules  of  the  liver  were  inaeased  in  the 
tngh-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  of  Axid 
(2.000  mg/kg/day,  about  330  bmes  the  himian  dose)  showed  marginally  stoOsbcally 
significant  increases  m hepatic  caranoma  and  hepatic  nortoiar  hyperpl^  with  no 
numencat  inaease  seen  in  any  of  the  other  dose  groups  The  rate  of  hepabc  caranoma 
in  the  fugh-dose  ^imals  was  within  the  hstoncal  control  bmits  seen  (or  the  strain 
of  mice  used  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  woght  decrement  as  compared  with  conoirrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of 
a margnal  hndmg  at  high  dose  only  m animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a caranogenic  effect  m rats  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a caronogenc  potential  for  fvaH 

And  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxiaty.  incfudmg  bacterial  mutation  tests  unscheduled  ONA  synthe%  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests  and  a 
mcronudeus  (esL 

In  a 2-generation.  pennatal  and  postnatal  lemiity  study  in  rats  doses  of  nizabdine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny 

Pregnancy- feratogenic  Effects -Pregnanqf  Category  C-Oral  reproduction  studies 
m rats  at  d^  up  to  300  times  the  human  dose  and  m Dutch  Belted  rabbits  at 
doses  ito  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferbiity  or 
teratogenc  effect  but  at  a dose  equiv^t  to  300  bmes  the  human  dose,  heated  rabbits 
had  abortions  decreased  number  of  live  tetuses  and  depressed  fetal  weights  On 
intravenous  administrabon  to  pregnant  New  Zealand  White  rabbits,  nizabdine  at 
20  mg/kg  produced  c^dtac  enlargement  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  t fetus,  and  at  50  mg/kg.  it  produced  ventncular  anomaly,  distended 
abdomen,  spma  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus  There  are. 
hcNvever.  no  adequate  and  well-conbolled  studies  m pregnant  women  it  s also  not 
known  whetha  nizabdine  can  cause  fetal  harm  wh^  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity.  Nizabdine  should  be  used  dunng  pregnancy 
only  if  the  potential  benefil  justifies  the  potenb^  nsk  to  the  letos 

Nursing  Mothers -Studies  in  lactabng  women  have  shown  that  0.1%  of  an  oral 
dose  IS  seaeied  m human  milk  in  proportion  to  plasma  concentrations  Because  of 
growth  depresson  in  pups  reared  by  treated  lactabng  rats  a decision  should  be 
made  whether  to  disconbnue  nursing  or  the  drug,  taking  into  actount  the  importance 
of  the  drug  to  the  mother 

Peffatnc  //se-Safety  and  effectiveness  m children  have  not  been  established 

Use  in  EUerfy  f^fleo/s-Healing  rates  in  efderty  pabents  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalibes  Age  alone  may  not  be  an  important  factor  in  the  disposibon  of 
nizabdine  Bderty  pabents  may  have  reduced  ren^  function 
Adverse  Reactioiis;  Clvucal  tnals  of  varying  durations  included  almost  5,0(X  pabents 
Among  the  more  common  adverse  events  in  domesbc  placebo-controfled  Inals  of 
over  1.900  nizabdine  pabents  and  over  t.300  on  placebo,  sweabng  (1%  vs  0.2%), 
urbcana  (0.5%  vs  <0.01%).  and  somnolence  (Z4%  vs  13%)  were  significantly 
more  comirxin  with  nizabdine  It  was  not  possible  to  determine  whether  a vanely  ^ 
less  common  events  intere  due  to  the  drug. 

HepatK  - Hepatocellular  injury  (elevated  Irver  enzyme  tests  or  alkaline  phosphatase) 
possibfy  or  probably  related  to  nizabdine  occurred  in  some  pabents  In  some 
there  was  marked  elevation  (>500  KJ/L)  m SG(jr  or  SGPT  in  a single  mst^ice. 
SGPT  was  >2.000  lU/L.  The  incidence  of  elevated  Irver  enzymes  overall  and 
elevabons  of  up  to  3 bmes  the  upper  limit  of  normal,  however,  did  not  signrficantty 
differ  from  that  in  placebo  pabents  All  abnormalities  were  reversible  after  dtsconbnuabon 
of  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported  Rare 
cases  of  cholestatic  or  mixed  hepatocelluiar  and  chofestabc  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  disconbnuabon  of  And. 

Carffiovasculaf-  In  clinical  pharmacofogy  studies,  short  episodes  of  asymptomabc 
ventricular  tachycardia  occurred  m 2 individuals  administered  Axid  and  m 3 
untreated  subjects 

CIVS-Rare  cases  of  reversible  mental  confusKm  have  been  reported 

Endocnne-OmK2i  phannacologv  studies  and  controlled  dmica)  tnals  showed  no 
evidence  of  anbandrogenic  activity  due  to  noabdine  Impotence  and  deaeased  libido 
were  reported  with  equal  frequency  by  pabents  on  nizabdine  and  those  on  placebo 
Gynecomastia  has  been  reported  rardy. 

Hematologic-Eatai  thrombocytopenia  was  reported  in  a patient  treated  with 
nizabdine  and  another  H;-receptor  antagonisL  The  pabent  had  previousfy  experienced 
thrombocytopenia  while  taking  other  drugs  cases  d thrombocytopenic  purpura 
have  been  reported 

/nfegumenfa/- Sweabng  and  urbcana  were  reported  significantly  more  frequently 
m nizabdine-  than  in  placebo- heated  pabents  and  exfoliative  dermatitis  were 
atso  reported 

Hypersensitivity -ffs  with  other  H^-receptor  antagonists  rare  cases  of  anaphylaxis 
following  niQbdine  ^mmistrabon  have  been  reported.  Rare  episodes  of  hypersenstMty 
reacbORS  (eg.  bronchospasm.  laryngeal  edema  rash,  and  eoan^ilia)  have  been  reported 

Other-Hyperuncemia  unassoaated  with  gout  or  nephrolrthiass  was  reported 
Eosinophiha  fever.  ^ nausea  related  to  nizabdine  have  been  reported 
Oventdsage.  Overdoses  of  Axid  have  been  reported  rarefy  If  overdosage  occurs, 
acbvaled  charcoal,  emesis,  or  lavage  should  be  considered  ^ong  with  dinica) 
monitonng  and  supportive  therapy  Rena)  dialysis  does  not  substanbaily  inaease 
clearance  of  niobdine  due  to  its  large  volume  of  distnbubon 

FV  2091  AMP 
(091190] 
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Arktitional  irfformabon  available  10  the  prolession  on  request 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


NATIONAL  ORGANIZATIONS 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  641 14 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

F.  Lynn  May,  Executive  Vice  President 

950  N.  Wasliington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  61991 1,  DaUas,  TX  75261-991 1 
American  College  of  Legal  Medicine 
Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen.  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street.  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Exec.  Vice  President 
Independence  Mall  West,  6th  St.,  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  6061 1 
American  Diabetes  Association,  Inc. 

John  H.  Graham  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 
American  Hospital  Association 

Carol  M.  McCarthy,  Ph.D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  6061 1 
American  Medical  Association 

James  S.  Todd,  M.D.,  Exec.  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
515  Busse  Hwy.,  Park  Ridge,  IL  60068-3189 
American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  J.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 
1 101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

Arthritis  Foundation 

Don  L.  Riggin,  C.A.E.,  CERE  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph.D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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B Timely  communication  for  the 
medical  professional 


The  Motorola  Wrist  Watch  Pager  helps  you  stay  in  touch  with 
patients,  colleagues  and  family  membersJround  the  clock. 

• Message  timestamping  lets  you  know  when  message  was  received 

• Memory  stores  up  to  eight  messages 

• Auto  page  ON/OFF  activates  pager  at  designated  times 

• Non-volatile  memory  ensures  messages  are  retained  in  storage  when  pager  is  off  or 
when  battery  is  being  changed 

• Full  featured  digital  watch  with  watch  alarm  and  12-  or  24-hour  time  display 

$AOOOnowonthe 
purchase  of 

a Motorola  Wrist  Watch  Pager  with  your 


lb 


Let 

your 

patients 

know 

they 

can  eat 

beef... 


...as 

well 

as 

hsh. 


While  fish  and  chicken  are  appropriate  choices 
for  fat-modified  diets,  so  are  lean  cuts  of  today’s 
beef. 

The  fat  profile  of  lean  beef  may  surprise  you. 
And  with  beefs  good  taste  and  versatility,  you 
can  improve  the  chance  of  patient  compliance 
with  your  dietary  recommendations. 

Today,  beef  cuts  are  lower  in  fat 

According  to  a national  supermarket  survey, 
there  is  on  average  27%  less  trimmable  fat  on 
retail  beef  today  than  in  the  late  ’70s  and  early 
’80s.^  A follow-up  survey  in  1990  confirms  a 
continued  reduction  in  fat  trim.’ 

AHA  and  NCEP  guidelines 
allow  lean  beef 

The  American  Heart  Association  and  the 
National  Cholesterol  Education  Program  have 
recognized  the  place  for  lean  beef  in  a varied, 
balanced  diet.  Both  of  their  dietary  guidelines 
recommend  up  to  6 oz  daily  of  lean  beef  and 
meats,  poultry,  or  seafood. ^ 


Here  are  guidelines  that  can  help  your  patients 
enjoy  beef  that’s  compatible  with  a heart- 
healthy  diet: 

• Purchase  lean  cuts 

• Keep  portions  moderate  (3  oz  cooked) 

• Remove  visible  fat  before  cooking 

• Prepare  without  additional  fat 

References: 

1 . Saveli  JW,  et  al.  National  Beef  Market  Basket  Survey.  J Anim  Sci.  In  press. 

2.  MorganJB,  et  al.  National  Beef  Tenderness  Survey:  Meat  Research  Brief.  College 
Station,  Tex:  Meats  and  Muscle  Biology  Section,  Department  of  Animal  Science. 

Texas  A & M University;  1990. 

3.  American  Heart  Association.  Dietary  Guidelines  for  Healthy  American  Adults. 
(Document  No.  71-1003).  Circulation.  1988;  77  (3). 

4.  National  Cholesterol  Education  Program.  Report  of  the  Expert  Panel  on  the  Detec- 
tion, Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults.  Washington,  DC: 
National  Institutes  of  Health;  January  1988.  NIH  publication  88-2925. 


A Heart-Healthy 
Choice 
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Even  The  Very  Best  Physicians  Need  An  Assistant 

Spectrum  Emergency  Care  draws  upon  a 20  year  history  of  recruiting  and  scheduling  emergency 
medicine  physicians  in  large  and  small  EDs  throughout  the  country.  We  pride  ourself  on  our  ability  to 
successfully  match  our  contracted  physicians  with  a client  hospital  that  provides  a challenging  and 
exciting  ED  environment. 

Find  out  how  we  can  assist  you. 

Spectrum  Advantages: 

Current  Opportunities  In  Nebraska: 

• Highly  competitive  fees 

• Occurrence-based  malpractice  insurance 

• Full-time  positions  in  Norfolk  and  Grand 
Isl2md. 

program 

• Reimbursement  for  CME  and  professional  dues 

• Relocation  tissistance 

• Directors  receive  full  benefits  package,  annual 
stipend  and,  after  twelve  months,  participation 
in  a 401k  plan. 

• Sign-on  and  referral  award. 

For  information  on  these  or  other  opportunities 
with  Spectrum,  contact:  Marlene  Milner  at  1-800- 
288-8044. 

SPECTRUM’ 

EMERGENCY  CARE 

A member  of  The  ARA  Group 

1155  Kelly  Johnson  Boulevard 
Suite  305 

Colorado  Springs,  Colorado  80920 

^ I 
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OMAHA  MID-WEST 
CLINICAL  SOCIETY 

59th  ANNUAL 

POSTGRADUATE  ASSEMBLY 

October  31,  November  1 & 2,  1991 

RED  LION  HOTEL 
Omaha,  Nebraska 


For  Information  Contact: 
Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  681 14 

(402)  397-1443 


AM  A NEWS  NOTES 

FARM  YOUTH  ARE  AT  RISK  FOR  INJURIES 

Unlike  injuries  in  other  lines  of  work,  those 
related  to  agriculture  often  affect  youngsters, 
who  legally  can  begin  unsupervised  farm  work 
at  the  age  of  1 2.  Major  causes  of  trauma  are  falls 
from  horses,  farm  machinery,  kicks  from  horses 
or  cows,  tractor  mishaps  and  falls  from  farm 
structures.  The  injuries  often  occur  in  isolated 
areas  far  from  trauma  centers  with  specialized 
treatment  facilities.  In  a Board  of  Trustees  re- 
port, the  AMA  urged  physicians  and  medical 
societies  in  rural  areas  to  assume  leadership 
roles  in  prevention. 

★ ★ ★ 


AMA  COMMENTS  ON  PROPOSED 
PROPOSED  MEDICARE  RULES 

The  AMA  submitted  formal  comments  on 

the  notice  of  proposed  rulemaking,  or  NPRM, 
for  the  implementation  of  Medicare  physician 
payment  reform.  The  AMA  requested  a reversal 
of  the  1 6%  reduction  that  is  proposed  for  the 
schedule's  initial  conversion  factor.  It  also  took 

(continued  on  page  1 7A) 
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NEBRASKA 
MEDICAL 
ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING  • 


LINCOLN,  NEBRASKA  68508 


PHONE:  (402)  474-4472 
• FAX:  (402)  474-2198 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Ouf 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 

The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining  d[»es  at  the  lowest  level  possible. 

We  hope  that  you  will  take  advantage  of  this  offer  that  provides  extended  benefits  to 
vou.  Simply  complete  the  brief  application  on  the  reverse  side  of  this  letter 
and  return  to  FirsTier  Bank,  National  Association,  Omaha, 

Nebraska. 

Sincerely, 

Perry  T.  Williams,  M.D.,  President 
Nebraiska  Medical  Association 


Please  mail  to:  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101 


BOARD  OF  DIRECTORS 


PERRY  T.  WILLIAMS,  M.D.,  President/  DARROLL  J.  LOSCHEN,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
PAUL  E.  COLLICOTT,  M.D.  / RICHARD  A.  RAYMOND,  M.D. 

HERBERT  A.  HARTMAN,  JR.,  M.D.  / RONALD  W.  KLUTMAN,  M.D.  / ROBERT  G.  OSBORNE,  M.D 
Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 


The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  added 
benefits  package  designed  specifically  to  meet  our  members’  needs. 


Our  benefits  package  includes: 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

• 18%  A.P.R. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  VISA  or 
Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit  lin 

• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/stol 

PLUS,  a special  credit  card  protection  package. 


Annual  Percentage  Rale  For  Purchases:  18%  A PR 

Grace  Period  For  Repayment  of  the  Balance  For  Purchases:  You  have  25  days  from  the  billing  cycle 
closing  date  to  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases 

Method  of  Computing  the  Balance  For  Purchases:  Average  Daily  Balance  (including  new  purchases) 
Annual  Fees:  $20  per  year 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec.  198* 
when  It  was  printed.  This  information  may  change  after  the  printing  date. 

To  find  out  what  may  have  changed,  call  us  at  l*8(X)-432-3209.  Or.  write  to  us  at  FirsTier  Bank  Cn 
Card  Center.  PO.  Box  7.  Omaha.  NE  68101*9972. 


PHYSICIAN  OPPORTUNITY 


PHP  Healthcare  Corporation,  a leader  in  healthcare  management  services  has  a need  for 
physicians  to  staff  a primary  care  center  in  OMAHA,  NEBRASKA.  Other  locations  include 
California,  North  and  South  Carolina,  Georgia,  Virginia,  Pennsylvania,  Arkansas,  and  a 
potential  location  in  Tennessee. 

Qualifications  are:  BC/BE  and  appropriate  state  licensure. 

Our  Company  offers: 

• An  outstanding  incentive  pay  plan  • No  on-call  coverage 

• Paid  malpractice  insurance  • Part-time  and  Full-time  positions 

• Flexible  scheduling  arrangements  • Stimulating,  professional  practice  free 

from  administrative  burdens. 

WE  ALSO  HAVE  POSITIONS  FOR  MEDICAL  DIRECTORS 

If  Interested  Please  Contact: 

LEIGH  ROBBINS 
PHP  Healthcare  Corporation 
7044  Northridge  Drive,  Nashville,  TN  37221 

EOE/MF  (615)662-1310 


PHP  HEALTHCARE 
CORPOHATiON 


AMA  NEWS  NOTES 

(continued  from  page  1 4A) 

issue  with  the  Health  Care  Financing 
Administration's  interpretation  of  the  data  used 
in  formulating  it.  "Physicians  of  America  are 
angry  at  the  proposed  payment  levels,"  AMA 
Executive  Vice  President  James  S.  Todd,  MD, 
told  HCFA  Administrator  Gail  Wilensky,  PhD,  in 
a letter  forwarding  the  comments  to  the  agency. 

The  AMA  met  with  the  steering  committee  of 
the  House  Rural  Coalition  to  discuss  the  impact 
of  the  conversion  factor  reduction  on  rural 
physicians.  Rep.  Charles  Stenholm  (D,  Texas) 
and  Rep.  Pat  Roberts  (R,  Kan.)  co-chair  the 
steering  committee;  Rep.  J.  Roy  Rowland,  MD 
(D,  Ga.),  chairs  the  health  subcommittee  of  the 
coalition.  As  a result  of  the  meeting,  the  commit- 
tee agreed  to  circulate  a letter  seeking  the 
signatures  of  1 77  coalition  members  on  a letter 
to  HHS  Secretary  Dr.  Sullivan  protesting  the 

proposed  cut  in  the  conversion  factor. 

★ ★ ★ 


MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1991.  Judging 
of  articles  will  be  done  by  members 
of  the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  Is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  - is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' ■3  'f  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Applied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


AMA  NEWS  NOTES 

In  a letter  to  Sen.  Jesse  Helms  (R,  N.C.),  the 

AMA  opposed  a measure  that  would  make  it  a 
federal  crime  for  an  HIV-infected  physician  to 
provide  treatment  to  a patient  without  disclos- 
ing the  physician's  condition.  Under  Helms' 
amendment  to  the  federal  criminal  code, 
seropositive  physicians  could  receive  a 10-year 
prison  sentence.  The  AMA  told  the  senator  that 
there  has  not  been  a single  reported  case  of 
physician-to-patient  HIV  transmission.  In  addi- 
tion, it  would  be  inappropriate  to  criminalize 
medical  treatment  in  cases  where  the  physician 
was  seropositive  but  did  not  transmit  the  dis- 
ease. 

★ ★ ★ 


The  AMA  urged  Congress  to  provide  the 

National  Institutes  of  Health  with  funds  to  con- 
duct the  proposed  Survey  of  Health  and  AIDS 
Risk  Prevalence.  The  study  will  develop  an 
estimate  of  the  number  of  people  engaging  in 
high-risk  sexual  behavior.  "We  recognize  that 
this  survey  deals  with  a very  sensitive  subject 
and  that  some  political  objections  to  it  have 
been  raised,"  the  AMA  said  in  the  July  24  letter. 
However,  "as  our  nation  continues  to  spend 
large  amounts  of  scarce  resources  on  combat- 
ting AIDS  and  HIV  infection,  it  is  imperative  that 
public  health  officials  should  base  their  efforts 
on  the  knowledge  that  can  be  gained  by  the 
survey." 

* ★ ★ 


"Medicalization"  of  family  violence  is  cam- 
paign goal  — Family  violence  is  not  just  a 
problem  for  the  courts  and  legal  system;  it  is  a 
devastating  public  health  problem  that  requires 
treatment.  That's  the  message  of  the  AMA's 
National  Campaign  Against  Family  Violence, 
which  is  expected  to  be  launched  at  a news 
conference  or  media  symposium  this  autumn. 
The  campaign  will  emphasize  the  physician's 
role  in  diagnosing,  treating  and  preventing  fam- 
ily violence.  Current  plans  call  for  mailing  a 
letter  to  each  physician  in  the  United  States 
describing  the  purpose  of  the  campaign,  ex- 
plaining the  benefits  of  belonging  to  the  Na- 
tional Coalition  of  Physicians  Against  Family 
Violence  and  asking  them  to  sign  on  as  mem- 
bers. Coalition  members  will  have  the  opportu- 
nity to  provide  leadership  in  approaching  fam- 
ily violence  as  a disease,  and  to  participate  in 
AMA  efforts  to  lobby  for  pro-family  legislation. 
★ ★ ★ 
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Imagine  A Medical  Center 
M Ybur  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable  ^ 

support  for  your  1 4--^  Enter 

patient  practice, 

Enter  into  a partnership  - a partnership 
in  patient  management. 


A service  of  your  University  of  Nebraska  Medical  Center. 


NEBRASKA 
[ MEDICAL 
ASSOCIATION 


PHONE:  (402)  474-4472 


151 2 FIRSTIER  BANK  BUILDING  • LINCOLN,  NEBRASKA  68508  • FAX;  (402)  474-21 98 

TO:  MEMBERS.  NEBRASKA  MEDICAL  ASSOCIATION 

Dear  Colleague: 

The  Board  of  Directors  has  reviewed  the  services  of  Bartling  & Hinkle,  P.C.  to  determine  their 
effectiveness  as  the  NMA's  exclusively  endorsed  provider  of  medical  account  collections.  The 
response  from  members  utilizing  the  service  has  been  extremely  favorable. 

An  increasing  number  of  groups  have  begun  utilizing  the  Bartling  & Hinkle  service.  They  report 
a substantial  increase  in  collections  on  delinquent  accounts  with  lower  fees  assessed  on  these 
collections  than  were  paid  to  their  previous  service.  Based  on  this  information,  the  Board  of 
Directors  strongly  recommends  the  services  of  Bartling  and  Hinkle,  P.C.,  to  the  membership. 

Several  groups  have  indicated  a willingness  to  discuss  their  experience  in  utilizing  Bartling  & 
Hinkle,  P.C.  with  members  of  the  Association  on  their  staff.  The  Board  of  Directors  urges  you  to 
contact  one  of  the  groups  listed  below  if  you  have  questions  about  the  results  of  Bartling  & Hinkle, 
P.C. 

* Filkins  Eye  Consultants  - Pat  Roth,  (402)  552-2806 

* Lincoln  Surgical  Group,  P.C.  - Cheryl  Rasgorshek,  (402)  483-7825 

* North  Platte  Anesthesia  Services  - Kay  McDonald,  (308)  534-0318 

* Pediatric  Ophthalmology  Associates  - Patty  Olinger,  (402)  399-9400 

* Scottsbiuff  Neurology  Associates  - Helyne  Beehler,  (308)  635-3936 

If  you  find  yourself  in  need  of  a collection  service  we  strongly  encourage  you  to  investigate  and 
make  use  of  this  outstanding  service. 

For  more  information,  contact  the  Nebraska  Medical  Association  office  or  Bartling  & Hinkle,  P.C., 
5801  South  58th  Street,  Lincoln,  Nebraska  68516,  (402)  421-1600. 


PERRY  T.  WILLIAMS,  M.D.,  President/  DARROLL  J.  LOSCHEN,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
PAUL  E COLLICOTT,  M.D  / RICHARD  A.  RAYMOND,  M.D. 

HERBERT  A.  HARTMAN,  JR  , M.D.  / RONALD  W KLUTMAN,  M.D.  / ROBERT  G.  OSBORNE,  M.D 
Ex-Officio  RICHARD  H MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 


Sincerely, 


Perry  T.  Williams,  M.D. 
President 


BOARD  OF  DIRECTORS 


PHYSICI  ANSt  THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN  THE 
ARMY  RESERVE 
WE  THINK 
YOU'LL  LIKE. 


One,  time.  We  know  how  tough 
it  is  for  a busy  physician  to  make 
weekend  time  commitments.  So  we 
can  offer  the  kind  of  flexible  time 
scheduling  that  allows  a physician  to 
share  sixteen  hours  a month  with  his 
or  her  country.  We  can  arrange  a 
schedule  to  suit  your  requirements. 

Two,  the  opportunity  to  explore 
other  phases  of  medicine,  to  add  a 
different  kind  of  knowledge  — the 
challenge  of  military  health  care.  Its  a 
flexibility  that  could  prove  to  be  both 
stimulating  and  rewarding,  with  the 
opportunity  to  participate  in  a variety 
of  programs  that  can  put  you  in  con^ 
tact  with  medical  leaders  from  all 
over  the  country. 

See  how  flexible  we  can  be;  call 
our  Army  Medical  Personnel 
Counselor: 


Captain  Dean  Mings  - (314)  263-9533 
Major  Lonny  Houk  - (913)491-3701 


BE  ALL  YOU  CAN  BE. 

ARMY  RESERVE 


STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd.,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  Jones,  Executive  Director 
2730  South  1 14th  St.,  Omaha,  NE  68 144 
American  Lung  Association  of  Nebraska 
401  E.  Gold  Coast  Rd.,  #331 
Omaha,  NE  68128 
American  Red  Cross 

1701  "E"  Street,  P.O.  Box  83267, 

Lincoln,  NE  68501 

Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 

P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Representative 
303  N.  52nd  Si.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24lh  St.,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103 
Ralston,  NE  68127 
Division  of  Rehabilitation  Ser\ice$ 

Nebraska  Department  of  Education 
6lh  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Di\ision  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph  D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 
Julie  A.  Sutcliffe,  President 
3015  N.  90th  St..  #6,  Omaha,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwc^  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha.  NE  68124 
Muscular  Dystrophy  Association 
9233  Bedford  Avenue 
Omaha,  NE  68134 

National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  N.  91st  Plaza,  Omaha.  NE  68134 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120N.  69ih  St.,  Suite  203 
Omaha,  NE  68132-2720 
Nebraska  Academy  of  Ophihalmologv' 

Peter  J.  ^^'hiued,  M.D.,  President 
15 12  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
Frederic  Orgren,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital,  Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Case  Street,  Omaha,  NE  681 14 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30lh  Street,  Omaha,  NE  68131 
Nebraska  Cardiovascular  Society 
John  D.  Kugler,  M.D. 

UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2166 
Nebraska  Chapter-  American  Academy  of  Family  Physicians 
Robert  R.  Beer,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 

River  City  Office  Park,  #202,  401  N.  1 17th,  Omaha,  NE  68154 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
David  Fry,  M.D.,  Chairman 
3109  18lh  St.,  Columbus,  NE  68601 
Nebraska  Chapter-  American  College  of  Emergency  Physicians 
Harris  B.  Graves,  M.D.,  Secretary-Treasurer 
820  Branding  Iron  Dr.,  Elkhom,  NE  68022 
Nebraska  Chapter  - American  College  of  Physicians 
Robert  R.  Recker,  M.D.,  Governor 

Creighton  University  School  of  Medicine,  Omaha,  NE  68178 
Nebraska  Chapter  - American  College  of  Surgeons 
F.  William  Karrer,  M.D.,  President 
8111  Dodge  St..  #263,  Omaha.  NE  68 1 14 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3 120  O St.,  Lincoln,  NE  685 10 
Nebraska  Department  of  Health 
Gregg  F.  Wright,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 


Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.,  Suite  7,  Lincoln,  NE  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Pat  Hoidal,  President 
P.O.  Box  24253  Omaha,  NE  68124 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Baiik  Bldg.,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
94 1 O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Bruce  Taylor,  M.D. 

3145  O Street,  Lincoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
5440  South  St.,  #1200,  Lincoln,  NE  68506 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Margaret  Walsh,  Executive  Secretary 

Immanuel  Medical  Center,  6901  N.  72nd  Street,  Omaha,  NE  68122 
Nebraska  Radiological  Society 
Linda  S.  Head,  M.D.,  President 
807  Ivy  Court,  Bellevue,  NE  68005 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  So.  56th  St.,  Lincoln,  NE  68506 
Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
Raymond  Schulte,  M.D.,  Chairman 
410  Saddle  Creek  Road,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
Todd  S.  Sorensen,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 

Affiliate  of  the  American  Association  of  Medical  Assistants 
Donna  Slama,  President 
6900  L Street,  Lincoln,  NE  68510 
Nebraska  Society  for  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Lincoln  General  Hospital 
2200  South  16ih  St.,  Lincoln,  NE  68502 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St..  Omaha,  NE  68 1 14 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
1 1 1 1 S.  90th  St.,  Omaha,  NE  681 14 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbec,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205B,  Omaha.  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health 
Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  So.,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens  Hospital 
8301  Dodge  St.,  Omaha,  NE  681 14 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St..  Omaha,  NE  68198 
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EDITORIAL 

Child  Abuse  In  Nebraska:  Victory  or  Defeat? 


lOSEPH  M.  STAVAS,  M.D. 


Over  the  last  few  months  we  have  been 
inundated  with  local  and  national  media  stories 
of  child  abuse  and  neglect,  accusations  of  sexual 
abuse  of  minors,  foster  home  inadequacies,  and 
adolescent  drug  and  alcohol  abuse.  Although 
the  common  denominator  is  probably  family 
violence  or  dysfunction,  the  common  fatality  is 
usually  the  child.  In  1988,  there  were  nearly 
7000  abused  and  neglected  Nebraska  children. 
Nationwide,  the  National  Center  on  Child  Abuse 
and  Neglect  estimates  between  2000  and  5000 
children  are  fatally  abused  each  year,  and  the 
occurrence  of  child  abuse  has  increased  500% 
since  1 973. 

Many  physicians  tune  this  problem  out  be- 
cause it  seems  too  entangled  in  a bureaucratic- 
societal-political  web,  with  little  apparent  re- 
ward as  you  watch  yet  another  child  placed 
right  back  into  a dysfunctional  home.  No  one 
person  can  alter  the  incidence  and  outcome  of 
child  abuse  and  neglect,  but  1 feel  physicians 
can  do  more  to  start  the  millstone  turning  in  the 
right  direction. 

The  answers  to  this  problem  are  not  surpris- 
ing nor  monumental,  but  need  to  be  repeated  in 
order  to  hold  this  problem  at  bay  and  inch 
toward  a cure.  I feel  the  answer  has  two  parts; 
first,  an  improved  physician  awareness  and  un- 
derstanding of  child  abuse  and  neglect  and 
second,  a commitment  both  personal  and  pro- 
fessional, to  convince  the  lay  public  and 
bureacracy  (i.e.,  judges,  social  workers,  police, 
lawmakers)  that  cooperation,  ongoing  dialogue 
and  prevention  are  paramount  in  solving  this 
problem. 

It  is  a myth  that  child  abuse  and  neglect  is 
discovered  only  in  general  practice  and  pediat- 
ric offices.  These  children  and  families  present  in 
the  emergency  room,  orthopedic  and  obstetri- 
cal-gynecology offices,  radiology  departments, 
and  to  almost  everyone  else  who  is  a health  care 
provider.  In  1946,  John  Caffey,  a pediatrician 
and  radiologist  from  New  York  City,  described 
six  children  with  chronic  subdural  hematomas 
who  had  a combined  23  long  bone  fractures.  He 
stated  "for  many  years  we  have  been  puzzled  by 


the  Roentgen  disclosure  of  fresh,  healing  and 
healed  multiple  fractures  in  the  long  bones  of 
infants  whose  principal  disease  was  chronic 
subdural  hematoma".  Although  he  did  not  openly 
state  that  these  were  due  to  abuse,  since  scurvy 
and  syphyllis  remained  plausible  explanations  at 
the  time,  he  smelled  a rat  and  knew  something 
was  awry.  In  1962,  the  term  "Battered  Child 
Syndrome"  was  coined  by  Kempe  and  Silverman, 
giving  a name  to  something  that  has  been  occur- 
ring for  centuries.  I do  not  wish  to  argue  a parent's 
right  to  punishment  and  cultural  norms  of  child 
raising,  but  I feel  we  would  all  agree  that  breaking 
a child's  bones  (repeatedly)  and  causing  brain 
hemorrhage  or  death  are  all  well  outside  civil  and 
natural  law. 

Briefly,  regarding  the  radiology  of  child  abuse, 
certain  fracture  types  have  been  recognized  as 
being  suspicious  for  child  abuse.  (See  following 
figures  1 -7).  Utilize  your  radiologists  who  will  best 
know  how  and  what  to  image.  Your  goal  is  to 
solidify  the  oftentimes  elusive  diagnosis  of  abuse 
that  may  become  more  elusive  as  the  case  moves 
onward  from  your  office  into  the  social  and  legal 
channels.  Prosecutory  evidence  of  the  diagnosis  is 
imperative. 

In  1990,  Father  Flanagan's  Boys  Town,  with 
funding  from  the  Nebraska  Department  of  Social 
Services,  developed  Child  Maltreatment:  A Desk 
Reference  For  Nebraska  Physicians.  This  is  an 
inch-thick,  easy  to  follow,  well  indexed  manual 
that  is  one  part  of  a training  curriculum  for  health 
care  providers.  The  four  chapter  manual  addresses 
child  maltreatment  evaluation,  intervention,  court- 
room appearances  and  prevention.  I encourage 
you  to  contact  Boys  Town  Institute  or  the  Depart- 
ment of  Social  Services  to  learn  more  about  this 
project  and  obtain  the  manual.  Many  physicians 
across  the  state  serve  as  consultants  for  this 
project  and  can  offer  the  curriculum  correspond- 
ing with  the  manual. 

Nebraska  law  requires  that  physicians  report 
child  abuse  and  neglect.  If  a licensed  Nebraska 
physician  fails  to  report  evidence  of  child  abuse, 
the  physician  is  guilty  of  a class  III  misdemeanor 
(Neb.  REV.STAT.28-71  7,  1985).  The  maximum 
penalty  for  a class  III  offense  is  three  months  in  jail 
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FIGURE  1 

Fatally  abused  child.  Head  CT  without  contrast  shows  a 
left  parietal  subdural  hematoma  (arrows)  with  midline 
shift  and  ischemia  in  the  left  cerebral  hemisphere.  Brain 
trauma  is  usually  the  prognostic  cornerstone,  with  death 
or  severe  mental  handicaps  frequent  outcomes.  A head 
CT  should  be  performed  in  symptomatic  children  to 
determine  the  need  for  surgical  intervention. 


FIGURE  2 

3 year  old  abused  comatose  child.  Head  CT  indicates 
bilateral  cerebral  edema  with  sparing  of  the  deep  grey 
structures  ("reversal  sign")  after  a violent  shaking  by  a 
caregiver.  At  autopsy  the  cortex  was  "stroked  out." 
Routine  head  screening  with  CT  or  MRI  for  asymptomatic 
abused  children  is  debatable. 


or  $500  fine  or  both.  Furthermore,  physicians  are 
immune  from  any  liability,  civil  or  criminal,  in 
reporting  suspected  child  abuse.  (NEB.  REV.  ST AT. 
28-716,  1985). 

The  second  part  to  the  solution  of  abuse  is  the 
vital  bridge  between  the  physician  and  everyone 
else  (so  it  seems).  During  the  summer  of  1 990,  and 
spring  1991,  St.  Elizabeth's  Hospital  in  Lincoln 
sponsored  three  child  abuse  and  neglect  semi- 
nars. The  first  session  was  an  opportunity  for  the 
key  players  to  explain  their  role  in  the  abuse 
process.  The  second  seminar  was  a round  table 
discussion,  open  for  questions,  comments,  and 
arguments.  Guests  panelists  included  Juvenile 
Court  judges.  Child  Protection  Service  personnel, 
Lincoln  Police  representatives.  Home  Health  Care 
nurses,  pediatricians,  radiologists,  and  State  Sena- 
tor Don  Wesely. 

It  was  agreed  by  all  that  to  be  effective  with 
abuse  and  neglect  issues,  a strong  team  effort  is 
crucial.  And  instead  of  fingerpointing,  there  needs 
to  be  more  understanding  on  how  the  various 
systems  operate  and  the  limitations  of  each. 

Through  these  programs,  we  have  learned  that 


Child  Protective  Services,  the  police  and  the  court 
system  will  listen  to  physicians  and  incorporate 
our  input.  Our  message  to  them  was  to  quickly 
adjudicate  cases,  and  improve  the  foster  care  and 
adoption  services  in  this  state.  The  heat  needs  to 
be  kept  high  so  that  we  can  approach  an  idealistic 
model  to  protect  and  nuture  the  children  and 
prosecute  and  reform  the  perpetrators. 

Far  above  the  letter  of  the  law  to  report  child 
abuse  is  the  spirit  of  our  obligation  and  commit- 
ment to  provide  an  all  inclusive  healthy  environ- 
ment for  the  children  in  our  state  and  nation.  As 
you  well  know,  they  represent  the  not  too  distant 
future  doctors,  nurses,  politicians,  factory  work- 
ers, soldiers,  and  parents.  Speak  up  and  take  a 
stand  when  these  issues  enter  your  medical  prac- 
tice and  personal  community.  It  is  an  investment 
well  worth  your  time. 
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FIGURE  3 

Lateral  skull  film  of  a child  swung  by  feet  striking  head  against  wall.  Parietal  skull  fracture 
(arrows).  The  incidence  of  skull  trauma  in  a NONABUSED  setting  (i.e.  falls  from  cribs  or 
down  stairs)  likely  depends  on  both  the  height  of  the  fall  and  the  type  of  floor  or  surface 
(carpet  vs.  hard). 


FIGURE  4 

Multiple  fractures  in  different  stages  of  healing  are  very  suspicious  for  child  abuse.  Right  upper  extremity  plain 
film  shows  an  older  mid-humerus  fracture  with  periosteal  new  bone  and  hard  callus  formation  (arrows)  and  a 
more  "acute"  appearing  distal  radius  fracture  (arrowhead).  Fracture  healing  has  a wide  time  frame  and  therefore 
fracture  dating  is  difficult. 
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FIGURE  5 - left  photo:  Metaphyseal  fractures  are  relatively  specific  for  child  abuse.  Exuberant  periosteal  new 
bone  formation  at  site  of  an  admitted  twisting  injury  to  the  proximal  tibial  (arrows)  metaphysis.  Corner  or  bucket- 
handle  fractures  are  other  synonyms.  The  possibility  of  child  abuse  must  be  raised  with  this  type  of  injury. 


FIGURE  6 - right  photo:  Multiple  rib  fractures  discovered  incidentally  on  the  CXR  as  part  of  a skeletal  survey 
for  suspected  child  abuse.  Posterior  rib  fractures  are  highly  specific  for  abuse  (arrows)  and  oftentime  the  result 
of  squeezing  of  the  chest  during  a shaking  episode.  Also  note  the  right  lateral  6th  rib  fracture.  Skeletal  survey 
and/or  bone  scanning  (depending  on  the  experience  of  the  radiologist)  should  be  performed  in  cases  of 
suspected  child  abuse. 


FIGURE  7 
5 year  old  child 
struck  in  abdomen. 
Abdomen  CT  reveals 
a large  subcapsular 
liver  hematoma, 
(arrowheads) 
Abdomen  trauma  in 
abuse  in  usually  blunt 
in  nature  and 
primarily  affects  the 
upper  midline 
structures  (liver, 
duodenum,  and 
pancreas)  as  the  force 
of  the  blow  pins  these 
organs  against  the 
spine. 
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FIGURE  1 

"Bayonne  1985"  by  Eric  Fischl, 

Reproduced  with  permission  of  Thomas  Amman  Gallary.  Zurich  Switzerland. 


Because  of  the  heterogeneous 
nature  of  breast  cancer,  its 
treatment  has  generated  a 
greater  number  of  diverse  opinions  than  are 
associated  with  other  neoplastic  diseases.  It  is 
nearly  impossible  to  discuss  the  evolution  of 
treatment  approaches  for  breast  cancer  with- 
out mention  of  the  cultural  and  psychological 
import  of  the  female  breast.  For  millenia  it  has 
represented  beauty  and  youth  in  art  and  litera- 
ture. In  American  culture,  the  breast  is  widely 
regarded  as  symbolic  of  sexuality  and  feminin- 
ity.’ The  strong  relationship  between  physical 
appearance,  sexuality  and  self-esteem,  which  is 
so  obvious  in  the  young,  does  not  weaken,  but 
persists  into  middle  and  later  life.^  In  fact,  the 
relationship  may  become  stronger,  with  placing 
even  more  value  on  physical  attractiveness  and 
sexuality.^  Such  ideation  is  poignantly  illustrated 
in  the  painting  by  Eric  Fischl  entitled  "Bayonne 
1 985".  (Fig  1 ) In  it  we  see  a well  developed  older 


woman  looking  off  into  the  past,  perhaps  at 
herself  at  a younger  age.  This  painting  expresses 
the  continuing  desire  for  a good  self-image  and 
sexuality  even  into  late  years.  Research  in  this 
area  indicates  that  healthy  elderly  individuals 
are  more  conscious  of  their  external  appear- 
ance and  are  more  positive  in  their  self-evalua- 
tions of  body  competence  than  are  young  sub- 
jects.'* This  enhanced  consciousness  of  external 
appearance  by  the  elderly  may  reflect  a re- 
sponse to  our  youth-oriented  society's  negative 
attitude  toward  aging. 

Our  clinical  knowledge  of  breast  carcinoma 
has  been  derived  mainly  from  experience  with 
patients  under  the  age  of  70  years.  Breast  can- 
cer in  elderly  patients  is  often  approached  less 

‘Address  correspondence  and  reprint  requests  to;  Albert  Frank, 
M.D.,  Creighton  Cancer  Center,  601  N.  30th  St.,  Omaha,  NE 
68131,  402-449-4062. 


September  1991  Nebraska  Medical  Journal  297 


positively,  with  more  emphasis  on  palliation 
and  less  on  definitive  treatment  for  cure  or 
organ  preservation.  Such  attitudes  are  markedly 
influenced  by  ageism,  a form  of  discrimination 
based  upon  a patient's  age.^The  discrimination 
is  not  blatant,  but  takes  the  form  of  benign 
neglect.  It  is  based  on  the  beliefs  that  breast 
cancer  is  less  malignant  in  the  elderly  than  in  the 
younger  woman,  and  that  the  elderly  woman  is 
no  longer  sexually  active,  so  for  her  the  breast  is 
no  longer  of  sexual  or  aesthetic  value.  Because 
of  these  beliefs,  conservative  surgery  is  less 
often  applied  in  the  elderly  female  and  less 
aggressive  primary  or  adjuvant  approaches  are 
used 'for  a disease  of  apparent  low  malignant 
potential.  This  article  addresses  these  miscon- 
ceptions and  discusses  the  role  of  appropriate 
local  treatment,  including  conservation  surgery 
and  radiation. 

LETHALITY  OF  BREAST 
CANCER  IN  THE  ELDERLY 

That  breast  cancer  is  a more  malignant  dis- 
ease in  young  women  and  that  the  elderly  have 
a more  indolent  course  is  a traditional  viewpoint 
shared  by  many  clinicians.^This  supposition  has 
been  questioned  by  investigators  who  find  that 
younger  women  have  in  fact  a better  prognosis 
than  older  women.  Most  women  with  breast 
cancer  are  likely  to  die  of  their  disease  regard- 
less of  their  age  but  young  patients  actually  die 
at  a slower  rate  than  the  elderly  who  experience 
a more  rapid  mortality  even  when  patients  are 
stratified  according  to  stage  of  disease.^  Breast 
cancers  of  favorable  histological  type  and  low 
growth  potential  such  as  papillary  and  colloid 
varieties  are  found  more  frequently  in  the  eld- 
erly who  in  addition  have  a high  proportion  of 
diploid  estrogen  receptor  positive  tumors.®  Al- 
though these  factors  indicate  a more  favorable 
prognosis  the  overall  outlook  is  minimally  af- 
fected in  the  elderly.^  With  increasing  age  and  in 
those  with  a malignancy  a decrease  of  immune 
competence  occurs. Such  a lack  of  adequate 
immune  surveillance  could  explain  why  seem- 
ingly indolent  tumors  in  the  elderly  cause  a 
higher  mortality  rate  than  tumors  of  high  malig- 
nant potential  occuring  in  young  women. 

TOLERANCE  OF  SURGICAL  TREATMENT 
FOR  THE  ELDERLY  FEMALE 

Many  physicians  avoid  surgical  treatment  for 
breast  cancer  in  the  elderly  woman  because 
they  assume  she  has  only  a limited  life  expec- 
tancy and  poor  tolerance  to  the  physiological 
stress  of  an  operation.  However,  because  of 
medical  and  socioeconomic  advances,  the  life 


expectancy  of  the  elderly  is  increasing,  as  are 
their  numbers  in  the  general  population.  The  life 
expectancy  of  a 65-year-old  person  is  now  1 8.3 
years,  up  from  1 5 years  in  1 960."  If  not  in  poor 
health,  a 75-year-old  female  has  a life  expec- 
tancy of  13.2  years.’^ 

Surgical  treatment  consists  of  some  variant  of 
mastectomy  or  lumpectomy  followed  by  post- 
operative irradiation.  The  selection  criteria  for 
elderly  patients  are  just  as  stringent  as  for  younger 
women,  and  the  operative  risk  should  be  indi- 
vidually determined  on  the  basis  of  tumor  stage, 
performance  status  and  associated  illnesses.  In 
this  regard,  biological  age,  determined  through 
thorough  medical  evaluation,  is  of  much  greater 
importance  than  chronologic  age."  Many  of 
these  women  are  receiving  treatment  for  inter- 
current disease,  but  if  that  is  thoughtfully  man- 
aged, only  a small  number  will  not  be  fit  for 
appropriate  surgery." 

Operative  mortality  is  low,  one  percent,  de- 
spite numerous  associated  diseases,  and  is  influ- 
enced mainly  by  stage  of  disease  and  perform- 
ance status  rather  than  patient  age."  Surgical 
morbidity  among  elderly  patients  is  not  signifi- 
cantly different  from  the  complications  encoun- 
tered in  younger  patients.  Post-operative 
pneumonitis  and  cardiovascular  complications 
are  uncommon,  since  breast  surgery  involves 
no  entry  of  a body  cavity,  as  does  thoracic  or 
abdominal  surgery. 

The  survival  of  elderly  women  following  breast 
surgery  is  comparable  to  that  of  younger  women, 
irrespective  of  race,  type  of  surgery,  tumor  type 
or  histology."  Ninety  percent  with  local  disease 
and  65  percent  with  regional  disease  are  ex- 
pected to  live  five  years.  Therefore,  surgery 
appropriate  for  stage  of  disease  can  be  per- 
formed with  acceptable  morbidity  and  mortal- 
ity, and  there  is  little  justification  for  avoiding 
operative  therapy  solely  on  the  basis  of  ad- 
vanced age. 

SEXUALITY  AND  THE  ELDERLY  WOMAN 

The  belief  that  a female's  interest  in  sexual 
activity  should  terminate  after  menopause  is 
outdated.  American  society's  exclusive  focus 
on  youth  in  reference  to  sexuality  and  most 
other  areas  of  behavior  reflects  our  disinclina- 
tion to  consider  the  inevitable  process  of  aging. 
Research  has  shown  that  sexual  behavior  con- 
tinues quite  later  in  life  and  should  be  examined 
as  part  of  the  general  adjustment  of  the  older 
female."  A significant  percentage  of  aged  indi- 
viduals actually  show  rising  patterns  of  sexual 
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activity  and  interest.’®Therefore,  the  importance 
of  sexual  activity  to  older  women  should  not  be 
underestimated.  Breast  cancer  requiring  abla- 
tive surgery  can  cause  such  damage  to  self- 
image  that  some  women  may  be  unable  to 
relate  sexually,  sometimes  on  a permanent  ba- 
sis. Many  older  patients  are  unable  to  regain  an 
image  of  themselves  as  sexually  able  or  desir- 
able. Thus  it  seems  prudent  to  recognize  the 
importance  the  patient  places  on  breast  appear- 
ance and  body  image  before  initiation  of  cancer 
care  for  women  of  all  ages.’^ 

EVOLUTION  OF  TREATMENT  CONCEPTS 

Observations  of  the  biologic  behavior  of 
breast  cancer  have  resulted  in  continual  evolu- 
tion of  the  concepts  regarding  the  most  appro- 
priate primary,  adjuvant,  and  palliative  treat- 
ment. Our  knowledge  of  breast  cancer  rests  on 
the  foundation  provided  by  surgeons  of  the 
Halsted  era,^°  when  it  was  shown  that  improved 
local  control  resulted  from  radical  surgery.  How- 
ever, survival  has  remained  equivocal  with  sub- 
sequent variations  of  surgical  approach.  Lesser 
procedures  providing  for  tissue  and  organ  spar- 
ing, such  as  modified  radical  mastectomy  and 
conservative  surgery  and  radiation,  gradually 
have  become  more  frequently  utilized.  The 
credit  for  developing  tylectomy  and  radiation 
therapy  for  breast  cancer  belongs  to  Geoffrey 
Keynes,  a British  surgeon.^’  In  1 924,  he  began  a 
practice  of  lumpectomy  for  breast  cancer,  fol- 
lowed by  an  interstitial  radium  application  to 
the  breast  and  lymph  node  drainage  areas. 
Keynes  later  stressed  the  importance  of  primary 
tumor  removal  for  improved  local  control.  His 
survival,  local  control  and  cosmetic  results  are 
as  good  as  those  obtained  by  a contemporary 
radiotherapist.  (Figs  2,  3)  The  first  report  of  x-ray 
therapy  following  lumpectomy  appeared  in 
1 939.^^  Later  experience  allowed  it  to  become 
a successful  alternative  to  radical  surgery,  expe- 
cially  in  Europe.  In  1989  Fischer  reported  his 
results  of  conservative  surgery  and  post-opera- 
tive radiation  in  the  New  England  Journal  of 
Medicine. His  results  continued  to  show  a 
significantly  decreased  local  recurrence  rate 
following  post-surgical  irradiation.  At  present, 
tylectomy  and  post-operative  radiation  are  gen- 
erally accepted  as  definitive  treatment  for  early 
breast  carcinoma.  Experience  is  growing  con- 
cerning the  long-term  results  with  regard  to 
local  recurrence  and  cosmetic  outcomes.  Exter- 
nal radiation  also  has  an  adjuvant  role  in  post- 
operative treatment  which  lessens  the  incidence 
of  local  tumor  recurrence^"*  and  for  palliation 
which  maintains  a high  level  of  functional  sur- 


FIGURE  2 

Illustration  of  radium  needle  implant  following  excision 
of  nodule  of  cancer  in  right  breast  of  a 34  year  old,  white 
female.  Modified  from  Keynes,  Geoffrey.  "Conservative 
Treatmentof  Cancer  of  the  Breast"  BMJ.  Vol.  2 pt  II,  Oct. 
2,  1937.  Reproduced  with  permission  BMA  House,  Tavistock 
Souare.  London. 


FIGURE  3 

Eleven  months  later  (Photo)  breast  is  virtually  normal. 
Keynes,  Geoffrey  "Conservative  Treatment  of  Cancer  of 
the  Breast",  British  Medical  Journal,  Vol.  2,  pt  II,  Oct.  2, 
1937.  Reproduced  with  permission  of  BMA  House,  London. 
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vival  by  preventing  or  relieving  distressing  symp- 
toms of  metastatic  disease. 

CONSERVATIVE  SURGERY 

The  rationale  behind  tylectomy  and  irradia- 
tion is  the  removal  of  gross  tumor  which  does 
not  respond  satisfactorily  to  conventional  doses 
of  irradiation  without  sacrificing  cosmesis.  Pos- 
sible microscopic  residual  disease  is  then  con- 
trolled with  doses  of  irradiation  that  are  well 
tolerated  and  expected  to  result  in  95  to  99% 
tumor  control. The  patient  selection  criteria 
are  the  same  for  the  young  and  elderly,  with  a 
single  discreet  small  breast  neoplasm  providing 
the  best  cosmetic  result.  (Fig  4-7)  Contraindica- 
tions are  large  tumor  size  in  a small  breast  and 
evidence  of  multicentricity  such  as  multiple 
gross  tumors  or  widespread  calcifications  noted 
on  mammography.  Formerly,  a large  breast  was 
felt  to  be  a contraindication  because  of  the 
possible  development  of  radiation-induced  fi- 
brosis and  retraction.  However  with  special 
treatment  techniques  and  the  use  of  higher 
energy  linear  accelerators,  excellent  cosmetic 
results  may  be  obtained  with  a large  breast.^^ 
The  surgical  procedure  varies  with  the  tumor 
size  and  the  preference  of  the  surgeon  but 
usually  consists  of  a local  excision  without  re- 
gard to  microscopic  margins,  a wide  excision 
with  1 to  2 cm.  of  normal  tissue  or  a quadrantec- 
tomy.  To  preserve  the  appearance  of  the  breast. 


incisions  following  natural  skin  creases  are  used 
as  well  as  a separate  incision  for  the  axillary 
dissection.  For  those  who  undergo  axillary  sur- 
gery, a level  1 to  2 sampling  is  sufficient,  as  skip 
metastases  are  rare.^®  Axillary  dissection  is  car- 
ried out  less  frequently  in  the  elderly  female, 
since  the  prognostic  information  obtained  with 
this  procedure  is  less  often  utilized  to  predicate 
the  need  for  adjuvant  chemotherapy.  The  use  of 
adjuvant  chemotherapy  in  the  elderly  is  contro- 
versiaP^'®°  but  when  properly  administered  it  is 
well  tolerated  with  the  realization  that  certain 
drugs  have  increased  toxicity  due  to  the  decline 
in  excretion  mechanisms  that  occurs  with  age.®’ 

RADIOTHERAPY 

After  adequate  healing  has  taken  place,  usu- 
ally within  two  to  four  weeks  after  surgery, 
treatment  to  the  breast  is  started  using  a linear 
accelerator  or  cobalt  60.  Medial  and  lateral 
tangential  treatment  portals  are  used  to  radia- 
tion the  breast,  thereby  avoiding  lung  irradia- 
tion and  a tumor  dose  of  180  to  200  cGy  per 
treatment  is  delivered  (one  cGy  is  equivalent  to 
one  Rad).  In  order  to  eradicate  subclinical  micro- 
scopic disease  it  is  necessary  to  deliver  a tumor 
dose  of  4500  to  5000  cGy  in  five  to  five  and  one- 
half  weeks.  This  same  dose  is  delivered  to  the 
axilla  and  internal  mammary  nodal  areas  if  the 
axillary  nodes  are  involved  with  metastatic  dis- 
ease or  the  lesion  is  in  a central  or  medical 


FIGURE  4 

88  Year  old,  white  female  presented  with  tender  1x2  cm.  mass  in  upper  outer  quadrant  of  right  breast. 
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FIGURE  5 

Mammogram  showed  irregular  spiculated  mass  in  up- 
per quadrant  highly  suspicious  for  malignancy. 


FIGURE  6 

Frozen  section  biopsy  revealed  infiltrating  carcinoma. 
Lumpectomy  performed  through  circumareolar  inci- 
sion. Separate  incision  used  for  axillary  dissection.  Le- 
sion ws  1.3  cm.  in  diameter. 


FIGURE  7 

Right  breast  received  5040  cGy/SV?  weeks.  Appearance  4V2  months  after  irradiation. 
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location.  If  the  breast  tumor  was  excised  with 
clear  margins,  no  further  therapy  is  required. 
However  if  the  margins  are  involved  or  close 
additional  boost  irradiation  is  required  to  lessen 
the  chance  of  local  recurrence.  Boost  irradia- 
tion in  the  range  of  1000  to  2500  cGy  is 
delivered  with  an  electron  beam  or  an  Iridium 
1 92  implant.  In  the  elderly  population  this  boost 
irradiation  is  usually  given  with  electrons  or 
photons  because  of  the  possible  morbidity  as- 
sociated with  implantation  which  requires  anes- 
thesia and  hospitalization.^^ 

RESULTS  OF  TREATMENT 

Conservative  surgery  and  irradiation  have 
resulted  in  survival  figures  equaling  those  of 
radical  mastectomy.^^  Elderly  women  treated  by 
local  tumor  excision  alone  may  live  for  sufficient 
time  so  that  almost  40  percent  of  those  over  60 
years  and  20  percent  of  those  over  80  years  of 
age  will  suffer  local  or  regional  treatment  fail- 
ure.^"*  Post-excision  irradiation  greatly  reduces 
the  incidence  of  local  tumor  recurrence  from 
25-37  to  3-5%. 6 A local  recurrence  may  be 
managed  with  a mastectomy  without  adversely 
influencing  subsequent  survival. Because  of 
this  risk  of  local  recurrence,  it  is  recommended 
that  these  patients  be  followed  at  regular  inter- 
vals for  at  least  12  to  15  years  after  breast- 
conserving  treatment.^^ 

Temporary  skin  changes  may  occur  during  a 
course  of  irradiation  in  addition  to  long-term 
effects  such  as  fibrosis  and  telangiectasia.  (Fig  8) 
These  dermal  effects  vary  with  individual  sensi- 
tivity to  irradiation  and  are  increased  with  the 
simultaneous  use  of  chemotherapy.  This  ad- 
verse effect  of  combined  chemo-irradiation  may 
be  overcome  by  lowering  the  daily  dose  of 
irradiation.^^  Breast  and  arm  edema  are  seen 
more  frequently  in  those  with  a complete  axil- 
lary dissection  but  this  edema  gradually  sub- 
sides and  the  incidence  after  18  months  is  the 
same  as  in  those  without  an  axillary  dissection.^® 
Breast  retraction,  (Fig  9)  when  it  occurs,  is 
usually  seen  during  the  first  three  years  after 
treatment  but  subsequently  remains  stable.  T reat- 
ment  effects  such  as  tanning,  breast  tenderness 
and  swelling,  myositis  and  pneumonitis  are  ex- 
pected to  gradually  resolve  over  several  months. 
Complications  such  as  osteonecrosis,  brachial 
plexopathy,  pericarditis  and  rib  fracture  are 
exceedingly  rare  and  are  not  expected  with 
current  state-of-the-art  treatment  technique.^® 
Iatrogenic  mortality  has  not  occurred  with  this 
treatment,  and  there  is  no  suggestion  of  any 
increased  morbidity  with  age. 


FIGURE  8 

80  year  old,  white  female  underwent  lumpectomy  for 
0.8  cm.  cancer  of  the  right  upper  outer  quadrant.  Breast 
received  5040  cGy/5'/2  weeks.  Supraclavicuar  and  inter- 
nal mammary  nodes  received  4500  cGy/5  weeks.  Three 
years  later  telangiectasia  (arrows)  noted  at  junction  of 
treatment  fields. 


COSMETIC  OUTCOME 

An  unsightly  defect  in  the  breast  contour  and 
volume  may  result  following  excision  of  a large 
tumor  particularly  in  a smaller  breasted  woman. 
(FiglO)  Cosmesis  has  been  impaired  by  radia- 
tion factors  such  as  large  fraction  sizes,  large 
boost  volumes  and  overlapping  treatmentfields, 
but  modern  radiotherapy  practice  requires  spe- 
cific attention  to  avoiding  such  factors.  In  ap- 
proximately 90%  of  patients,  conservative  sur- 
gery and  irradiation  have  resulted  in  good  to 
excellent  cosmetic  results  and  these  have  re- 
mained stable  over  time,  for  at  least  7 years 
according  to  one  study.®®  With  careful  attention 
to  patient  selection  and  proper  surgical  and 
radiotherapy  techniques,  elderly  women  are 
able  to  share  the  same  excellent  to  good  cos- 
metic benefits  as  younger  women.  (Fig  11,  12) 
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FIGURE  9 

69  year  old,  white  female,  right  breast  retraction  20  months  after  conservative  surgery  and  5040 
cGy/S'h  weeks  whole  breast  irradiation. 


FIGURE  10 

70  year  old,  black  female.  Poor  cosmetic  result  expected  when  amount  of  excised  tissue  is  large 
in  relation  to  breast  size.  Specimen  was  7.5x6.8x6.5.  Tumor  size  was  4.6  cm. 
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FIGURE  11 

79  year  old,  white  female  underwent  lumpectomy  of  2.8  cm.  infiltrating  ductal  carcinoma  in 
upper  outer  quadrant  of  left  breast.  Underwent  course  of  irradiation  to  breast  5,000  cGy/5V2 
weeks  and  peripheral  lymphatics,  4,500  cGy/5  weeks. 


FIGURE  12 

Same  patient  age  80,  one  year  following  course  of  irradiation. 


304  Nebraska  Medical  Journal  September  1991 


;%v- 


PSYCHOLOGIC  RESULTS 

Available  evidence  clearly  shows  that  mas- 
tectomy is  associated  with  substantial  psycho- 
logical and  psychiatric  morbidity  with  up  to  one- 
quarter  of  women  developing  body  image  prob- 
lems.'^This  is  evidenced  by  self-consciousness, 
increased  psychological  vulnerability,  and  a 
sense  of  being  less  feminine  and  attractive  to 
themselves  and  others.  Because  of  the  strong 
relationship  between  body  image  and  sexuality, 
up  to  one-third  of  women  develop  sexual  prob- 
lems following  the  lost  of  a breast.'*’ 

Breast  conserving  therapy  is  also  associated 
with  psychologic  ill  effects  but  these  are  gener- 
ally related  to  fear  of  recurrence  and  to  radio- 
therapy. Though  the  sequelae  originate  from 
differing  concerns,  they  result  in  similar  sexual 
problems  and  psychologic  complaints.  How- 
ever, body  image  problems  are  considerably 
less  frequent  in  breast-conserved  patients,  and 
the  fear  of  recurrence  subsides  with  time.'*^ 

In  our  culture  the  female  breast  has  become 
so  idolized  that  it  is  often  the  principle  basis  of 
a women's  identification  with  her  sexual  and 
feminine  role."*^  After  a mastectomy  many  older 
women  are  unable  to  regain  an  image  of  them- 
selves as  sexually  able  or  desirable,  and  their 
male  partners  may  find  it  difficult  to  re-establish 
a pre-morbid  quality  of  relationship. 

CONCLUSION 

This  article  has  addressed  the  treatment  of 
breast  carcinoma  in  the  elderly  female  and 
focuses  on  the  attitudes  of  ageism  which  nega- 
tively affect  the  treatment  approach.  Such  atti- 
tudes result  from  mistaken  beliefs  that  breast 
carcinoma  in  the  elderly  is  an  indolent  disease, 
that  elderly  women  have  poor  tolerance  to 
surgical  treatment,  and  that  they  have  no  more 
than  a platonic  sexuality.  The  combination  of 
conservative  surgery  and  external  irradiation  is 
effective  in  preventing  local  recurrence  of  tu- 
mor in  the  breast,  an  especially  troublesome 
problem  in  the  elderly  population.  In  addition, 
the  cosmesis  is  usually  good  to  excellent.  The 
significant  psychologic  morbidity  associated  with 
mastectomy  is  markedly  decreased  with  the  use 
of  conservative  surgery  and  irradiation. 

The  effective  treatment  of  breast  cancer  in 
the  elderly  female  now  requires  an  integrated 
team  approach.  The  essential  members  of  the 
team  include  the  oncologist,  radiation  therapist, 
pathologist,  specialized  nurse,  and  professional 
counselor,  as  well  as  the  surgeon.  Each  has  an 
important  role  in  the  diagnosis  and  treatment  of 


the  breast  neoplasm  and  in  maintaining  the 
psychologic  well-being  of  the  patient.  It  is  be- 
coming increasingly  clear  that  treatment  of  breast 
carcinoma  in  the  elderly  female  requires  not  just 
the  local  treatment  of  a breast  cancer  but  also 
special  attention  to  the  multiple  facets  of  the 
patient's  physiologic  and  psychologic  care. 
Rather  than  simply  treating  a cancer  in  the 
breast,  we  are  now  treating  a woman,  the 
wholeness  of  whom  does  not  decrease  with 
age. 
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ABSTRACT 

Two  cases  of  mucinous  cysts  of  the  vulva  are  reported.  The  embryology  of  the  lower  female  genital  tract  is  described, 
including  the  Mullerian  duct  system,  cloaca  and  urogenital  sinus.  The  relationship  of  the  Wolffian  duct  system  is  also 
included  in  the  discussion.  It  has  been  felt  in  the  past  that  these  vulvar  cysts  are  Mullerian-derived.  However,  it  is  now 
deemed  more  plausible  that  they  are  from  the  entodermally-derived  urogenital  sinus  epithelium.  These  cysts  pose  no 
threat  to  the  patient  but  are  interesting  from  the  standpoint  of  embryogenesis. 


The  types  of  cysts  seen  in  the  vulva  in- 
clude epithelial  inclusion,  sebaceous, 
Bartholin  gland  and  Wolffian  duct. 
Mucinous  cysts  of  the  vulva  have  been  occa- 
sionally reported  and  rarely  documented  pho- 
tographically. The  location  for  these  unusual 
lesions  is  in  the  vestibule  of  the  vulva,  the  region 
between  the  interior  of  the  labia  minora  and 
the  location  of  the  hymen.  Mucinous  cysts  are 
innocuous  lesions  but  are  of  interest  because 
of  speculations  as  to  their  embryologic  origin. 
Possibilities  include  Mullerian  (parameso- 
nephric),  Wolffian  (mesonephric),  Bartholin 
gland,  and  entoderm  of  the  urogenital  sinus. 

Materials  and  Methods 

Tissue  containing  mucinous  cysts  from  two 
patients  was  examined  with  light  microscopy 
utilizing  the  hematoxylin  and  eosin  (H  & E) 
stain.  The  presence  of  mucin  was  assessed  with 
a Mayer's  mucicarmine  stain  and  by  Periodic 
Acid  Schiff  (PAS)  stain  with  and  without  dia- 
stase. 

Clinical  Presentation 

Patient  #1,  a 26  year-old  gravida  4,  para 
4003  black  female  presented  to  the  outpatient 
clinic  complaining  of  chronic  low  abdominal 
pelvic  pain.  The  patient  was  not  taking  birth 
control  pills,  as  she  had  bilateral  tubal  ligations. 
On  pelvic  examination,  there  were  numerous, 
submucosal,  semi-firm  to  firm  cysts  of  varying 
sizes  in  the  labia  minora.  (Fig.  1 ) The  remainder 
of  the  pelvic  examination  was  negative.  The 
patient  was  placed  under  anesthesia  for  biopsy 
of  the  vulvar  lesions  and  a laproscopy.  The 
impression  at  laparoscopy  was  chronic  pelvic 
inflammatory  disease.  The  vulvar  lesions  were 
excised. 


Seven  segments  of  tissue  were  submitted  for 
pathological  examination.  All  were  similar  in 
appearance,  the  largest  measuring  up  to  2.6  cm 
in  greatest  dimension.  This  pink  to  tan  seg- 
ments of  tissue  were  partially  covered  by  pig- 
mented mucosa,  while  the  submucosal  tissue 
was  distorted  by  cysts  of  varying  size  up  to  1 .3 
cm  (Fig.  2).  On  cut  section,  these  cysts  had  a 
whitish  lining  and  were  filled  with  mucoid, 
liquid  fluid  (Fig.  3). 

Microscopically,  the  specimens  were  cov- 
ered by  stratified  squamous  epithelium  with 
normal-appearing  supporting  tissues.  Within 
the  supporting  tissues  were  dilated  cysts  lined 
by  a simple  cuboidal  to  tall  columnar  epithe- 
lium containing  an  amorphous  material  (Fig.  4). 
The  cytoplasm  of  the  cells  was  amphophilic 
and  cilia  were  occasionally  identified  (Fig.  5). 
No  smooth  muscle  was  noted  in  the  supporting 
tissues  immediately  beneath  the  cyst  epithe- 
lium. A Mayer's  mucicarmine  stain  and  PAS 
stain  with  and  without  diastase  indicated  the 
presence  of  mucin  in  the  columnar  and  cuboi- 
dal cells. 

Patient  #2,  a 25  year-old  white  female  com- 
plained to  her  physician  of  a lump  in  her  labia 
minora.  The  one-centimeter  mass  was 
excisionally  biopsied  under  local  analgesia  in 
the  office. 

The  specimen  was  a membranous  mass  of 
pink  tissue,  measuring  up  to  one  centimeter  in 
greatest  dimension.  With  H & E staining,  there 

‘Address  reprint  request  and  correspondence  to:  James  R. 
Newland,  M.D.,  Department  of  Pathology  and  Microbiology, 
University  of  Nebraska  Medical  Center,  600  South  42nd 
Street,  Omaha,  Nebraska  68198. 
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FIGURE  1 

Vulva  of  patient  #1 . Note  the  numerous  cysts  of  varying  size,  which  although  are  submucosal,  are  quite  visible. 


FIGURE  2 

This  is  the  gross  appearance  of  a representative  cyst 
that  was  removed  from  the  patient's  vulva. 


FIGURE  3 

This  is  a representative  cyst  on  cut  section  from 
patient  #1.  Note  the  glistening  mucin  and  white  lining 
of  the  cyst. 


308  Nebraska  Medical  Journal  September  1991 


was  a segment  of  squamous  mucosa  and  un- 
derlying supporting  tissues  with  a deep  cystic 
structure.  The  cyst  was  lined  by  cuboidal  to 
columnar  epithelium  with  amphophilic  cyto- 
plasm and  occasional  cilia.  The  round  nuclei 
were  basal.  A Mayer's  mucicarmine  stain  and 
PAS  stain  with  and  without  diastase  of  the  cysts 
were  similar  to  those  of  patient  #1 . 


FIGURE  4 

This  is  a representative  histologic  section  of  a cyst 
from  patient  #1 . The  normal  covering  squamous  epithe- 
lium of  the  labia  minora  is  seen  at  the  top  of  the 
photomicrograph  and  the  cyst  wall  lined  by  columnar 
epithelium  with  basal  nuclei  at  the  bottom.  (H  & E,  x20) 


# • 
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FIGURE  5 

This  is  a higher  power  view  of  the  columnar  epithe- 
lium lining  the  mucous  cyst.  Cilia  are  evident  at  this 
magnification.  (H  & E,  x 200) 


Discussion 

The  first  mucinous  cyst  of  the  vulva  was 
reported  in  1840  by  Loury  as  cited  by  Caccia 
and  Romanos.’  Additional  cases  have  been 
added  to  the  literature  since  that  time.’'®  It  has 
been  said  that  mucinous  cyst  epithelium  is 
generally  ciliated,  at  least  in  part,  and  that  the 
epithelium  is  columnar  to  cuboidal  with  basal 
nuclei.®  Accordingly,  some  have  suggested  a 
Mullerian  origin  for  the  mucinous  cyst.  It  is  the 
Mullerian  ducts  that  give  rise  to  the  fallopian 
tubes,  uterus,  uterine  cervix,  and  at  least  the 
upper  portion  of  the  vagina.  At  the  fused, 
caudal  end  of  the  Mullerian  ducts,  the  Mullerian 
tubercle  is  a thickening  in  the  dorsal  wall  of  the 
urogenital  sinus  in  the  area  where  the  hymen 
arises  (Fig.  6,  7)  Epithelium  from  the  urogenital 


FIGURE  6 

The  fused,  caudal  portion  of  the  Mullerian  ducts  are 
in  intimate  relationship  with  the  Mullerian  tubercle  in 
this  frontal  view.  (After  Sadler,  TW.  hangman's  Medical 
Embryology,  ed.  5,  Baltimore,  London,  Sydney,  1985, 
Williams  and  Wilkins,  p.  265.) 


FIGURE  7 

This  sagittal  view  demonstrates  the  relationships  of 
the  Mullerian  ducts,  Mullerian  tubercle  and  urogenital 
sinus.  (After  Sadler,  TW.  hangman's  Medical  Embryol- 
ogy, ed.  5,  Baltimore,  London,  Sydney,  1985,  Williams 
and  Wilkins,  p.  267.) 
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sinus  invades  and  replaces  the  Mullerian  epi- 
thelium in  this  area.^  It  is  this  intermixture  of 
Mullerian  and  urogenital  sinus  epithelium  that 
has  been  hypothesized  to  give  rise  to  mucinous 
cysts  of  the  vulva.  A problem  with  this  idea  is 
that  the  vulva  develops  at  a distance  from  this 
area,  separated  by  the  lower  portion  of  the 
vagina  which  is  derived  from  ectoderm.  Never- 
theless, this  Mullerian  epithelium  is 
pluripotential,  having  the  capacity  to  develop- 
ing into  tubal,  endometrial  or  cervical  epithe- 
lium. 

The  mesonephric  duct  system,  also  known 
as  the  Wolffian  duct  system,  gives  rise  in  the 
male  to  the  vas  deferens.  In  the  female,  this 
system  undergoes  regression,  although  rem- 
nants may  be  seen  in  the  adult  female  as  the 
Gartner's  duct  cyst  in  the  lateral  wall  of  the 
vagina.  This  epithelium  is  low  columnar,  lacks 
mucin  and  may  have  mural  smooth  muscle.^ 
Using  the  criterion  of  mucin  production,  the 
cases  presented  here  are  likely  not  of  Wolffian 
duct  origin. 

Embryologically,  the  urogenital  sinus  arises 
as  a result  of  the  urorectal  septum  subdividing 
the  cloaca  into  the  anterior  primitive  urogenital 
sinus  and  posterior  anorectal  canal. ^°The  lower 
two-thirds  of  the  vagina  to  the  free  border  of  the 
labia  minora  is  derived  from  the  urogenital 
sinus  and  is  therefore  entodermally  derived." 
The  external  genitalia  are  of  ectodermal  origin. 

Friedrich  and  Wilkinson  felt  that  mucinous 
cysts  of  the  vulva  were  not  of  Mullerian  origin 
but  rather  had  a dysontogenic  nature,  being 
derived  from  urogenital  sinus  cells  left  behind 
after  the  embryogenesis  of  the  vulva.^  More 
recently,  Robboy,  et  al  have  again  suggested 
that  these  vulvar  mucinous  cysts  may  be  of 
entodermal  origin  (urogenital  sinus).®  In  a series 
of  vulvas  examined  at  autopsy  and  a clinical 
series  submitted  for  pathologic  examination. 


these  authors  found  small  mucinous  glands  in 
the  vulva  in  approximately  half  of  the  cases 
studied,  and  in  several  instances,  ciliated  epi- 
thelium was  found.  These  authors  point  out 
that  the  urogenital  sinus  gives  rise  to  the  major 
(Bartholin)  and  minor  vestibular  glands  as  well 
as  periurethral  glands.®  This  seems  to  us  to  be 
a more  plausible  explanation  for  mucinous 
cysts  because  of  the  closer  proximate  physical 
location  of  the  entodermally-derived  urogeni- 
tal sinus  to  the  developing  vulva  as  compared 
to  the  Mullerian  duct  system. 

The  cases  reported  here  show  the  numerical 
extremes  of  clinical  manifestation  of  these  mu- 
cinous cysts  with  graphic  clinical  and  pathologic 
photographs  which  clearly  identify  the  large 
number  of  lesions  which  may  present. 
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Although  good,  professional 
relations  between  physicians 
and  the  pharmaceutical  indus- 
try may  contribute  to  improved  patient  care  and 
medical  progress,  various  promotional  activi- 
ties of  the  pharmaceutical  industry  may  subtly 
affect  the  objectivity  of  clinical  judgment  and 
raise  issues  involving  medical  ethics.  The  Coun- 
cil on  Ethical  and  judicial  Affairs,  of  the  Ameri- 
can Medical  Association  ("AMA"),  in  Decem- 
ber, 1 990,  wrote  an  opinion  concerning  gifts  to 
physicians  from  industry  which  has  been  incor- 
porated into  the  AMA's  code  of  ethics  for 
physicians.’ 

Congressional  hearings  were  conducted  back 
in  the  mid-1 970s,  regarding  pharmaceutical  pro- 
motional activities;  with  further  hearings  being 
conducted  recently  by  a Senate  subcommit- 
tee.^ The  recent  Congressional  hearings,  un- 
veiled various  accusations.  Drug  firms  offering 
"frequent  prescription"  programs  and  giving 
"grants"  to  physicians  for  involvement  in  spuri- 
ous research  were  alleged  as  examples  of  inap- 
propriate promotional  activities.  The  scope  of 
possibly  questionable  interactions  between 
physicians  and  pharmaceutical  companies  seek- 
ing to  promote  their  products  is  hard  to  quanti- 
tate. The  pharmaceutical  industry,  however, 
according  to  one  estimate  spends  about  $5 
billion  annually  promoting  drug  products  in 
America.^ 

It  is  important  to  emphasize  that  many  of  the 
promotional  activities  of  pharmaceutical  com- 
panies potentially  serve  a valuable  purpose. 
Someof  the  worthwhile  purposes  are  recounted 
in  two  recent  reports  by  the  AMA's  Council  on 
Ethical  and  Judicial  Affairs.^"^  Subsidies  from 
drug  companies  to  underwrite  some  of  the 
costs  of  professional  meetings  or  continuing 
medical  education  conferences  may  contrib- 
ute, for  instance,  to  improved  patient  care. 

Gift-giving  practices  by  the  drug  industry, 
however,  may  also  at  times  raise  ethical  con- 
cerns. Although  gifts  should  have  no  influence 
on  clinical  decisions,  promotional  perks  in  subtle 


ways  may  influence  medical  practice  decisions.'’ 
Physicians,  for  example,  may  respond  to  gifts 
from  drug  companies  by  being  more  willing  to 
grant  interviews  to  sales  representatives  from 
the  pertinent  companies.  Such  representatives 
may  emphasize  research  findings  supportive  of 
their  products  while  ignoring  or  minimizing  the 
efficacy  of  competing  products.  The  potential 
for  undue  influence  may  be  especially  strong  in 
a situation  where  a drug  company  donates 
money  to  underwrite  the  costs  of  a continuing 
medical  education  conference  or  some  aca- 
demically-sponsored program.  The  company 
involved  may  seek  to  influence  selection  of 
topics  and  speakers,  perhaps  advocating  speak- 
ers who  may  show  bias  in  favor  of  the  company's 
products,  thus  potentially  undermining  the  ob- 
jectivity of  the  conference.^ 

Especially  because  gift-giving  to  physicians  is 
a common  practice  of  the  pharmaceutical  in- 
dustry, and  at  least  some  of  the  gifts  may  have 
undesirable  ethical  ramifications,  it  is  important 
for  the  community  of  physicians  to  closely 
familiarize  themselves  with  the  recently-pro- 
mulgated guidelines  of  the  AMA's  Council  on 
Ethical  and  Judicial  Affairs.  The  guidelines,  in 
substance,  place  various  types  of  gifts,  including 
the  following,  into  the  category  of  unacceptable 
gifts:  cash  payments;  subsidies  to  pay  for  the 
costs  of  travel,  lodging  or  other  "personal"  ex- 
penses of  physicians  attending  conferences  or 
meetings;  and  gifts  with  "strings  attached,"  such 
as  gifts  given  in  relation  to  a physician's  prescrib- 
ing practices.'  If  a company  underwrites  a medi- 
cal conference  other  than  its  own,  responsibility 
for  the  selection  of  faculty,  content  and  materi- 
als should  be  assumed  by  the  organizers  of  the 
conference.' 

Acceptable  gifts  include  the  following:  gifts 
which  "primarily  entail"  a "benefit"  to  patients 
and  which  are  not  of  "substantial  value,"  such  as 
textbooks  and  other  gifts  serving  a "genuine 
educational"  function;  gifts  of  "minimal"  value 
that  are  related  to  the  physician's  work,  includ- 
ing pens  and  notepads;  subsidies  to  underwrite 
the  costs  of  continuing  medical  education  con- 
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ferences  or  professional  meetings;  "reasonable 
compensation"  for  consultants  who  provide 
"genuine  services";  and  scholarships  allowing 
medical  students,  residents  and  fellows  to  at- 
tend educational  conferences,  so  long  as  the 
selection  of  students  is  made  by  the  training 
institution. 

Local  medical  societies,  if  they  have  not  done 
so  already,  should  publicize  the  guidelines 
adopted  recently  by  the  AMA.  Senator  Edward 
Kennedy  has  warned  that  he  will  propose  legis- 
lation intended  to  embellish  the  power  of  the 
Food  and  Drug  Administration  to  police  gift- 
giving practices  of  the  drug  industry  if  the  AMA 
fails  to  show  strict  enforcement  of  the  new 
guidelines.^  The  new  guidelines  will,  hopefully, 


be  well-studied,  and  act  as  a sufficiently  strong 
force  to  stop  all  or  at  least  most  instances  of 
questionable  gift-giving. 
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Statistics  in  medicine  can 
be  used  to  evaluate  the 
success  of  medical  care  or 
indicate  areas  in  which  medical  care  needs  to 
be  improved.  We  can  look  at  our  state  alone  or 
compare  ourselves  to  other  states.  Obviously, 
there  are  multiple  factors  other  than  just  medi- 
cal care  delivered  by  physicians  that  affect  these 
statistics,  i.e.  ethnic  background,  social  eco- 
nomic status,  availability  and  accessibility  of 
medical  care,  the  willingness  of  each  patient  to 
participate  in  their  medical  care,  etc. 

The  Nebraska  Department  of  Health  - Health 
Data  Systems  provided  the  Perinatal  Statistics  of 
this  review.  Data  was  also  obtained  from  the 
new  birth  certificate  forms  and  from  death 
certificates. 


Table  1 indicates  that  live  births  in  Nebraska 
have  remained  fairly  constant,  between  23,81  3 
to  27,335  during  1970  to  1990.  There  is  a 
variation  of  only  3,500  plus  live  births.  Live 
births  with  no  prenatal  care  consistently  have 
been  0.4%  to  0.6%  of  the  total  in  the  last 
decade;  and  data  from  the  1 990  birth  certifi- 
cates shows  that  we  need  to  continue  efforts  to 
encourage  women  to  seek  early  prenatal  care 
(Table  II).  Live  births  to  mothers  under  1 8 years 
of  age  decreased  in  the  last  decade,  showing 
perhaps  education  efforts  in  preventing 
unwedded  pregnancies  have  been  successful. 
Births  out  of  wedlock  have  shown  a steady 
increase,  a sign  of  societal  attitudinal  changes. 

Low  birthweight  births  (1,000  to  2,4999 
grams)  and  very  low  birthweights  (less  than 


TABLE  1 

BY  PLACE  OF  RESIDENCE 
NEBRASKA  PERINATAL  STATISTICS 


Total 

Births 

1970 

25877 

1980 

27335 

1981 

27164 

1982 

26954 

1983 

26254 

1984 

26099 

1985 

25540 

1986 

24425 

1987 

23813 

1988 

23904 

1989 

24205 

1990* 

24362 

Birth 

1000- 

2499 

Weight  (in  grams) 

1640  1427  1355 

1344 

1307 

1294 

1251 

1236 

1210 

1205 

1292 

1173 

% 

6.3 

5.2 

5.0 

5.0 

5.0 

5.0 

4.9 

5 . 1 

5 . 1 

5.0 

5.3 

4.8 

<1000 

146 

106 

132 

140 

121 

104 

105 

111 

99 

116 

111 

114 

% 

0.6 

0.4 

0.5 

0.5 

0.5 

0.4 

0.4 

0.5 

0.4 

0 . 5 

0.5 

0.5 

Births 

% 

with  No  Prenatal  Care 

0.9  0.4  0.4  0.5 

0.5 

0.6 

0.6 

0.5 

0.6 

0.6 

0.5 

0.6 

Births 

with  Mothers  Under  18  Years  of  Age 

# 

1088 

1058 

927 

875 

777 

780 

788 

676 

724 

761 

750 

768 

Births 

Out -of -Wedlock 

# 

2072 

3165 

3260 

3430 

3388 

3645 

3788 

3788 

3999 

4329 

4658 

5048 

Fetal  Deaths 

# 

273 

233 

218 

233 

200 

189 

186 

201 

176 

162 

154 

156 

Neonatal  Deaths 

# 

399 

206 

165 

184 

170 

161 

159 

162 

111 

128 

108 

114 

Infant 

Deaths 

# 

461 

314 

268 

269 

258 

251 

246 

246 

204 

214 

192 

197 

SIDS 

# 

* * 

44 

35 

34 

33 

43 

29 

34 

46 

44 

41 

* * ★ 

♦--1990 

Data  is 

provisional 

**--Not  coded  in  1970. 

*** — Not  available  at  this  time. 


Nebraska  Department  of  Health 
Division  of  Health  Data  Systems 
Mark  Miller,  Data  Coordinator 
(402)  471-0355 
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1,000  grams)  have  remained  fairly  constant 
over  the  last  decade  despite  efforts  to  decrease 
premature  births. 

Data  from  the  1990  birth  certificate  data 
certainly  indicates  that  efforts  to  decrease  drug 
use  during  pregnancy,  especially  tobacco  and 
alcohol,  might  help  to  impact  this  figure  (Tables 
III  & IV).  The  1 990  data  also  shows  considerable 
variation  in  the  incidence  of  prematurity  by  race 
(Table  V). 


Fetal  deaths  for  stillborns  have  shown  a sig- 
nificant decline  over  the  last  two  decades,  prob- 
ably reflecting  improvement  in  our  ability  to 
assess  fetal  well  being,  and  to  intervene  in 
certain  situations. 

The  neonatal  deaths  occurring  between  birth 
and  28  days  of  age  have  shown  a dramatic 
decrease  in  the  last  two  decades,  indicating  the 
improvement  in  neonatal  care.  Of  the  114 
neonatal  deaths  in  1990,  33  were  related  to 


TABLE  II 

BIRTHS  OCCURING  IN  NEBRASKA 
lanuary-December,  1990  (Provisional) 
Trimester  by  Race/Origin 


p 

e 

r 

c 

e 

n 

I 

0 
f 

B 

1 

f 

\ 

h 

s 


First  Second  Third 

Trimester  Prenatal  Care  Began 

I I White  Black  I I Native  American 

Hispanic  1 ...  1 Other 


100 


80  - 

60  - 

40  - 

P 

20  - 

TABLE  III 

BIRTHS  OCCURING  IN  NEBRASKA 
January-December,  1990  (Provisional) 
Birth  Weight  and  Tobacco  Consumption 


Weight  in  Grams/f5^  Births 

<499/35 
500-999/89 
1000-1499/121 
1500-1999/258 
2000-2499/846 
2500-2999/3451 
3000-3499/8799 
3500-3999/7908 
4000-4499/2534 
4500-4999/392 
>4999/57 

0 1 2 3 4 5 6 7 

Mean  Cigarettes  Per  Day  During  Pregnancy 
Nebraska  Department  of  Health,  1991 
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TABLE  IV 

BIRTHS  OCCURING  IN  NEBRASKA 
January-December,  1990  (Provisional) 

Birth  Weight  and  Alcohol  Consumption 

Weight  in  Grams/#  Births 

<499/35 
500-999/09 
1000-1499/121 
1500-1999/257 
2000-2499/840 
2500-2999/3443 
3000-3499/8794 
3500-3999/7906 
4000-4499/2530 
4500-4999/389 
>4999/57 

0 0.05  0.1  0.15  0.2  0.25 

Mean  Drinks  Per  Week  During  Preg 


0.06 

. .V;;V.3..  .33'.3L3.3  ^ o . i e 

..... .33 13. . .1  0.09 

31:333333331]  0.13 
...33.331  0^06 

13333  0.05 
1®3]  0.06 
^3]  0.04 

M ° 


TABLE  V 

BIRTHS  OCCURING  IN  NEBRASKA 
January-December,  1990  (Provisional) 
Birth  Weight  by  Race/Origin  of  Mother 


Birth  Weight 


White  I I Black  Native  American 

^3  Hispanic  1 _ I Other 


Nebraska  Department  of  Health,  1991 


congenital  or  chromosomal  abnormalities  that 
were  incompatible  with  life  and  many  of  the 
other  deaths  were  related  to  extreme  prematu- 
rity. 

Infants  deaths,  those  occurring  between  birth 
and  12  months  of  age,  have  likewise  shown  a 
dramatic  decrease  in  the  last  two  decades, 
mainly  reflecting  the  sophisticated  neonatal  and 
pediatric  care  available  in  the  first  month  of  life. 


Between  28  days  and  1 year  of  age,  the  num- 
bers have  not  changed  significantly  in  the  last 
decade.  The  number  of  SIDS  (Sudden  Infant 
Death  Syndrome)  has  not  changed  significantly 
over  the  last  decade  despite  hundreds  of  thou- 
sands of  dollars  spent  with  home  apnea  moni- 
toring. 

The  Nebraska  Medical  Association  Ad  Hoc 
Maternal  & Child  Health  Committee  has  re- 
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TABLE  VI 

NEBRASKA  BIRTHS  - METHOD  OF  DELIVERY 


(1990  Provisional  Data) 

Vaginal 

Vaginal  after  Previous  C-Section 

Primary  C-Section: 

Classical 

Transverse 

Repeat  C-Section 

Forceps: 

Low 

Mid 

Vacuum 

Not  Classifiable 

TOTAL  BIRTHS  (all  hospitals) 


Percent 

18,998 

77.2 

667 

2.7 

159 

0.6 

..2,718 

11.0 

..  1,899 

7.7 

..  2,328 

9.5 

157 

0.6 

..  1,387 

5.6 

24 

0.1 

24,624 

cently  agreed  with  the  State  of  Health  Depart- 
ment to  conduct  a study  of  maternal  and  infant 
deaths  which  have  occurred  in  Nebraska  since 
january  1 st  of  1 989.  These  studies  will  be  used 
by  the  Nebraska  Medical  Association  Ad  Hoc 
Maternal  & Child  Health  Committee  and  the 


State  Health  Department  for  the  purpose  of 
advancing  medical  education  in  the  interest  of 
reducing  maternal,  infant  and  fetal  mortality  and 
morbidity. Thedata and  the  results ofthestudies 
will  be  published  in  the  Nebraska  Medical  Journal. 
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PRESIDENT'S  PAGE 


PERKY  T.  WILLIAMS,  M.D. 
President.  Nebraska  Medical  Association 


The  various  proposals  on  improving  the  health 
care  insurance  system  and  the  health  delivery 
requirements  are  a fine  example  of  a study  of 
priorities.  Recent  wide-spread  evolution  of  medi- 
cal economics  parallels  societal  evolution,  when 
you  consider  the  relatively  rapid  changes  in  social 
reforms,  the  shift  in  demographics,  and  scientific 
advances.  It  is  no  wonder  medical  economics  and 
insurance  economics  are  vibrant  with  change  and 
experimental  programs. 

There  can  be  no  single  proposal  or  plan  that  is 
perfect,  or  the  best.  Several  solutions  may  be 
found,  each  with  a different  set  of  priorities  or 
variables.  The  state  and  federal  governments  are 
quite  naturally  involved,  especially  in  their  respon- 
sibility of  insuring  health  care  to  indigent  people 
and  in  funding  research  for  progress. 

So  many  of  the  proposals  seem  to  start  off  with 
conclusions  and  then  adapt  data  to  fit.  Realisti- 
cally, however,  only  by  classifying  various  prob- 
lems and  categorizing  them  can  a truly  balanced 
equation  be  found,  and  this  should  be  done 
almost  entirely  outside  the  political  arena.  When 
an  acceptable  equation  is  determined,  the  politi- 
cal process  can  help  formulate  reasonable  solu- 
tions for  all  parties  involved. 

Your  NMA  Committee  on  Health  Planning, 
chaired  by  Doctor  Herb  Reese  and  co-chaired  by 
Doctor  Al  Dvorak,  deserve  your  attention  and 
support.  Their  labors  are  extensive  and  promote 
the  goals  appropriate  for  Nebraska  citizens  and 
our  Association. 

These  goals  as  currently  stated  are: 

1.  To  work  with  or  develop  a coalition  of 
participants  from  multiple  disciplines  inter- 
ested in  health  problems  of  today: 

2.  To  develop  a "grass  roots"  set  of  values  of 
our  citizens  on  health  care  issues  (a  pilot 
project  now  being  initiated  in  Lincoln)  and; 

3.  To  develop  a state-wide  health  policy  based 
on  access,  cost  and  quality. 

This  Committee's  studies  have  been  digesting 
numerous  sources  and  are  leaning  most  heavily 
on  the  Heritage  Foundation  recommendations. 
That  reform  proposal  stands  alone  as  a "market- 
oriented"  approach  being  taken  seriously  by  the 
medical  community,  government  officials,  and 


Perry  T.  Williams,  M.D. 


the  media.  It  emphasizes  tax  credit  for  purchase  of 
private  insurance. 

I would  like  to  call  your  attention  again  to  the 
May  15,  1991,  jAMA  issue  which  was  devoted 
entirely  to  the  issues  of  underinsured  and 
uninsured. 

All  of  the  proposed  plans  share  the  goal  of 
achieving  near  universal  access  to  care  through 
improved  insurance  coverage  of  the  citizens.  It  is 
the  means  to  achieve  this  which  separates  them. 

Historically,  however,  the  greatest  good  and 
highest  health  standards  have  been  a result  of  a 
free  enterprise,  cooperative,  capitalistic  system  of 
economics.  The  majority  of  our  citizens,  some  60 
to  70%,  are  enrolled  in  some  form  of  private 
insurance  program  which  is  based  on  that  prin- 
ciple. It  would  be  ludicrous  to  abolish  or  radically 
change  the  medical  and  insurance  systems  cur- 
rently in  place  under  some  misguided  concepts  of 
improvement.  Cooperative,  rational,  steady,  evo- 
lutionary change  is  the  only  way  to  go.  Coalitions 
of  medicine,  business,  consumers,  insurance, 
economists,  and  a helpful  governmentcan  achieve 
the  goal  of  available,  affordable,  high-quality  health 
care  for  all  of  our  citizens  in  an  equitable  fashion. 

The  Governor's  Task  Force  on  Health  Care  may 
be  the  appropriate  vehicle  to  provide  such  a 
coalition. 
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THE  AUXILIARY 


DONNA  STONE 

President,  Nebraska  Medical  Assoaalion  Auxiliary 


Sixty-five  years  ago  this  past  spring,  225  doc- 
tors' wives  met  for  the  first  time  to  set  goals  and 
objectives  that  involved  each  other  and  the  mem- 
bers of  their  communities  all  over  the  state.  Today 
over  800  physicians'  spouses  continue  the  work 
begun  years  ago  with  expanded  goals  and  pur- 
poses. How  have  we  accomplished  all  this?  By 
believing  that  what  we  do  makes  a difference, 
.without  this,  no  organization  survives! 

However,  believing  that  this  auxiliary  is  the 
most  important  organization  to  which  you  could 
or  should  belong  is  not  the  major  point  I want  to 
make.  This  is  not  the  prime  interest  group  for  many 
physicians'  spouses  and  we  must  realize  that  we 
time-share  with  other  volunteer  organizations 
(schools,  churches,  civic  and  cultural  groups)  that 
impact  ^ our  lives.  We  must  show  members 
(existing  and  potential)  that  the  time  and  effort 
they  expend  to  make  our  auxiliary  bigger  and 
better  will  be  time  and  yes,  money,  well  spent  and 
important  to  them  and  the  practice  of  medicine  in 
the  state  and  country. 

How  do  we  do  all  this?  Many  national  staff  and 
state  members  are  already  hard  at  work  to  provide 
direction  and  information  to  new  and  old  mem- 
bers: 

1.  Our  NMAA  membership  committee  con- 
tinues with  efforts  to  identify  potential  mem- 
bers in  our  state  and  to  provide  home 
addresses  and  phone  numbers  for  better 
communication.  The  Fall  Auxiliary  Meeting 
in  Grand  island  on  September  25th  will 
feature  an  afternoon  workshop  on  mem- 
bership presented  by  Suzanne  Pederson, 
chairman  of  AMA  Auxiliary  membership  com- 
mittee. Please  don't  miss  it! 

2.  Community  health  projects.will  continue  to 
be  major  activities  for  all  of  us.  Determine 
your  community  needs  and  develop  pro- 
grams to  meet  them.  Working  in  coalitions 
can  be  especially  productive  and  often 
prevents  needless  repetition  and  expense. 
The  AMA  Auxiliary  urges  the  continuation 


of  programs  regarding  adolescent  health. 
Shape  Up  for  Life  and  has  also  launched  a 
three-step  program  to  combat  family  vio- 
lence. This  program  stresses  educating  the 
public,  supporting  victims  and  providing 
physicians  with  resources  for  their  patients 
who  are  victims  of  family  violence.  The 
effort  is  part  of  a broader  AMA  anti-violence 
program  now  being  developed.  On  Octo- 
ber 21  st  there  will  be  a workshop  on  "Chil- 
dren and  Television  Violence:  A Challenge 
for  Parents  and  Professionals"  sponsored  by 
the  Nebraska  Media  Violence  Committee 
and  the  Nebraska  Chapter  of  the  American 
Academy  of  Pediatrics.  It  will  be  held  on  the 
Doane  College  campus  in  Crete,  Nebraska. 
(More  information  is  printed  in  the  Fall  Issue 
of  Auxiliary  Newsletter)  Please  give  strong 
consideration  to  attending  this  timely  work- 
shop. You  will  also  be  hearing  more  about 
an  NMAA  Health  Projects  Committee  re- 
quest to  make  February  1992  Women's 
Health  Issues  Month  — a time  to  present  a 
community  information  program  to  high- 
light heart  disease  in  women,  osteoporosis, 
significance  of  mammography  or  any  of  the 
issues  that  affect  the  women  of  today. 

3.  Legislative  activities  will  continue  to  be  a 
significant  focus  for  us  and  we  will  maintain 
our  efforts  to  keep  everyone  informed  about 
issues  that  impact  medicine  on  a commu- 
nity, state  and  national  level. 

If  this  sounds  like  a lot  of  work  it's  because  it  is 
a lot  of  work,  but  we  can  do  it  if  we  believe  we  can. 
With  these  beliefs  we  will  build  friendships  within 
and  without,  we  will  build  an  even  better  working 
relationship  with  our  medical  spouse  organiza- 
tions, we  will  build  creditability  in  our  communi- 
ties as  a group  concerned  with  making  life  better 
for  all  of  us  and  we  will  build  membership  in  an 
organization  that  believes  it  can  make  a difference 
only  because  each  member  believes  it! 

I am  looking  forward  to  many  personal  visits 
with  you  throughout  the  year.  Good  Luck! 
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IN  MEMORIAM 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


JAMES  F.  STANOSHECK,  M.D.  — (Born  August 
27,  1937  - died  July  27,  1991)  Medical 
Specialty  — Internal  Medicine.  Doctor 
Stanosheck  was  a graduate  of  Creighton 
University  School  of  Medicine  in  1962  and 
practiced  in  Omaha.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association.  Doctor  Stanosheck 
is  survived  by  his  wife,  Paulette;  sons,  Mat- 
thew, Christopher  and  Jeremy;  daughters, 
Laura  and  Amy;  and  mother,  Elizabeth,  all  of 
Omaha. 


WELCOME  NEW  MEMBERS 


John  W.  Bruckner,  III  M.D. 
915  lorn  Road 
Papillion,  NE  68128 

Douglas  J.  Campbell,  M.D. 
718  South  19th  Street 
Blair,  NE  68008 

Thelma  A.  Gale,  M.D. 

31  St  & Central  Ave. 
Kearney,  NE  68847 

Richard  Jay,  D.O. 

71  5 N.  Brown 
Alma,  NE  68920 


Charles  E.  Flohr,  M.D. 
2820  Applewood  Road 
Gering,  NE  69341 

Andrew  M.  Saw,  M.D. 

15  W.  31st  St. 

Kearney,  NE  68847 

Jose  A.  Nader,  M.D. 

659  N.  Orleans  Dr. 
Grand  Island,  NE  68803 

Edward  P.  Raines,  M.D. 
1919  S.  40th  St.,  #300 
Lincoln,  NE  68506 
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COMING  MEETINGS 


COLLEGE  OF  MEDICINE 
ALUMNI  ASSOCIATION 

JOHN  S.  LATTA  CENTENNIAL  LECTURESHIP- 
Thursday,  September  1 7, 1 991 , 1 2:00  Noon, 
Wittson  Hall  Amphitheater,  University  of 
Nebraska  Medical  Center,  Omaha.  Dr. 
Donnall  E.  Thomas  of  the  Fred  Hutchinson 
Cancer  Research  Center,  Seattle,  Washing- 
ton, will  be  the  speaker.  Dr.  Thomas  was  a 
1 990  Nobel  Prize  Winner  for  his  research  on 
bone  marrow  transplants.  Everyone  welcome. 

UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  ASSOCIATION  - All 
Alumni  Reception  in  Omaha,  Friday,  Novem- 
ber 1,  1991,  6:00-7:00  p.m.,  Marriott  Hotel, 
Regency,  in  conjunction  with  the  College  of 
Medicine  Reunions.  Cash  Bar.  All  alumni, 
spouses,  faculty  and  friends  are  cordially 
invited.  Classes  ending  in  "6"  and  "1"  will  be 
holding  reunions  in  Omaha,  November  2 
and  3,  1991.  The  Fifty-Year  Plus  Group  will 
also  be  meeting. 


UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

OCTOBER  1 5 & 1 6,  1 991  - 27th  Annual  Post- 
graduate Symposium  on  Medicine  and  Reli- 
gion, Rites  of  Passage  and  Rights  in  Passage: 
Caring  for  America's  Children,  Sponsor,  Uni- 
versity of  Kansas  Medical  Center,  Battenfeld 
Auditorium;  University  of  Kansas  Medical 
Center,  Kansas  City,  Kansas,  TBA,  13  AMA 
Category  1,  TBA  AAFP  Prescribed,  15  CNE 
(Nursing),  13  Clergy,  13  CEU  Pschologists, 
TBA  Social  Workers. 

For  more  information  contact  Monica  Scheierman,  Univer- 
sity of  Kansas  Medical  Center,  Office  of  Continuing  Educa- 
tion/SCI 00,  Rainbow  and  Olathe  Blvds.,  Kansas  City,  KS 
66103  or  phone  91 3/588-4490. 


CREIGHTON  UNIVERSITY 
CME  CONFERENCES 

SEPTEMBER  1 7, 1 991  —Termination  of  Medical 
Treatment;  Legal  & Ethical  Considerations  in 
LongTerm  Care,  Holiday  Inn  Central,  Omaha, 
Nebraska. 

OCTOBER  10,  1991  — Thomas  Timothy  Smith 
Lecture,  Boys  Town  National  Research  Hos- 
pital Auditorium,  Omaha,  Nebraska. 

OCTOBER  1 8-1 9,  1 991  — Foot  and  Ankle  Care 
for  the  Primary  Physician,  Marriott  Hotel, 
Omaha,  Nebraska. 

OCTOBER  24,  1991  — Update  in 

Ultrasonography,  Holiday  Inn  Central, 
Omaha,  Nebraska. 

OCTOBER  25-26,  1 991  — Sixth  Annual:  A Day 
With  The  Perinatologists,  Holiday  Inn  Cen- 
tral, Omaha,  Nebraska. 

NOVEMBER  9-1 0, 1 991  — Second  Annual:  New 
Drugs  and  Technology  for  the  Perioperative 
Period,  Marriott  Hotel,  Omaha,  Nebraska. 

DECEMBER  7,  1991  — Urology  Conference, 
Marriott  Hotel,  Omaha,  Nebraska. 

The  contact  person  for  these  courses  is  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street,  Omaha,  NE  68178. 

SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha;  Nebraska. 

DISTINGUISHED  LEGTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics,  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 
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MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical 
Education  Division,  Omaha,  Nebraska  68178-0072, 
1-800-548-CMED  or  1-402-280-1830. 


UNIVERSITY  OF  NEBRASKA 
CONTINUING  MEDICAL  EDUCATION 

SEPTEMBER  16-17,  1991  — Advanced  Trauma 
Life  Support,  UNMC  Campus. 

SEPTEMBER  1 8-1 9, 1 991  — Pediatric  Advanced 
Life  Support  (PALS),  UNMC  Campus. 

SEPTEMBER  20,  1 991  — Advanced  Cardiac  Life 
Support  Renewal  course,  UNMC  Campus. 

OCTOBER  1-2,  1 991  — Advanced  Cardiac  Life 
Support,  UNMC  Campus. 

OCTOBER  4,  1 991  — Pain  Update  Conference, 
UNMC  Campus. 

OCTOBER  5,  1991  — Hands-on  Workshop  on 
Stereotaxis,  UNMC  Campus. 

OCTOBER  17-18,  1991  — Pediatric  Advanced 
Life  Support , UNMC  Campus. 

OCTOBER  20-26, 1991  —Emergency  Medicine 
Review,  UNMC  Campus. 

OCTOBER  25-26,  1991  — Dilemmas  in  Organ 
Transplantation,  (Nebraska-Dartmouth  Eth- 
ics Conference),  Red  Lion  Inn,  Omaha,  Neb- 
raska. 

OCTOBER  28,  1991  — Advanced  Cardiac  Life 
Support  Renewal  Course,  UNMC  Campus. 

OCTOBER  29,  1991  — Advanced  Cardiac  Life 
Support  Instructor  Course,  UNMC  Campus. 

NOVEMBER  1 4-1  5,  1991  — Advanced  Cardiac 
Life  Support,  UNMC  Campus. 


NOVEMBER  15,  1991  — Gynecologic  Malig- 
nancies, Red  Lion  Inn,  Omaha,  Nebraska. 

NOVEMBER  1 8, 1 991  — Advanced  Cardiac  Life 
Support  Renewal  Course,  UNMC  Campus. 

DECEMBER  5-7, 1 991  — Advanced  Trauma  Life 
Support,  UNMC  Campus. 

DECEMBER  5-8,  1991  - Nebraska  OB-GYN 
Society  Scientific  Session,  Bally's,  Las  Vegas, 
Nevada. 

DECEMBER  10-11,  1991  — Advanced  Cardiac 
Life  Support,  UNMC  Campus. 

FEBRUARY  1-4,  1992  — 10th  Annual  Park  City 
Multidisciplinary  Eye  & Facial  Plastic  Surgery 
Conference,  Park  City,  Utah. 

MARCH  8-13,  1992  - ENT  Ski  Conference, 
Keystone,  Colorado. 

MARCH  23-APRIL  4,  1992  — Family  Practice 
Review,  UNMC  Campus. 

APRIL  27-MAY  8,  1992  — Family  Practice  Re- 
view, UNMC  Campus. 

jUNE  4-5, 1 992—41  st  Annual  OB-GYN  Confer- 
ence, UNMC  Campus. 

JUNE  12-13,  1992  — Merck  Sharp  & Dohme 
Program,  Mahoney  State  Park. 

*SEPTEMBER  21-26,  1992  — Emergency  Medi- 
cine Review,  UNMC  Campus. 

*OCTOBER  12-17,  1992  — Emergency  Medi- 
cine Review,  UNMC  Campus. 

NOVEMBER  12-13,  1992  — Student  Research 
Forum  '92,  UNMC  Campus. 

*Tentative 


ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrantand  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
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scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PC's  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600 South  42nd  Street,  Omaha,  Nebraska  68 1 98- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 
Lincoln. 


MAYO  FOUNDATION 

SEPTEMBER  26-27,  1991  - Annual  Mayo  Clinic 
U pdatein  Hepatology,  Rochester,  Minnesota, 
Contact:  Postgraduate  Courses,  Section  of 
Continuing  Education,  Mayo  Foundation, 
Rochester,  MN  55905,  Phone:  (507)  284- 
2509  or  Toll  Free  800-323-2688. 

OCTOBER  12,  1991  — Pulmonary  Update  for 
Primary  Care  Physicians,  Rochester,  Minne- 
sota. 

OCTOBER  20,  1991  — ENT  for  Primary  Care 
Physicians,  Rochester,  Minnesota. 

NOVEMBER  2-3,  1991  — 1991  Gynecologic 
Review  for  Primary  Care  Physicans,  Roches- 
ter, Minnesota. 

MAYO  SYMPOSIUM  ON  SPORTS  MEDI- 
CINE — November  8-9,  1991,  Rochester, 
Minnesota,  Contact:  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo 
Foundation,  Rochester,  MN  55905,  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 

MARCH  13-18,  1992  — Neurology  in  Clinical 
Practice,  Captiva  Island,  Florida. 

For  more  information  contact  Postgraduate  Courses,  Sec- 
tion of  Continuing  Education,  Mayo  Foundation,  Rochester, 

MN  55905,  Phone  (507)  284-2509  or  Toll  Free  800-323-2688. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 

59TH  ANNUAL  POSTGRADUATE  ASSEM- 
BLY — Omaha  Mid-West  Clinical  Society,  Octo- 
ber 31,  November  1 & 2,  1991  (Thursday, 
Friday  and  Saturday)  Red  Lion  Inn,  Omaha. 

For  information  please  contact:  Miss  Lorraine  Seibel, 
Executive  Secretary,  Omaha  Mid-West  Clinical  Society, 
7363  Pacific  Street,  H205-B,  Omaha,  Nebraska  68114. 
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AUDIO-DIGEST  INVITES  YOU  TO . . . 

Try  One  On  Us! 

Discover  what  Audio-Digest  is  all  about.  Why?  Because  we  want  you  as  a subscriber  — 
and  what  better  way— than  for  you  to  experience  an  actual  Audio-Digest  postgraduate 
medical  program?  So  the  tirst  issue  is  on  us.  And  here’s  what  you  get. 

Current  clinical  information  — recorded  live  from  major  medical  sessions— months 
ahead  of  printed  publication  • meticulous  electronic  fine  editing  • valuable  accompany- 
ing printed  reference  materials  • two  hours  Categor>’  1 credit  for  ever\'  one-hour  program 
toward  the  AMA's  Physician's  Recognition  Award  and  additional  credit  where  designated 
by  qualified  boaids  and  a.ssociations  • tax  deductible  eligibility. 

Check  the  FREE  issue  you’d  like— no  strings  attached 

□ Anesthesiology  - Tojyks  in  Pain  Management 

□ Emergency  Medicine— your  EMS  System:  Are  you  Prepared? 

□ Family  Practice— //ii?/;  Blood  Pressure 

□ *Gastroenterology— 17/ fioard  Review 
n General  Surgery— Cr//iica/  Issues  in  Intensive  Care 

□ Internal  Medicine—  7Vra//«g  and  Preventing  Hypertension 

□ Obstetrics/Gynecology— .'trd/h/o/ic  Update 

□ Ophthalmology— WcH  cr  Ideas  in  Glaucoma 
n *Orthopaedics— //Cjun/r/«i7  the  Hand  and  Wrist 

□ Otolaryngology  — Focm5  o«  the  Sinuses 

□ Pediatrics— .4 K Hour  with  Sydney  S.  Gellis:  Recent  Clinical  Advances 

□ Psychu&try— Manifestations  and  Management  of  Anxiety 

□ *Urology— Prosta/c  Cancer:  A Progress  Report 

*Gastroenterology.  Orthopaedics  and  Urology  are  once-a-rnonth  issues.  All  other  specialties 
are  twice-a-month  issues.  NEW  SUBSCRIBERS  ONEY 

□ I'm  already  sold.  Please  rush  me  the  FREE  cassette  I’ve  checked  above  as  follows; 

□ For  7 months,  14  issues,  enclosed  is  my  check  for  $49.00 

□ For  7 months,  7 issues,  enclosed  is  my  check  for  $24.50 
Place  in  envelope  and  mail  (be  sure  to  list  your  name,  address  and  telephone 
number). 


Call  Toll-Free:  1-800/423-2308 

FAX  Your  Order:  1-800/845-4375 
(24  Hours) 

If  you  call,  please  refer  to  the  Nebraska 
Medical  Association  Code  # 8510 

Audio-Digest  Foundation* 

A Son-Profit  Subsidiary  of  the  California  Mediral  Association 

1577  East  Che\y  Chase  Drive 
Glendale,  California  91206 
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Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney: 
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NMA  BOARD  OF  DIRECTORS 
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Chris  C.  Caudill,  M.D.,  Secretary-Treasurer Lincoln 
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Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Joseph  E.  Stitcher,  M.D Lincoln 

John  C.  Wilcox,  M.D Aurora 
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SCIENTIFIC  SESSIONS  COMMITTEE 


Sushil  S.  Lacy,  M.D.,  Chairman  Lincoln 

David  L.  Bacon,  M.D Kearney 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  J.  Fitzgibbons,  Jr.,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Charles  D.  Gregorius,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 


COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 


Steven  A.  Schwid,  M.D.,  Chairman Omaha 

John  B.  Byrd,  M.D.,  J Neligh 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

David  R.  Little,  M.D., Hastings 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D.,  Lincoln 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D., Kearney 


COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 


Allen  D.  Dvorak,  M.D.,  Chairman Omaha 

Ronald  W.  Klutman,  M.D,  Vice-Chairman Columbus 

Judith  A.  Butler,  M.D Superior 

Robert  M.  Cochran  II,  M.D Omaha 

Donald  A.  Dynek,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Michael  J.  Germer,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

D.  G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

James  N.  Shreck,  M.D North  Platte 

Jeffrey  L.  Susman,  M.D Omaha 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman  Omaha 

Joel  T.  Johnson,  M.D., Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Willis  L.  Wiseman,  M.D Wayne 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairman  Omaha 

David  L.  Bacon.  M.D Kearney 


Warren  G.  Bosley,  M.D Grand  Island 

George  W.  Orr,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman Omaha 

Ronald  L.  Asher,  M.D., North  Platte 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Donald  A.  Dynek,  M.D Lincoln 

Richard  O.  Forsman,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Y.  Scott  Moore,  M.D Lincoln 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Patrick  E.  Clare,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

F.  William  Karrer,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairman Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairman  Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Craig  A.  Bassett,  M.D Omaha 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

George  W.  Orr,  M.D Omaha 

Richard  P.  Perkins,  M.D Omaha 

Carl  V.  Smith,  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

Clarence  Davis,  Jr.,  M.D Osceola 

Jaime  L.  Frias,  M.D Omaha 

Robert  M.  Nelson,  M.D Omaha 

James  M.  Plate,  M.D Kimball 

Jon  A.  Vanderhoof,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman Lincoln 

Judith  A.  Butler,  M.D.,  Superior 

Dale  W.  Ebers,  M.D Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Roger  A.  Jacobs,  M.D Seward 

Ronald  W.  Klutman,  M.D Columbus 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Carl  J.  Troia,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R.  Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R.  Jones,  M.D Lexington 

George  Sullivan,  R.P.T Lincoln 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 
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NMA  PRO  OVERVIEW  COMMITFEE 


Herbert  A.  Hartman,  Jr.,  M.D.,  Chairman Omaha 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  C.  Doolittle,  M.D Holdrege 
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C.  T.  Frerichs,  M.D Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  LOW  LEVEL 
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Merton  A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Albert  R.  Frank,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Ernest  O.  Jones,  Ph.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairman  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Thomas  F.  Eastman,  M.D Scottsbiuff 

Stuart  P.  Embury,  M.D Holdrege 

John  J.  Hoesing,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbiuff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairman Lincoln 

David  A.  Bigler,  M.D Lincoln 

David  E.  Borg,  M.D Falls  City 

William  C.  Bruns,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 
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Herbert  A.  Hartman,  Jr.,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairman Lincoln 

Robert  F.  Shapiro,  M.D.,  Vice-Chairman Lincoln 
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Richard  A.  Blatny,  M.D Fairbury 
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Robert  D.  Harry,  M.D Lexington 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  O.  Martin,  M.D Ord 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A,  Raymond,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

Milton  C.  Zadina,  M.D Columbus 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 
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Glen  F.  Lau,  M.D.,  Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 
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F.  William  Karrer,  M.D.,  Chairman Omaha 
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John  H.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Scott  G.  Rose,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 


AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 


Kevin  D.  Nohner,  M.D.,  Chairman Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

Verlin  K.  Janzen,  M.D., Nebraska  City 

Tamara  R.  Johnson,  M.D., Cambridge 

Michael  J.  McGahan,  M.D Lincoln 

Marjorie  J.  Mellor,  M.D Central  City 

Kirk  B.  Mufny,  M.D Omaha 

Timothy  P.  O'Holleran,  M.D North  Platte 

Edward  P.  Raines,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Bidder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky,  M.D Norfolk 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

John  J.  Hoesing,  M.D.,  Chairman  Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Paul  J.  Nelson,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

John  F.  Riedler,  M.D Omaha 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen,  M.D.,  Chairman Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

NMAA^REIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMAAJNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  W.  Klutman,  M.D Columbus 

David  R.  Little,  M.D Hastings 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairman  Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer Lincoln 

John  I.  Cherry,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Mrs.  Richard  Jirovec Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbiuff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  Robert  Osborne Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone  Lincoln 

Charles  S.  Wilson,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1 51 2 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 
308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

William  J.  Lawton,  M.D.  Agnes  Gomes,  M.D. 

Stanley  F.  Nabity,  M.D.  OBSTETRICS -GYNECOLCXjY  Karen  M.  Higgins,  M.  D. 
Barton  D.  Urbauer,  M.D.  VYilliam  Gomes,  M.D.  Larry  J.  Marshall,  M.D. 

INTERNAL  MEDICINE  John  P.  Reilly,  M.D.  SURGERY 

William  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-90 


LINCOLN,  cont 


NEBRASKA  HEART  INSTITUTE 

Supports  The 

Nebraska  Medical  Association 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  George  Papanicolaou,  M.D. 

R.  Kent  Jex,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-90 


LINCOLN 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
SURGERY  OF  TRAUMA 
GENERAL  SURGERY 
COLON  & RECTAL  SURGERY 
All  Board  Certified  by  American  Board  of  Surgery 
PAUL  E.  COLLICOTT,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

CHESTER  N.  PAUL,  M.D.,  FACS  LOUIS  J.  GOGELA,  JR.  M.D.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  68510 
Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462  n.go 


□■■■■■  CONSULTATIVE 

nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/ Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


NEBRASKA  HEART  INSTITUTE 

Supports  the 

Nebraska  Medical  Association 


Cardiology  Consultants,  P.C. 


Walt  F.  Weaver 
Dale  A.  Hansen  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 


(402)489-6554  or  1-800-MED-LINC 

11-90 


pathology 

medical 

services 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D 
JOHN  H.  CASEY,  M D. 
DEBORAH  K.  DAVIDSON.  D O. 
MICHAELJ.  DUGGAN.  M.D. 

DONALDA.DYNEK.M.D. 
GEORGE  E.GAMMEL,  M.D. 
ORINR.  HAYES.  M.D. 
DAVID  L.KUTSCH,  M.D. 
STEFFAN  R.  LACEY,  M D 
MATTHIAS  I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
AINAI.SILENIEKS.M  D. 
ROBERTF.  SHAPIRO.  M.D. 

DANIELJ.TILL,  M D 
LARRY  0.  TOALSON,  M O 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053OT800/742-7414  6-9i 
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OMAHA  "1 

S 


Filkins  F'ye  Consultants 


Diseases  And 
Surgeiy  of  the  Kye 


434  The  DiKtors  Building 
4239  Farnam  Street 
Omaha,  NE  68131 
402/559-2020 

237  Eighty-One  Eleven 
Medical  Center 
8111  Dodge  Street 
Omaha,  NE  68114 
402/390-8100 


John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  GrilTiths,  M.D. 

Jeffery  J.  Hottnian,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D.  n.90 


OMAHA,  cont. 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4640  ‘F‘  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402  731-4145 
WATS:  800  642-1117 


c.A.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


7441  -O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
1-91  PHONE:  402-488-7710 


ONCOLOGY  ASSOCIATES,  P.C. 

DODGE  PROFESSIONAL  CENTER 
8601  West  Dodge  Road  — Suite  1 8 
Omaha,  Nebraska  68114 

HERBERT  A.  HARTMAN,  JR.,  M.D.,  FACP 

Medical  Oncology  & Hematology 

Office  Phone:  Home  Phone;  Dial  M.D. 

(402)  391  -1 922  (402)  551  -7364  (402)  390-6786 

11-90 
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OREGON  TRAIL  EYE  CLINIC 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


329  West  40th  Street 
Scottsbiuff,  Nebraska  69361 


1.  SCOnSBLUFF 

(308)635-3911 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


Phone:  (308)  635-391 1 

Day  or  Night 


8.  OGALLALA 

(308)284-4011 

9.  SIDNEY 

(308)  635-3911 


10.  KIMBALL 

(308)635-3911 
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Physicians’  Classified 


Adverlisements  in  this  column  are  run  at  the  rale  of  $1 5.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  25  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  |OURNAL,  1512  FirsTier  Bank 
Building,  Lincoln,  NE  68508. 


FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving,  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

FAMILY  PRACTICE-HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY  — Dynamic  growth-ori- 
ented hospital  in  beautiful  North  Central  Wis- 
consin is  seeking  Family  Physicians  to  join  a 
growing  practice  in  a new  facility.  The  adminis- 
trative burdens  of  medical  practice  will  be  mini- 
mized in  this  hospital-managed  clinic.  The  hospi- 
tal has  committed  to  an  income  and  benefit 
package  which  is  significantly  higher  than  similar 
opportunities.  Package  includes  base  income, 
incentive  bonus,  malpractice,  disability,  signing 
bonus  and  student  loan  reduction/forgiveness 
program.  All  relocation  costs  will  be  borne  by 
the  hospital.  Please  contact  Kari  Wangsness, 
Associate,  The  Chancellor  Group,  Inc.,  France 
Place,  Suite  920,  3601  Minnesota  Drive,  Bloom- 
ington, Minnesota,  55435.  (612)  835-5123. 

FAMILY  PRACTICE  AND  INTERNALMEDICINE 
— We  are  growing,  20  physician  multi-specialty 
clinic  seeking  BC/BE  physicians.  Guaranteed  first 
year  salary  with  incentive  program,  signing  bo- 
nuses, and  excellent  fringe  benefit  package.  Lo- 
cated in  Southeastern  Minnesota,  Austin  is  a pro- 
gressive community  of  23,000  with  public  and 
parochial  schools  and  an  excellent  higher  educa- 
tion system.  Call  or  send  CV  to  Richard  Graber, 
Administrator,  Austin  Medical  Clinic,  P.A.,  1000 
1 St  Drive  NW,  Austin,  MN  55912.  507-433-7351 . 

EXCEPTIONAL  OPPORTUNITY  AT  BLUE 
CROSS  AND  BLUE  SHIELD  OF  NEBRASKA  - Our 
Medical  Director  has  decided  to  retire,  and  we  are 
looking  for  a physician  with  at  least  fifteen  years 
experience,  preferably  in  Internal  Medicine  or  Fam- 
ily Practice  to  help  develop  and  guide  our  corporate 
medical  policies.  Our  environment  is  fast-paced, 
competitive,  and  rapidly  changing.  Interested  can- 
didates should  see  themselves  as  leaders,  capable 
of  interacting  with  our  medical  community  as  well 
as  business  and  legislative  leaders.  We're  looking 
for  a doctor  with  vision,  business  savvy,  and  exten- 
sive knowledge  of  medical  issues  as  well  as  an 
understanding  of  our  current  health  care  environ- 
ment. Candidates  with  impeccable  medical  track 
records  and  business  experience  should  call  Micki 
Baldino,  Sr.  Vice  President,  Human  Resources, 
Omaha  390-1813.  We  are  an  equal  opportunity 
employer  M/F. 


KANSAS/MISSOURI  — Emergency  Medical  Ser- 
vices, Inc.,  (EMS),  the  leader  in  providing  Kansas 
City  with  quality  emergency  medicine,  is  currently 
seeking  primary  care  and  ABEM  certified  and  pre- 
pared physicians  for  excellent  full-time  and  part- 
time  opportunities  in  emergency  medicine.  Facili- 
ties range  from  3,000  to  20,000  patients  visits  per 
year.  Originating  in  1975,  our  unique  philosophy 
has  gained  us  the  confidence  and  trust  of  our  client 
hospitals,  enabling  us  to  provide  them  with  quality 
emergency  medicine  care  for  1 5 consecutive  years. 
For  more  information  regarding  these  excellent 
opportunities,  please  contact  Judith  M.  Iggens,  Phy- 
sician Recruiter  at  Emergency  Medical  Services, 
Inc.,  3101  Broadway,  Suite  1000,  Kansas  City, 
Missouri  64111;  (800)821-5147. 

OCCUPATIONAL  MEDICINE  OPPORTUNITY 
— Opportunities  available  for  permanent  part-time 
positions  in  occupational  medicine  in  the  Kansas 
City  metropolitan  area.  Responsibilities  include 
pre-employment  screenings,  periodic  evaluations 
and  evaluation  and  treatment  of  work  related  inju- 
ries. Previous  experience  in  occupational  medicine 
is  desirable,  however,  training  in  general  surgery, 
orthopedic  surgery,  internal  medicine  or  family 
practice  may  be  acceptable.  Because  this  is  a part- 
time  position,  we  are  looking  for  a physician  inter- 
ested in  having  scheduling  flexibility  to  ensure  the 
maximum  use  of  your  spare  time  for  those  impor- 
tant "extra  curricular"  activities.  If  you  are  interested 
in  these  positions,  please  contact  Judith  M.  Iggens, 
Professional  Relations,  3101  Broadway,  Suite  1000, 
Kansas  City,  Missouri  641 1 1 ; (800)  821-5147. 

ARE  YOU  SEEKING  A POSITION  IN  NEONA- 
TOLOGY, ORTHOPEDICS,  DERMATOLOGY, 
ALLERGY,  RADIOLOGY,  OR  GENERAL/VASCU- 
LAR SURGERY?  — We  have  openings  in  Ohio, 
Michigan,  Missouri,  Wisconsin,  and  Nebraska. 
Attractive  guarantees  and  benefit  packages.  Single 
or  multi-specialty  groups,  to  discuss  your  practice 
preferences  and  these  opportunities  please  call 
our  toll-free  number,  1 -800-243-4353  or  send  your 
CV  to  Slrelcheck  & Associates,  Inc.;  1 0624  N.  Port 
Washington  Road;  Mequon,  Wl  53092. 

BLUE  CROSS  AND  BLUE  SHIELD  OF  NEBRASKA 
HAS  IMMEDIATE  OPENINGS  — For  physicians  to 
work  one  afternoon  a week  (four  hours)  in  our 
medical  review  area.  Internal  Medicine,  Family  Prac- 
tice, or  General  Surgery  specialties  preferred.  For 
more  information,  call  Micki  Baldino,  Sr.  Vice  Presi- 
dent, Human  Resources,  Omaha,  390-1813. 
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INTERNAL  MEDICINE  AND  OBSTETRICS-GY- 
NECOLOGY PRACTICE  OPPORTUNI  LIES  - Rural 
lake  country  community  is  seeking  tEie  above  prac- 
titioners to  join  an  active  1 4 pEiysician  multispecialty 
group.  Quality,  comfortable  living  environment, 
multiple  recreational  activities,  fine  educational 
opportunities  and  cultural  activities  abound.  Op- 
portunity includes  relaxed  call,  liberal  salary  and 
exceptional  benefits.  Send  curriculum  vitae  or  in- 
quiries to:  Lake  Region  Clinic,  P.C.,  Attention:  Joel 
Rotvold,  P.O.  Box  1 TOO,  Devils  Lake,  ND  58301, or 
call  collect  at  (701)  662-2157  for  further  informa- 
tion. 


ADVERTISER’S  INDEX 
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Clarkson  EHospital 4 
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University  of  Nebraska  Medical  Center 19 


FAMILY  PRACTICE,  OB-GYN,  AND  INTERNAL 
MEDICINE  — Positions  are  available  in  a variety  of 
settings  from  Central  Ohio,  through  Michigan, 
Indiana,  Wisconsin  and  Illinois  to  the  rolling  plains 
of  Kansas.  Single  or  multi-specialty  groups  or  solo 
with  call  coverage.  Attractive  guarantees  and  ben- 
efits. For  more  information  please  contact  our  toll 
free  number,  1-800-243-4353,  or  send  your  CV  to 
Slrelcheck  & Associates,  Inc.;  10624  N.  Port  Road; 
Mequon,  Wl  53092. 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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SUSTAINED-RELEASE  CAPLETS 


Address  medical  incjuiries  to: 
G.D.Searie&Co. 

Medical  S Scientific 

Inlormathn  Department 
4901  Searie  Parkway 
Skokie,  IL  60077 
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Our  reputation  depends  on 
our  exceeding  your 
expectations. 


Your  reputation  depends  on  a strong 
defense. 


Only  the  lawyers  in  our  firm  who 
specialize  in  medical  liability  represent 
doctors  insured  by  The  St.  Paul.  And, 
throughout  Nebraska,  only  the  most 
experienced  law  firms  work  for  you. 

Our  work  is  to  protect  your 
professional  reputation. 

You  expect  your  insurer  to  spare  no 
expense  in  protecting  and  defending 
your  reputation. 

You  will  find  The  St.  Paul's  claim 
representative  understands  the 
complexities  of  your  situation  as  well 
as  your  profession. 

Your  practice  and  your  reputation 
deserve  protection  from  a company 
with  more  than  $12  billion  in  assets. 

Call  your  independent  insurance 
agent  representing  The  St.  Paul. 

Or  call  Robert  Slaughter,  Vice 
President  and  General  Manager  in 
The  St.  Paul's  Omaha  Service  Office 
at  (402)  330-5400  or  1-800-642-8430. 


IStftuI 


Emil  Sodoro,  Sodoro,  Daly  and  Sodoro 


St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability  affiliates.  Saint  Paul,  Minnesota  55102 


lUHEN  SECONDS  COUNT...  ¥ 


Cardiovascular 
Center  Responds 

One  of  tlie  area’s  premier  facilities  for  emergency  care  and  treatment  of 
heart  and  vascular  disease,  Methodist  Cardiovascular  Center  provides  fast, 
efficient,  comprehensive  care  for  cardiovascular  patients.  Available 
diagnostic  and  treatment  services  include: 


Chest  Pain  Team  at  Methodist 
Emergency  Department 

A select  group  of  doctors  and  nurses  with 
experience  and  expertise  respond  quickly 
and  efficiently  to  cardiovascular  emergen- 
cies. Within  minutes  they  can: 

V diagnose  a heart  attack 

V intervene  medically 

V perform  emergency  angioplasty 
or  surgery 

Comprehensive  Treatment  and 
Diagnostic  Services 

Tlie  Cardiovascular  Center  offers  the 
late.st  high-tech  diagnostic  and  treatment 
services,  including: 

V laser  and  other  atherectomy 
¥ angioplasty 

¥ color  doppler  echocardiogiaphy 
¥ tlirombolytic  dmg  treatment 
¥ treadmill  stress  testing  with  or  without 
SPECT  scamring 
¥ infarct-avid 

¥ Holter  moiritor  electrocardiogi’am 
recording  and  analysis 
¥ comprehensive  angiography 
¥ rest  and  exercise  ventricular  function 
.studies 


Cardiovascular  Fitness  Program 

The  Cai’diac  Company  offers  fitness  pro- 
grams to  people  who  have  suffered  heart 
attacks,  have  a medical  histoiy  of  cardio- 
vascular problems  or  family  hi.story  of 
cardiovascular  disease.  Supeivised  by  a 
team  of  medical  experts,  the  outiratient 
program  features: 

¥ a comprehensive  health  and  physical 
fitness  analysis 

¥ individual,  supenised  exercise 
programs  with  continuous  cardiac 
monitoring  and  analysis 
¥ risk  factor  counseling  with  educational 
.seminars 

¥ a support  group  with  social  events 


MEIHODISr  ^ 

OU«DIOV&^SCULAR 

CENTER 

Specializing  in  Cardiac  and 
Peripheral  Vascular  Care 

8303  DODGE  STREET 
OMAHA,  NEBRASKA  68114 


STEREOTACTIC 

RADIOSURGERY 

AT  CLARKSON  HOSPITAL 


STEREOTACTIC  RUIIOSlRGERy 

Stereotactic  radiosurgery  has  proved  remark- 
ably successful  for  patients  v/ith  selected  benign 
and  malignant  brain  and  skull-base  tumors.  It  is 
also  very  effective  in  retreating  lesions  that  have 
not  responded  to  surgery,  chemotherapy  or 
conventional  external  irradiation. 

In  this  procedure,  six  arcs  af  megavoltage 
radiation  "pencil  beams"  converge  precisely  to 
eliminate  brain  lesions  safely  and  effectively 
without  craniotomy.  It  is  curative  therapy  for 
treatment  of  arteriovenous  malformations  (AVMs) 
found  within  critical  areas  of  the  brain.  Some 
AVMs  are  inoperable,  but  treatment  is  still 
necessary  because  of  a bleed  or  progressive 
neurological  deficits  and  seizures.  Radiosurgery 
reduces  the  risk  of  a subsequent  bleeding 
episode.  The  pinpoint  accuracy  (less  than  one 
millimeter)  of  stereotactic  radiosurgery  also 
effectively  and  safely  manages  lesions  in  proxim- 
ity to  critical  areas  (optic  tracts,  motor  strip  and 
brain  stem). 


The  Clarkson  Cancer  Center  is  a member  of  the 
Radiation  Therapy  Oncology  Group  (RTOG)  and 
participates  in  the  national  radiosurgery  clinical 
trials. 


Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital. 


CLARKSON 

HOSPITAL 


Nebraska  Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
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to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
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tasks  at  your  fingertips. 
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Doctor’s  Office  Manager  II  Plus,  call 
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Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Inter  into  a partnership  — a partnership 
in  patient  management. 
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A service  of  your  University  of  Nebraska  Medical  Center 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  ar^  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a sbmulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon"  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  informah'on  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  paUents  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevabon  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, '■3  '^  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks,  3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr,  5,4  mg  in 
bottles  of  100's  NOC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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and  return  to  FirsTier  Bank,  National  Association, 

Nebraska. 

Sincerely, 

Perry  T.  Williams,  M.D.,  President 
Nebraska  Medical  Association 


Please  mail  to:  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101 


BOARD  OF  DIRECTORS 


PERRY  T.  WILLIAMS.  M.D.,  President/  DARROLL  J.  LOSCHEN,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
PAUL  E.  COLLICOTT,  M.D.  / RICHARD  A.  RAYMOND,  M.D. 

HERBERT  A.  HARTMAN,  JR.,  M.D.  / RONALD  W.  KLUTMAN,  M.D.  / ROBERT  G.  OSBORNE,  M.D 
Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 


/ ^j/^aa/  S^^iaitatw/i  to 

e/>yYfsAa  ^ f/a/tca/  ^ {^ssouatw^i  . flemAe^ss 


The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  added 
benefits  package  designed  specifically  to  meet  our  members’  needs. 


Our  benefits  package  includes: 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

• 18%  A.P.R. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  VISA  or 
Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit  line. 

• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/stolei 

PLUS,  a special  credit  card  protection  package. 


I I Yes,  I accept!  Complete  this  form  and  return. 


□ INDIVIDUAL 


□ JOINT 


THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 


Last  Name  (Please  Pnnt) 


Sexual  SecuniN  No 


Telephone  No 


Slreel  Address 


Zip 


Prevent  Empltrver 

Yrs 

Mo  Salarv 

Income  from  alimonv.  chil(j  support,  or  separate  maintenance  pa>mentv  need  rxjt  be  revealed  if 

Source  of  Other  Income 

Amount 

vou  do  not  choose  to  have  it  considered  bv  us  as  a basis  for  repayment 

Bank  ^^i(h  Checking 


Lasi  Name  (Please  Pnno 


Bank  uith  Savings 


CO-APPLICANT  (IF  JOINT  ACCOUNT) 


Sexial  Securitv  No 


Present  Emplover 


Business  Address.  Citv.  Slate 


Business  Telephone 
( ) 


Position 

Yrs.  M(. 

Mo  Salary 

income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 

Source  of  Other  Income 

Amount 

/ 

if  you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment. 

TRANSFER  CURRENT  BALANCE 


Please  transfer  m>  current  bank  credit  card  balaiwe  to  m>  FirsTier  VISA 
VISA  Account  Number  — ■ . . . . 


MasterCard  Account  Number  _ 


Bank  . 
Bank  . 


Balance  . 
Balance  - 


TO  FIRSTIER  BANK.  NATIONAL  ASSOCIATION 

Eseryihing  ihai  I have  Mated  m this  application  is  correct  to  the  best  of  my  knowledge  I understand  that  you  will  retain  this  application  whether  or  not  it  is  approved  You  are  authonzed  to  check  my  credit  and  employme* 
history  and  to  answer  questions  about  your  credit  experience  with  me. 

1 undervtand  that  if  my  application  is  approved.  I will  be  bound  by  all  the  terms  and  conditions  of  the  VTS.A  Agreement  that  will  be  sent  to  me  by  mail.  Any  use  of  my  VISA  will  be  an  acceptance  of  the  VISA  Agreemen 
and  all  us  terms  and  conditions. 


Applicant's  Signature 
507 


Co-Applicant  Signature 
CS 


CHARGES 


Annual  Percenlage  Rale  For  Purchases:  18%  A PR 

Grace  Period  For  Repayment  of  the  Balance  For  Purchases:  You  have  25  days  from  the  billing  cycle 
closing  dale  to  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases 

Method  of  Computing  the  Balance  For  Purchases:  Average  Daily  Balance  (including  new  purchases) 
Annual  Fees:  S20  per  year 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec  1989. 
when  it  was  printed  This  information  may  change  after  the  printing  date. 

To  find  out  what  may  have  changed,  call  us  at  l-8(X)-432-3209.  Or.  write  to  us  at  FirsTier  Bank  Credit 
Card  Center.  PO  Box  7.  Omaha.  NE  68101-9972. 


When  considering 
cancer  treatments, 
hyperthermia  could 
be  a smart  call. 

Many  physicians  are  now  calling 
on  hyperthermia  to  assist  radiation  and 
chemotherapy  in  the  treatment  of 
certain  cancers. 

Hyperthermia  means  concentrated 
heat.  High  temperatures  have  been 
known  to  destroy  cancerous  cells  within 
tumors.  In  documented  cases,  the  use 
of  focus  heat  inhibited  cancer  cell  repair 
and  enhanced  the  effect  of  radiation 
sixfold. 

With  technology  available  at  the 
Immanuel  Cancer  Center,  cancerous 
cells  are  effectively  heated  to  between 
107  and  113  degrees  without  harming 
surrounding  tissue.  Patients  report 
feeling  a mild  warming  sensation. 

Hyperthermia  may  hold  promise 
for  your  inoperable  cancer  patients. 

For  clinical  information  and  response 
figures,  call  the  Immanuel  Cancer 
Center  at  572-2266. 


Immanuel 

CANCER  CENTER 

6901  North  72nd  Street  • Omaha,  Nebraska  68122 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


nizatidine 


has  the  right  answers 


■ Rapid  epigastric  pain  relief"'' 


■ Fast  and  effective  ulcer  healing"' 


Axm 

PASSES  THE  ACID  TEST 


‘Most  patients  experience  pain  relief  with  the  first  dose. 
See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 
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AXID*  (nizatidine  capsules) 

6het  Sufflmary  Consult  the  package  insert  for  conpleie  prescnhing  inforniation 
Indications  and  Usage,  t 4d^(/uo(fena/uAxr-torupio8weeks(rftreatmeniMcisi 
pabents  heal  within  4 weeks 

2 Ma/nfenance  th&apy-tw  healed  duodenal  ulcer  pabents  at  a reduced  dosage 
of  ISO  mg  hs.  The  consequences  of  therapy  with  A»d  for  longer  than  1 year 
are  not  knwm 

Contraindications:  Known  hypersensitivity  to  the  drug  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed,  H^-receptor  antagonists,  including  And. 
should  not  be  administered  to  pabents  with  a history  of  hypersensitivity  to  other 
H;-fecepior  antagonists 

Precautions:  6^eral-1  Symptomatic  response  to  nizatidine  therapy  does  not 
predude  the  presence  of  gastnc  mdignarKy 
Z Dosage  should  be  reduced  in  patients  with  nxiderale  to  severe  renal  insuthoericy 

3 In  pabents  with  normal  renal  tuncbon  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizabdme  is  similar  to  that  in  normal  subjects 

Ub^/ory  l^-fatse-posrbve  tests  for  urobilinogen  with  Mulbstix*  may  occur 
dunng  therapy 

Dn/g  /nteractions-Ho  interactions  have  been  observed  with  theophylline. 
chkxdiazepoxKle.  lorazepam.  Iidocaine.  phenytoin.  and  wartann  And  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therefore,  drug  inleracbons  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  occur  In  pabents  given  very 
high  doses  (3,900  mg)  of  aspinn  daily,  maeased  serum  salicylate  levels  were  seen 
when  nizatidine.  ISO  mg  b.id..  was  administered  concurrently 
Caronogenes/s.  Mutageneses.  Inva/rwentofferti/ny-A  2-year  oral  carcmogematy 
study  m rats  with  doses  as  high  as  500  mg/kg/day  (about  60  bmes  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  of  a caronogenic  effect  There  was  a 
dose-related  increase  m the  density  of  emerochromathn-like  (ECl)  cells  in  the  gastrx; 
oxynbc  mucosa.  ^ a 2-year  study  m mice,  there  was  no  evidence  of  a caronogenic 
ettkt  in  male  mice,  although  hyperplasbc  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  of  Axid 
(2.000  mg/kg/day.  about  330  bmes  the  human  dose)  shcnved  marginally  stabsbcaJly 
significant  increases  m hepabc  carcinoma  and  hepabc  nodular  hyperplasia  with  no 
numerical  inaease  seen  in  any  of  the  other  dose  groups  The  rate  o(  hep^c  caronoma 
in  the  hiQh-dose  animats  was  within  the  historical  control  limits  seen  for  the  strain 
of  mice  used  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30*^1)  weight  decrement  as  compared  with  concurrent 
controls  and  ^idence  of  mild  liver  miury  (transaminase  elevations)  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  m rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day.  about  60  times  the  human  dose),  and  a riegabve 
muQgenioty  battery  are  not  considered  evidence  of  a caronogenic  potential  tor  A;^. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genebc  loxicrty.  including  bacterial  mutation  tests,  unscheduled  DffA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon  tests,  and  a 
micronudeus  test 

in  a 2-generabon.  perinatal  and  postnatal  fertility  study  m rats,  doses  of  nizabdme 
up  to  ^ mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  thar  progeny 

Pregnancy -"kfatogenK  Effects -Pregnancy  Category  C-Oral  reproduction  studies 
in  rats  at  doses  up  to  3(X)  bmes  the  human  dose  and  in  Dutch  Betted  rabbit  at 
doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  bmes  the  human  dOK.  treated  rabbrts 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  tetai  weights.  On 
intravenous  admimstrabon  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctabon  iri  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg.  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus  There  are, 
however,  no  adequate  and  welt-controiled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizabdme  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity  Nizabdme  should  be  used  dunng  pregnancy 
only  i1  the  potential  beitefit  justifies  the  potenbaf  nsk  to  the  fetus 
Nursing  Mothers -Studies  in  lactabng  women  have  shown  that  0.1%  of  an  oral 
dose  IS  seaeted  m human  milk  m proportion  to  plasma  concentrations.  Because  of 
growth  depression  m pups  reared  by  treated  lactabng  rats  a decision  should  be 
made  whether  to  disconbnue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother 

Pedia^c  (/se-Satety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Bderty  F^ben/s- Healing  rates  m elderty  pabents  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormaiibes.  Age  alone  may  not  be  an  important  factor  in  the  disposibon  of 
nizabdme  Bderly  pabents  may  have  reduced  renal  function 
Adverse  Reactions:  (3mcal  tnals  of  varying  durabons  mduded  almost  5.000  patients 
Among  the  more  common  adverse  events  m domesbc  placebo-controlled  tnals  of 
over  1.900  nizabdme  pabents  and  over  1.300  on  placebo,  sweabng  (1%  vs  0.2%), 
urticaria  (0.5%  vs  <0.01%K  and  somnolence  (Z4%  vs  1.3%)  were  sgnificantty 
more  common  with  nizabdme  II  was  not  possible  to  determine  whether  a variety  erf 
less  common  events  were  due  to  the  drug 
Hepatic  - Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizabdme  occurred  in  some  pabents  In  some  cases 
there  was  marked  elevation  (>500  U/l)  in  SCOT  or  SGPT  ^d.  in  a single  instance. 
S6PT  was  >2,000  iU/L  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 bmes  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  pabents  All  abnormalities  were  reversible  after  disconbnuabon 
of  Axid  Since  market  introducbon.  hepatrbs  and  laundice  have  been  reported.  Rare 
cases  of  cholestabc  or  mixed  hepatocellular  and  cholestabc  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormaiibes  after  disconbnuabon  of  Axid 
Cardiovascuiaf- In  dinical  pharmacology  studies  short  episodes  of  asymptomabc 
ventncular  tachycardia  occurred  m 2 individuals  administered  Axid  and  m 3 
untreated  subjeds 

CWS-Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne-Ctmicai  pharmacology  studies  and  conpolled  dinicai  Inals  showed  no 
evidence  of  anbandrogemc  activity  due  to  nizabdme.  Impotence  and  deaeased  libido 
were  reported  with  equal  frequency  by  pabents  on  nizabdme  and  those  on  placebo 
Gynecomastia  has  been  reported  rarely 

Wemafo/og/c- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizabdme  and  another  H^-receptor  antagonisl  This  pabent  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported 

/nregumenta/- Sweabng  and  urbeana  were  reported  significantly  more  frequently 
m nizabdme-  than  m placebo-beated  pabents  and  exfoliative  dermabbs  were 
also  reported 

Hyp&sensit/vny-As  with  other  Hj-receptor  antagonists,  rare  cases  of  anaphylaxis 
tolkMong  nizabdme  admimstrabon  have  been  reported  Rare  episodes  of  hypersensbvrty 
reactions  (eg.  bronctiospasm.  laryngeal  edema  rash,  and  eosn^ilia)  have  been  reported 
Other-Hyperuncemia  unassooated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia  fever,  and  nausea  related  to  nizabdme  have  been  reported 
Overdosage  Overdoses  ot  Axid  have  been  reported  rarely  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supporbve  therapy  Renal  dialysis  does  not  substantially  increase 
dea/^Ke  ot  mzabdme  due  to  rts  large  volume  of  distnbubon 

PV  2091  AMP 
(0911901 
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AMA  NEWS  NOTES 

Award  Recognizes  Continuing  Education 

Each  year,  the  AMA  mails  an  application  to 
every  physician  in  the  United  States  who  has 
not  already  earned  a current  Physician's  Recog- 
nition Award.  The  award,  which  was  estab- 
lished by  the  House  of  Delegates  in  1967, 
recognizes  physicians'  continuing  medical  edu- 
cation activities.  About  73,000  physicians  hold 
a valid  PRA  certificate,  and  24,000  physicians 
apply  each  year.  Certificates  are  provided  for 
one,  two  and  three  years  of  effort,  thus  accom- 
modating different  state  licensing  boards' 
reregistration  requirements. 

★ ★ ★ 

Council  Investigates  Breakfast  Cereals 
Health  Claims 

The  AMA  Council  on  Scientific  Affairs  is 
reviewing  breakfast  cereal  manufacturers'  claims 
that  their  products  promote  health.  Such  claims 
obscure  the  role  that  genetics  and  the  environ- 
ment play  in  cancer  and  coronary  heart  disease, 
according  to  a draft  report.  Moreover,  it  is  a 
person's  total  diet,  and  not  specific  foods  or 
ingredients,  that  contributes  to  health,  the  coun- 

(continued  on  page  20-A) 


MEDICAL  STUDENTS 
AND  RESIDENTS 


The  Nebraska  MedicalJoumal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1991.  Judging 
of  articles  will  be  done  by  members 
of  the  NMJ  Editorial  Board. 

Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 


October  1991  Nebraska  Medical  Journal  13-A 


A successful,  well-established  primary  care  group  practice  in  Lincoln,  Ne- 
braska, is  seeking  a BE/BC  family  practice  physician  to  join  7 other  family 
physicians,  in  addition  to  2 pediatricians,  2 internists,  1 OB-GYN  and  a half- 
time radiologist.  Call  coverage  would  be  1 in  8.  This  opportunity  offers  hours 
conducive  to  a balanced  professional  and  personal  lifestyle,  a competitive 
salary,  incentives,  and  benefits.  Lincoln  is  an  economically  diverse  city  of 
200,000  that  has  recently  been  recognized  as  one  of  the  country's  most 
desirable  cities.  It  is  a warm,  family-oriented  city  that  has  an  excellent 
education  system  and  an  abundance  of  recreational  offerings.  For  further 
information  please  call  Andrew  Johns  or  send  CV  to: 

Physiciati  Services 

I 0/V>  AOA  (OF  AMERICA) 

I I f The  Physician  Resource  People 

Suite  250,  Browenton  Place 

0Xl«  2000  Warrington  Way 

Louisville,  KY  40222 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT;  Councilor:  Richard  B. 
Svehia,  M.D.,  Omaha.  Counties:  Douglas, 
Sarpy. 

SECOND  DISTRICT:  Councilor;  Sushil  S.  Lacy, 
M.D.,  Lincoln.  Counties:  Cass,  Lancaster,Otoe 

THIRD  DISTRICT:  Councilor  Paul  M.  Scott, 

M.D.,  Auburn.  Counties:  Gage,  Johnson, 
Nemaha, Pawnee, Ri  c h a r d s o n . 

FOURTH  DISTRICT:  Councilor:  Gordon  Adams, 
M.D.,  Norfolk.  Counties;  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  CouncilorKennethC.Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington 

SIXTH  DISTRICT:  Councilor;  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton, 
Polk,  Saunders,  Seward,  York, 

SEVENTTI  DISTRICT:  Councilor:  R.A.  Blatny, 

M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D. 

Fitch,  M.D.,  O'Neill.  Counties:  Boyd,  Brown, 
Cherry,  Holt,  Key  a Paha,  Rock,  Sheridan. 

NINTH  DISTRICT:  Councilor;  Stanley  Nabity, 

M.D.,  Grand  Island.  Counties:  Blaine,  Buf- 
falo, Custer,  Dawson,  Garfield,  Grant,  Gree- 
ley, Hall,  Hooker,  Howard,  Loup,  Sherman, 
Thomas,  Valley,  Wheeler. 

TENTHDISTRICT;  Councilor:  Charles F. Damico, 
M.D.  Hastings.  Counties:  Adams,  Chase, 
Dundy,  Franklin,  Frontier,  Furnas,  Gosper, 
Harlan,  Hayes,  Hitchcock,  Kearney,  Phelps, 
Red  Willow,  Webster. 

ELEVENTH  DISTRICT:  Councilor:  Ronald  L. 
Asher,  M.D.,  No.  Platte.  Counties:  Arthur, 
Deuel,  Garden,  Keitli,  Lincoln,  Logan, 
McPherson,  Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R. 

Johnson,  M.D.,  Scottsbluff.  Counties:  Ban- 
ner, Box  Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams  

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel .. 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage  

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case  

Knox  

Lancaster  

Lincoln  

Madison 

Metropolitan  Omaha 

Northeast 

Northwest  

Otoe 

Platte-Loup  Valley  

Saline  

Sarpy 

Saunders 

Scottsbluff 

Seward  

South  Central  

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT 

Robert  Anderson.  Hastings 

Roger  Massie,  Plainview  

Ed  Pierce.  Alliance 

George  Bascom,  Kearney 

Gerald  Luckey.  David  City 

R.  R.  Andersen,  Nehawka  

Calvin  Cutright,  Sidney  

Eugene  Sucha,  West  Point 

Loren  Jacobsen.  Broken  Bow  

David  Hult,  Gothenburg 

Gred  Haskins.  Fremont 

Willis  L.  Wiseman,  Wayne 

Tom  Martin,  Ord 

Louis  J.  Gogela,  Jr.,  Beatrice 

Lawrence  Lisiak.  Grand  Island  ... 

J.  C.  Wilcox,  Aurora 

Melvin  Campbell,  Ainsworth  

Gordon  O.  Johnson,  Fairbury  

Berl  W.  Spencer,  Ogallala 

D.  M.  Laflan,  Creighton  

Dale  Michels,  Lincoln 

Jeffrey  Brittan,  North  Platte  

Steffan  Lacey,  Norfolk 

F.  F.  Paustian,  Omaha  

C.  R.  Adams,  Norfolk 

A.  J.  Alderman,  Chadron 

Dean  R.  Thomson,  Nebraska  City 
Richard  Cimpl,  Columbus 


Michael  Moran,  Papillion  . 

John  Hansen,  Wahoo 

David  Holdt,  Scottsbluff  ... 

Roger  Meyer,  Utica 

Jeff  Hollis,  Geneva 

Geiry  Ensz,  Auburn 

Richard  F.  Klug,  McCook  . 
Ronald  Morse.  Tekamah  .. 
Darroll  Loschen,  York  


SECRETARY-TREASURER 
Elvin  Brown,  Hastings 
David  Johnson,  Osmond 
Wendell  Fairbanks.  Allaince 
Katherine  Keifer,  Kearney 


Clinton  Dorwart,  Sidney 


...  N.  Leon  Brooks.  Broken  Bow 
...  Rodney  Sitorius,  Cozad 
...  W.  B.  Eaton,  Fremont 
...  Robert  Benthack,  Wayne 
...  Otis  Miller,  Ord 
...  Donald  Weldon,  E3eatrice 
...  Gordon  Hmicek,  Grand  Island 
...  M.  D.,  Jobman,  Aurora 


R.  A.  Blatny,  Fairbur>' 

Kurt  Johnson,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Ronald  Schwab.  Lincoln 
Gary  Connell,  North  Platte 
P.  K.  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
Tod  Voss,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Tracy  Osborne,  Papillion 
Richard  Bell,  Wahoo 
Vince  Bjorling,  Scottsbluff 
Paul  Plessmen,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Lenny  Deaver,  Cambridge 
Hans  Rath,  Omaha 
Harold  Nordlund,  York 


Telrads  Key  Bx  816  business  telephone  system  expands  to  meet 
the  demands  of  your  growing  practice. 

• Cost  effective  plug-in  modules  let  you  expand  from  four  to  eight  central  office  lines 
and  from  eight  to  sixteen  phones 

• Choose  from  a variety  of  station  instruments  to  precisely  meet  your  office  needs 

• Many  timesaving  features  including  Direct  Station  Selection  and  Busy  Lamp  Field 

• Full-featured  capabilities  at  an  affordable  price 

f\0/  now  on  the 
J /O  purchase  of 
a Telrad  Key  Bx  816  system  with  your 


The  AMA 

Hospital  Medical  Staff  Section 

Eighteenth  Assembly  Meeting 

December  5-9, 1991 

Las  Vegas  Hilton  Hotel 

Las  Vegas,  Nevada 

Highlights  of  the  Interim  Meeting  will  include: 

• an  educational  program  on  RBR\  S:  Physician  Pa\  ment  Reform  or 
Retribution; 

• presentation  by  the  AMA-HMSS  Governing  Council  of  reports  on  medical 
staff  issues  including  temporary-  Hospital  Medical  Staff  Privileges,  Joint 
Commission  Revisions  for  the  199d  Accreditation  Manual  for  Hospitals; 
and  Advance  Directives; 

• an  infomiation  exchange  on  PRO  Scope  of  Work  and  Uniform  Clinical 
Data  Sets:  What  tou  Should  Know. 


For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

■American  Medical  .Association 

SIS  North  State  Street 

Chicago,  Illinois  60610 

Phone  (31d)  46a-47S4  or  464-4761 


HMSS 


While  fish  and  chicken  are  appropriate  choices 
for  fat-modified  diets,  so  are  lean  cuts  of  today’s 
beef. 

The  fat  profile  of  lean  beef  may  surprise  you. 
And  with  beef  s good  taste  and  versatility,  you 
can  improve  the  chance  of  patient  compliance 
with  your  dietary  recommendations. 

Today,  beef  cuts  are  lower  in  fat 

According  to  a national  supermarket  survey, 
there  is  on  average  27%  less  trimmable  fat  on 
retail  beef  today  than  in  the  late  ’70s  and  early 
’80s.'  A follow-up  survey  in  1990  confirms  a 
continued  reduction  in  fat  trim." 

AHA  and  NCEP  guidelines 
allow  lean  beef 

The  American  Heart  Association  and  the 
National  Cholesterol  Education  Program  have 
recognized  the  place  for  lean  beef  in  a varied, 
balanced  diet.  Both  of  their  dietary  guidelines 
recommend  up  to  6 oz  daily  of  lean  beef  and 
meats,  poultry,  or  seafood.^  "* 


Here  are  guidelines  that  can  help  your  patients 
enjoy  beef  that’s  compatible  with  a heart- 
healthy  diet: 

• Purchase  lean  cuts 

• Keep  portions  moderate  (3  oz  cooked) 

• Remove  visible  fat  before  cooking 

• Prepare  without  additional  fat 

References: 

1 . Saveli  JW’  et  al.  National  Beef  Market  Basket  Survey.  J Anim  Sci.  In  press. 

2.  Morgan  JB.  et  al.  National  Beef  Tenderness  Survey:  Meat  Research  Brief.  College 
Station.  Tex:  Meats  and  Muscle  Biology  Section.  Department  of  Animal  Science, 

Texas  A & M University;  1990. 

3.  American  Heart  Association.  Dietary  Guidelines  for  Healthy  American  Adults. 
(Document  No.  71-1003).  Circulation.  1988;  77  (3). 

4.  National  Cholesterol  Education  Program.  Report  of  the  Expert  Panel  on  the  Detec- 
tion. Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults.  Washington,  DC: 
National  Institutes  of  Health;  January  1988.  NIH  publication  88-2925. 


A Heart-Healthy 
Choice 


©1991  Beef  Industry  Council  and  Beef  Board 


Congratulations.  You’ve  taken  that  diffi- 
cult first  step. 

You’ve  made  the  decision  to  get  help  for 
a drinking  or  drug  abuse  problem.  Now 
what? 

Where  can  you  go  for  the  specialized  care 
you  need?  Where  can  you  find  people  with 
the  knowledge  and  expertise  to  help? 

The  Answer  Is  West  Pines. 

West  Rnes  is  a premier  hospital  and 
treatment  center  in  Denver,  Colorado. 

Our  chemical  dependency  programs 
have  provided  effective  treatment  for  even 


repeat  substance  abuse  cases.  Our  people 
are  seasoned  health  professionals,  with 
training  and  experience  second  to  none. 

At  West  Pines,  we’re  dedicated  not  just 
to  ending  addiction  but  to  giving  you  a 
fresh  start  on  a new  life. 

CaU  1-800-779-2701. 

West  Pines  services  are  covered  by  many 
types  of  health  insurance.  And,  of  course, 
they’re  completely  confidential. 

Call  today  for  information.  West  Pines 
is  ready  to  help  your  life  take  a turn  for 
the  better. 


West  Pines  Hospital 

3400  Lutheran  Parkway,  Denver,  CO  80033 

1-800-779-2701 


BEAN 
AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 

USAF 

HEALTH  PROFESSIONS 
COLLECT 
402-291-7426 


CLARKSON  MEDICAL 
LECTURE  SERIES 


Friday,  November  22, 1991 
8 a.m.  to  5 p.m. 


INFECTIOUS  DISEASES 

Clarkson  Hospital  Storz  Pavilion 
Omaha,  Nebraska 

lured  speakers  include: 

Lawrence  Altman,  M.D.  Sam  Donta,  M.D.  George  McCracken  Jr.,  M.D. 

Michael  Osterholm,  Ph.D.  William  Valenti,  M.D. 


Topics  include: 

• AIDS:  Recent  Developments 

• Update  on  Tuberculosis  Therapy 

• Post-Polio  Syndrome 

• Pediatric  Infectious  Disease  Overview 

• Henry  J.  Lehnhoff  Jr.,  M.D.,  Lecture: 
Foodborne  Disease  Outbreaks 


• New  Drugs 

• New  Bugs 

• Who  Goes  First? 

The  Story  of  Self  Experimentation  in 
Medicine 


Lecture  Series  courtesy  of  Clarkson  Hospital  Medical/Dental  Staff 

For  more  information  call  402-552-2370 


AMA  NEWS  NOTES 

(continued  from  page  13-A) 

cil  said.  The  council's  recommendations  will 
become  AMA  policy  only  if  they  are  accepted 
by  the  Board  of  Trustees  and  the  House  of 
Delegates. 

Council  Excludes  Unethical  Members 

Membership  in  the  AMA  should  give  pa- 
tients a clear  indication  that  a physician  meets 
high  professional  standards.  In  its  continuing 
effort  to  discipline  unethical  members,  the  AMA 
Council  on  Ethical  and  Judicial  Affairs  reviews  a 
list  of  physicians  to  determine  eligibility  for 
continued  membership.  The  physicians  under 
consideration  have  all  been  disciplined  recently 
by  their  state  licensure  boards.  The  council's  last 
review  took  place  in  late  September. 

Radiation  Standards  Inhibit  Treatment 

The  AMA  urged  the  U.S.  Nuclear  Regulatory 
Commission  to  reconsider  new  standards  that 
inhibit  the  use  of  radioactive  substances  for  the 
outpatient  treatment  of  such  conditions  as  thy- 
roid cancer.  The  commission  is  concerned  that 


releasing  patients  who  have  received  routine 
doses  may  expose  the  public,  especially  family 
members,  to  too  much  radiation.  As  a result  of 
the  regulation,  some  radioisotope  procedures 
will  require  hospitalization,  which  increases  costs 
and  limits  accessibility  to  treatment.  "It  would 
appear  that  the  NRC  has  been  overly  cautious 
on  this  particular  issue,  and  perhaps  insuffi- 
ciently sensitive  to  the  implications  for  the 
health  care  system,  "the  AMA  said  in  comments 
to  the  agency. 

Panelists  Evaluate  Alternative  to  Hysterectomy 

Panelists  on  the  AMA  Diagnostic  and  Thera- 
peuticTechnology  Assessment  project  reached 
a consensus  that  a minimally  invasive  laser 
technique  for  treating  excessive  uterine  bleed- 
ing was  a safe  and  effective  alternative  to  hyster- 
ectomy for  properly  selected  women.  The  con- 
sensus of  the  59  gynecologists  and  obstetrician- 
gynecologists  was  that  laser  ablation  of  the 
endometrium  was  appropriate  for  treating 
menorrhagia  that  did  not  respond  to  dilation 
and  curettage  or  drug  therapy.  Electrocautery 
ablation  of  the  endometrium  has  also  been 
developed.  Approximately  20%  of  the  578,000 
hysterectomies  performed  each  year  in  the 
United  States  are  to  treat  menorrhagia. 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd.,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  AfTiUate,  Inc. 

Mary  Janes,  Executive  Director 
2730  South  1 14th  St..  Omaha.  NE  68 144 
American  Lung  Association  of  Nebraska 
401  E.  Gold  Coast  Rd.,  #331 
Omaha,  NE  68128 
American  Red  Cross 

1701  "E"  Street,  P.O.  Box  83267, 

Lincoln,  NE  68501 

Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey.  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Representative 
303  N.  52nd  St..  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103 
Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 
Julie  A.  Sutcliffe,  President 
3015  N.  90th  St.,  #6.  Omaha.  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 
9233  Bedford  Avenue 
Omaha,  NE  68134 

National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  N.  91sl  Plaza,  Omaha,  NE  68134 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  N.  69th  St.,  Suite  203 
Omaha,  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Peter  J.  Whitted,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
Frederic  Orgren,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital,  Omaha,  NE  68198 

Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Case  Street,  Omaha,  NE  68 1 14 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Cardiovascular  Society 
John  D.  Kugler,  M.D. 

UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2166 

Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Robert  R.  Beer,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 

River  City  Office  Park,  #202,  401  N.  1 17lh,  Omaha,  NE  68154 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
David  Fry,  M.D.,  Chairman 
3109  I8lh  St.,  Columbus,  NE  68601 
Nebraska  Chapter- American  College  of  Emergency  Physicians 
Harris  B.  Graves,  M.D.,  Secretary-Treasurer 
820  Branding  Iron  Dr.,  Elkhom,  NE  68022 
Nebraska  Chapter  - American  College  of  Physicians 
Robert  R.  Recker,  M.D.,  Governor 

Creighton  University  School  of  Medicine,  Omaha,  NE  68178 
Nebraska  Chapter  - American  College  of  Surgeons 
F.  William  Karrer,  M.D.,  President 
8111  Dodge  St.,  #263,  Omaha,  NE  68114 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  0 St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 
Mark  B,  Horton,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 


Nebraska  Dietetic  Association 

Susan  Conradt,  M.A.,  R.D.,  C.N. 

6054  Franklin,  Omaha,  NE  68104 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.,  Suite  7,  Lincoln,  NE  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Pat  Hoidal,  President 
P.O.  Box  24253  Omaha,  NE  68124 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
1512  FirsTier  Bai^  Bldg.,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Dorma  R.  Baker,  Executive  Director 
941  O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Bruce  Taylor,  M.D. 

3145  O Street,  Lincoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
5440  South  St.,  #1200,  Lincoln,  NE  68506 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Margaret  Walsh,  Executive  Secretary 

Immanuel  Medical  Center,  6901  N.  72nd  Street,  Omaha,  NE  68122 
Nebraska  Radiological  Society 
Linda  S.  Head,  M.D.,  President 
807  Ivy  Court,  Bellevue,  NE  68005 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  So.  56th  St.,  Lincoln,  NE  68506 
Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
Raymond  Schulte,  M.D.,  Chairman 
410  Saddle  Creek  Road,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
Todd  S.  Sorensen,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 

Affiliate  of  the  American  Association  of  Medical  Assistants 
Donna  Slama,  President 
6900  L Street,  Lincoln,  NE  68510 
Nebraska  Society  for  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Lincoln  General  Hospital 
2200  South  16th  St.,  Lincoln,  NE  68502 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dermis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
mis.  90th  St.,  Omaha.  NE  68 1 14 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2 1 1 8,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205B,  Omaha,  NE  68 1 14 
Physician  Referral  Program,  Office  of  Rural  Health 
Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centermial  Mall  So.,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens  Hospital 
8301  Dodge  St.,  Omaha,  NE  681 14 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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PHONE:  (402)  474-4472 


151 2 FIRSTIER  BANK  BUILDING  • LINCOLN,  NEBRASKA  68508  • FAX:  (402)  474-21 98 

TO:  MEMBERS,  NEBRASKA  MEDICAL  ASSOCIATION 

Dear  Colleague: 

The  Board  of  Directors  has  reviewed  the  services  of  Bartling  & Hinkle,  P.C.  to  determine  their 
effectiveness  as  the  NMA's  exclusively  endorsed  provider  of  medical  account  collections.  The 
response  from  members  utilizing  the  service  has  been  extremely  favorable. 

An  increasing  number  of  groups  have  begun  utilizing  the  Bartling  & Hinkle  service.  They  report 
a substantial  increase  in  collections  on  delinquent  accounts  with  lower  fees  assessed  on  these 
collections  than  were  paid  to  their  previous  service.  Based  on  this  information,  the  Board  of 
Directors  strongly  recommends  the  services  of  Bartling  and  Hinkle,  P.C.,  to  the  membership. 

Several  groups  have  indicated  a willingness  to  discuss  their  experience  in  utilizing  Bartling  & 
Hinkle,  P.C.  with  members  of  the  Association  or  their  staff.  The  Board  of  Directors  urges  you  to 
contact  one  of  the  groups  listed  below  if  you  have  questions  about  the  results  of  Bartling  & Hinkle, 
P.C. 

* Filkins  Eye  Consultants  - Pat  Roth,  (402)  552-2806 

* Lincoln  Surgical  Group,  P.C.  - Cheryl  Rasgorshek,  (402)  483-7825 

* North  Platte  Anesthesia  Services  - Kay  McDonald,  (308)  534-0318 

* Pediatric  Ophthalmology  Associates  - Patty  Olinger,  (402)  399-9400 

* Scottsbiuff  Neurology  Associates  - Helyne  Beehier,  (308)  635-3936 

If  you  find  yourself  in  need  of  a collection  service  we  strongly  encourage  you  to  investigate  and 
make  use  of  this  outstanding  service. 

For  more  information,  contact  the  Nebraska  Medical  Association  office  or  Bartling  & Hinkle,  P.C., 
5801  South  58th  Street,  Lincoln,  Nebraska  68516,  (402)  421-1600. 


PERRY  T.  WILLIAMS,  M D.,  President/  DARROLL  J.  LOSCHEN,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
PAUL  E COLLICOTT,  M D.  / RICHARD  A.  RAYMOND,  M.D. 

HERBERT  A HARTMAN,  JR.,  M.D.  / RONALD  W.  KLUTMAN,  M.D.  / ROBERT  G.  OSBORNE,  M.D 
Ex-Officio  RICHARD  H MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
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EDITORIAL 


How  Do  Surgeons  Decide  When  to  Operate? 

)ON  S.  THOMPSON,  M.D.,  FACS 


In  a recent  editorial  in  the  July  1 991  Bulletin 
of  the  American  College  of  Surgeons,  Dr.  Paul 
Ebert,  the  Executive  Director  of  the  College, 
responded  to  the  Health  Care  Financing 
Administration's  (HCFA)  proposed  Medicare 
fee  schedule  for  physician's  services.  While 
surgeons  obviously  would  not  welcome  a re- 
duction in  fees,  he  was  in  particular  addressing 
the  issue  of  the  so-called  behavioral  offset.  The 
behavioral  adjustment  factor  was  used  in  calcu- 
lating individual  fees.  Dr.  Ebert's  understanding 
was  that  HCFA  anticipates  that  surgeons  and 
other  physicians  will  increase  the  volume  and 
intensity  of  their  services  in  order  to  maintain 
their  current  level  of  income.  The  College  plans 
to  strongly  oppose  this  concept  since  it  implies 
that  surgeons  may  either  subconsciously  or 
intentionally  increase  the  volume  of  services 
without  considering  patient  need.  In  reflecting 
on  this  I gave  some  thought  as  to  how  surgeons 
decide  when  to  operate. 

In  order  for  an  operation  to  be  considered  it 
must  be  an  accepted  form  of  therapy  for  the 
patient's  condition.  This  implies  that  the  opera- 
tive procedure  is  effective  and  the  anticipated 
benefits  outweigh  the  attendant  risks.  For  cer- 
tain illnesses  surgical  therapy  is  clearly  the  best 
choice  and  should  be  undertaken  unless  there 
are  compelling  reasons  not  to  operate.  In  other 
conditions  operation  is  one  of  several  accepted 
therapies  which  might  be  recommended  to  the 
patient.  In  this  situation  the  patient  often  has  the 
deciding  vote  but  is  subject  to  the  bias  of  his 
advisors.  In  my  experience  we  as  advisors  usu- 
ally recommend  what  we  are  most  comfortable 
and  familiar  with  e.g.  in  certain  malignancies  the 
oncologist  might  favor  medical  therapy,  the 
radiation  therapist  irradiation  and  the  surgeon 
an  operation.  There  are  other  illnesses  in  which 
operative  therapy  is  only  appropriate  after  other 
therapy  has  proved  unsuccessful  or  intolerable. 
Finally,  there  are  conditions  in  which  an  opera- 
tion istechnicallyfeasible  but  clearly  inappropri- 
ate therapy.  For  most  operations  appropriate 
indications  can  be  agreed  upon  and  these  crite- 
ria form  the  basis  for  surgical  case  review,  one 
way  of  monitoring  our  surgical  decision  making. 


In  the  ideal  situation  a patient  presents  him- 
self to  his  primary  physician  for  evaluation  of  a 
medical  problem.  The  open  minded,  well  edu- 
cated physician  recognizes  that  his  patient  might 
have  a condition  which  would  be  appropriately 
treated  surgically  and  refers  his  patient  for  surgi- 
cal consultation.  The  surgeon,  using  his  accu- 
mulated experience,  knowledge  and  judgment 
and  input  from  a well  informed  patient,  makes 
a recommendation  about  surgical  therapy.  A 
decision  is  then  made  to  treat  the  patient  in  a 
particular  fashion,  hopefully  to  everyone's  satis- 
faction. There  are  a number  of  factors  which 
might  influence  this  process,  however. 

The  patient  himself  may  greatly  influence  this 
decision  making  process  by  the  timing  of  his 
presentation  and  his  preexisting  attitude  toward 
surgical  therapy.  The  nature  of  the  underlying 
condition,  previous  experience  with  the  results 
of  operation  personally  or  in  acquaintances  and 
loved  ones,  and  media  reports  often  strongly 
influence  the  final  therapy.  Patients  may  on  one 
hand  vehemently  reject  operation  when  it  is 
clearly  medically  appropriate,  while  others  with 
seemingly  hopeless  conditions  will  actively 
search  for  a surgeon  who  will  perform  a long 
shot,  high  risk  procedure. 

The  referring  physician  can  also  be.a  source 
of  bias  in  surgical  decision  making.  Appropriate 
consideration  of  operative  therapy  may  be  de- 
nied by  failure  to  seek  surgical  consultation. 
Undoubtedly  referring  physicians  learn  the  ten- 
dencies of  the  surgeons  with  whom  they  work 
and  can  influence  decision  making  by  sending 
the  patient  to  a more  aggressive  or  more  conser- 
vative surgeon.  Some  physicians  feel  they  are 
essentially  "ordering"  an  operation  and  will 
recommend  a specific  procedure  among  vari- 
ous alternatives.  In  certain  situations  this  may 
make  it  difficult  for  the  surgeon  and  patient  to 
arrive  at  the  most  appropriate  decision.  I have 
been  told  on  a few  occasions  that  if  I didn't 
perform  the  requested  operation,  then  they 
(usually  a patient)  would  find  a surgeon  who 
would. 

Certainly  all  of  us  as  physicians  have  felt  the 
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pressure  of  health  care  facilities  and  third  party 
payors  to  modify  our  delivery  of  medical  care. 
Scrutinizing  the  necessity  of  medical  tests,  vari- 
ous treatments  and  length  of  hospitalization  has 
for  the  most  part  lessened  medical  costs  at  the 
expense  of  patient  and  physician  convenience 
rather  than  quality  of  care.  However,  to  the 
extent  that  operations  are  seen  as  expensive 
endeavors,  a bias  is  introduced  to  limit  opera- 
tive therapy.  The  need  for  health  care  facilities 
to  generate  revenue  may  cause  bias  in  the  other 
direction. 

Finally,  the  surgeon  himself  introduces  bias 
into  decision  making.  Our  moral  and  ethical 
attitudes,  training  and  experience  and  current 
medical  knowledge  greatly  influence  our  surgi- 
cal practice.  We  must  be  as  open  minded  as  our 
referring  physicians  about  alternative  therapies 
so  that  our  patients  are  truly  receiving  the  best 
advice.  A strong  ego,  critical  nature,  and  deci- 
siveness are  important  attributes  of  the  success- 
ful surgeon  but  if  excessive  may  not  lead  to  the 
best  judgment  in  certain  situations.  Previous 
experience  and  available  medical  resources 


determine  our  confidence  in  our  ability  to  per- 
form more  complex  operations  effectively.  This 
may  lead  to  recommending  no  operation  or  a 
simple  but  less  satisfactory  procedure  unless  we 
as  surgeons  can  objectively  assess  the  situation 
and  make  an  appropriate  referral  ourselves. 
While  most  physicians  and  surgeons  certainly 
have  a strong  desire  to  be  busy  and  successful 
in  their  endeavors,  this  is  usually  achieved 
through  hard  work,  availability,  and  their  ability 
as  perceived  by  their  peers  and  patients. 

How  do  surgeons  decide  when  to  operate? 
This  is  obviously  a complex  process  in  which 
bias  can  be  introduced  by  the  patient,  referring 
physician,  and  health  care  system  as  well  as  the 
surgeon.  It  would  clearly  be  naive  for  me  to 
suggest  that  there  are  no  surgeons  in  this  coun- 
try who  are  heavily  influenced  by  financial  gain, 
but  I believe  their  numbers  are  small.  I find  it 
deplorable  that  our  health  policy  makers  would 
assume  that  the  surgical  profession  would  vol- 
untarily, subconsciously,  or  intentionally  increase 
the  volume  of  services  irrespective  of  the 
patient's  need. 


324 


Nebraska  Medical  Journal  October  1991 


ORIGINAL  ARTICLE 


Internal  Fixation  of  the  Odontoid: 

A Newer  Approach  to  an  Old  Problem 

ROBERT  HACKER  M.D. 

PATRICK  F.  GOLDEN,  M.D. 


ABSTRACT 

A surgical  approach  to  cervical  spine  instability  associated  with  odontoid  fracture  is  described.  Internal  fixation  of  the 
odontoid  (IFO)  has  advantages  over  traditional  posterior  surgical  treatments  currently  employed.  This  approach  to  the 
odontoid  process  is  easier  for  the  surgeon  comfortable  with  anterior  discectomy  to  perform  than  other  techniques 
described  in  the  spine  literature. 


INTRODUCTION 

Cervical  spine  instability  due  to 
odontoid  process  fracture  is  a 
recognized  cause  of  sudden 
death  and  significant  neurologic  injury.  Once 
identified,  immobilization  followed  by  defini- 
tive treatment  is  the  standard  of  care.  Though 
many  odontoid  fractures  respond  well  to  orthotic 
treatment  or  halo  brace,  pseudoarthrosis  and 
ongoing  instability  may  complicate  those  frac- 
tures through  the  odontoid's  base.  This  sub- 
group is  called  type  II,  and  is  the  type  most  likely 
to  undergo  surgical  treatment.  Those  through 
the  tip  (type  I)  and  those  well  within  the  verte- 
bral body  (type  III)  usually  respond  well  to 
external  bracing. 

The  most  commonly  performed  surgical  pro- 
cedure for  odontoid  fracture  is  posterior  spine 
fusion  of  the  lamina  of  Cl  and  C2.  Routinely,  it 
restores  spine  stability.  Simultaneously,  it  ruins 
the  normal  biomechanics  of  the  neck.  Lost  is  at 
least  45%  of  flexion,  extension  and  rotation  in 
the  upper  neck  due  to  arthrodesis  of  the 
atlantoaxial  joint.  Type  ll-P  fractures,  (those  at 
the  base  of  the  odontoid  with  posterior  disloca- 
tion) may  be  further  displaced  with  the  poste- 
rior fusion  procedure  risking  devastating  neuro- 
logic injury. 

This  report  describes  a surgical  alternative  to 
posterior  arch  fusion  that  preserves  atlantoaxial 
joint  function.  Internal  fixation  of  the  odontoid 
(IFO)  accomplishes  immediate  stability,  elimi- 
nates the  need  for  bone  grafting,  and  restores 
anatomic  continuity  of  the  fracture  fragments. 
When  Cl  arch  fracture  accompanies  odontoid 
fracture,  posterior  fusion  is  usually  extended  to 
the  occiput.  This  is  not  necessary  with  IFO. 


REPRESENTATIVE  CASES: 

An  82  year  old  female  was  admitted  from  an 
outlying  emergency  room  with  an  odontoid 
fracture  and  posterior  dislocation.  Posterior  arch 
fracture  at  Cl  was  also  seen  (fig  1.).  She  was 
quadraparetic  on  initial  evaluation  and  treated 
with  tong  traction.  Several  factors  made  IFO  the 
procedure  of  choice:  given  her  age  and  fracture 
appearance,  halo  bracing  is  reported  to  have  an 
increased  risk  of  pseudoarthrosis  and  her  toler- 
ance of  a halo  was  questioned,  an  associated  Cl 
arch  fracture  meant  a posterion  fusion  would 
have  to  include  the  occiput  with  greater  com- 
plexity and  motion  impairment,  and  finally,  her 
posterior  dislocation  was  at  risk  for  further  dis- 
placement with  posterior  fusion.  Following  her 
surgical  procedure  the  patient  had  difficulty 
swallowing  solid  food  which  resolved  in  five 
days.  Intraoperative  radiographs  confirmed  sat- 
isfactory internal  fixation  and  fracture  alignment 
(fig.  2).  She  has  had  an  uneventful  postoperative 
course  with  resolution  of  her  neurologic  deficit. 

PROCEDURE: 

A standard  anterior  discectomy  exposure  is 
extended  to  the  C2-3  level.  Only  the  midline 
structures  must  be  exposed  so  lateral  muscle 
dissection  is  kept  to  a minimum.  Care  is  taken  to 
avoid  injury  to  the  neural  and  vascular  struc- 
tures traversing  the  dissection  plane  at  this  level. 
The  esophageal  wall  is  reportedly  less  firm  here 
and  self  retaining  retractors  are  not  used.  A 
minidriver  power  drill  with  a two  millimeter  drill 
bit  is  used  to  penetrate  the  anteroinferior  aspect 
of  C2.  Serial  fluoroscopic  images  are  obtained 
as  the  bit  is  advanced  to  the  posterosuperior 
surface  of  the  odontoid.  The  cortex  of  the 
odontoid  tip  must  be  carefully  penetrated.  De- 
pending on  the  fracture  anatomy,  one  or  two 
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FIGURE  1 

Odontoid  fracture  at  the  base  of  the  dens  (Type  II)  is  visualized  in  this  lateral  radiograph. 
Posterior  dislocation  of  the  dens  is  also  present.  Barely  visible  is  a fracture  of  the  posterior  arch 
of  Cl. 
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FIGURE  2 -(A  & B) 

Lateral  and  AP  views  of  case  No.  1 . Two  anterior  fixation  screws  can  be  seen  entering  the  anterior  inferior  aspect 
of  C2  with  projection  just  through  the  tip  of  the  odontoid.  Note:  Rotation  at  C1-2  gives  a slight  lateral  projection 
of  the  screws  on  AP  view. 


fixation  screws  are  used.  With  two  screws,  the 
drill  introduction  starts  three  millimeters  lateral 
to  the  midline  in  the  sagittal  plane  aiming  to  a 
point  two  millimeters  lateral  to  the  midline. 
Angulation  of  the  fluoroscope  is  almost  always 
necessary  to  visualize  the  odontoid  process. 
Patient  positioning  and  air  drill  contouring  of  the 


upper  C3  vertebral  body  will  aid  in  obtaining 
proper  drill  trajectory.  The  drill  holes  are  tapped 
and  depth  is  measured.  We  use  a four  millimeter 
cortical  bone  screw  for  final  fixation.  Routinely, 
the  screw  will  penetrate  two  millimeters  be- 
yond the  odontoid  tip.  Fluoroscopic  imaging 
during  all  phases  of  instrumentation  is  essential. 
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FIGURE  3- (A  & B) 

A single  odontoid  screw  is  seen  penetrating  the  tip  of  the  dens.  A single  screw  technique  was  employed  since  the 
fracture  had  an  oblique  angle  through  the  dens  and  therefore  would  not  be  subjected  to  rotational  forces. 


While  tightening  the  screw,  reduction  of  any 
vertical  dislocation  of  the  dens  will  be  observed. 

Case  2.  This  34  year  old  female  was  involved 
in  a motor  vehicle  accident  and  noted  immedi- 
ate neck  pain.  Two  weeks  after  her  injury  odon- 
toid fracture  was  recognized  on  a radiograph. 
Flexion-extension  lateral  films  showed  six  milli- 
meters of  anterior  dislocation.  CT  images  con- 
firmed on  oblique  fracture  through  the  odon- 


toid process.  IFO  was  performed  using  one 
screw  (fig.  3).  Her  postoperative  course  was 
uneventful  and  she  was  dismissed  on  the  forth 
postoperative  day. 

Case  3.  A 16  year  old  female  involved  in  a 
recreational  vehicle  accident  suffered  a 
nondisplaced  type  II  odontoid  fracture.  Treat- 
ment with  halo  brace  was  initiated.  Two  weeks 
following  halo  placement  routine  followup  films 


FIGURE  4 

A type  ll-P  odontoid  fracture  is  visualized  with  approximately  nine  millimeters 
of  posterior  subluxation  on  the  lateral  view. 
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FIGURE  5 

IFO  with  two  fixation  screws  is  seen  in  both  the  AP  and  lateral  plains. 


confirmed  nine  millimeters  of  posterior 
subluxation  (fig.  4).  IFO  was  undertaken  (fig.  5) 
and  the  patient  discharged  48  hours  later  off  all 
medication  in  a hard  collar.  During  surgery 
rather  dramatic  reduction  of  the  vertical 
subluxation  was  observed  on  serial  fluoroscopic 
images. 

All  patients  continue  to  do  well  with  routine 
follow  up  evaluations  confirming  satisfactory 
clinical  and  radiographic  outcomes.  Our  last 
patient  has  yet  to  reach  solid  arthrodesis  having 
only  recently  been  treated. 

DISCUSSION 

Surgical  treatment  of  cervical  spine  instability 
is  recognized  as  the  procedure  of  choice  in 
certain  patients  with  odontoid  fracture.  A major 
advantage  of  IFO  is  the  preservation  of  joint 
mobility  at  the  atlantoaxial  junction.  Potential 
complications  associated  with  halo  use  in  the 
elderly  and  increased  posterior  dislocation  of 
the  odontoid  with  posterior  fusion  are  avoided. 

When  planning  the  operative  approach,  CT 
scan  of  the  atlantoaxial  region  with  reformatting 
will  best  visualize  the  fracture  and  help  deter- 
mine the  angle  and  number  of  fixation  screws 
required.  In  general,  transverse  fractures  through 
the  base  require  duel  fixation  to  prevent  odon- 
toid rotation.  Postoperatively,  collar  immobili- 


zation is  recommended  for  6 weeks.  Followup 
xrays  are  obtained  at  one,  six  and  twelve  weeks. 
Intraoperative  antibiotics  and  tong  traction  are 
routinely  used.  Flexion  and  extension  films  are 
obtained  on  the  table  to  ensure  satisfactory 
fixation.  Through  technically  demanding,  IFO 
has  several  advantages.  The  challenge  is  found 
in  obtaining  the  higher  than  usual  exposure  and 
achieving  precise  drill  trajectory.  Repeat  intro- 
duction or  angle  correction  may  be  necessary 
to  ensure  that  the  posterosuperior  aspect  of  the 
dens  is  penetrated.  Preservation  of  atlantoaxial 
joint  benefits  the  patient  in  terms  of  neck  func- 
tion. Avoiding  an  iliac  crest  donor  site  and 
potential  complications  associated  with  the 
posterior  approach  are  other  advantages  of  this 
procedure. 
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COMMENT 

People  with  displaced  odontiod  fractures, 
particularly  if  they  are  posterior  displacements, 
are  appropriately  treated  in  this  manner,  as  are 
displaced  odontoid  fractures  in  patients  with 


ankylosing  spondylitis.  It  is  controversial,  but  I 
still  treat  nondisplaced  or  minimally  displaced 
type  II  odontoid  fractures  with  a halo  apparatus 
as  I still  think  the  union  rate  is  satisfactorily  high. 
I should  also  point  out  that  due  to  the  techni- 
cally demanding  aspects  of  the  procedure,  I in 
general  would  perfer  posterior  fixation  of  the 
cervical  spine.  In  mostfractures  of  the  odontoid, 
however,  this  technique  clearly  has  a place  in 
the  spine  fracture  surgeon's  armanentarium. 

Dr.  Samuel  E.  Smith 
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Congenital  Syphilis  in  Nebraska: 
A Case  Report 


DOMINIC  F.  FRECENTESE,  M.D. 
Department  of  Radiology 
Creighton  University  School  of  Mediane 


JUDITH  S.  SCHREIMAN,  M.D. 
Associate  Professor.  Department  of  Radiology 
Creighton  University  School  of  Medicine 


Case  Report 

LN.  is  a seven  week  old,  brought  to 
the  emergency  room  November 
• 4,  1989  because  of  inability  to 
move  the  right  arm  and  leg,  swelling  of  the  right 
lower  extremity  and  rhinorrhea  which  began 
four  days  earlier.  The  infant  was  delivered  by 
Caesarean  section  four  weeks  premature  be- 
cause of  significant  late  decelerations.  Birth 
weight  was  2.4  kilograms  and  Apgar  scores 
were  eight  and  nine  at  one  and  five  minutes 
respectively.  The  3 1 year  old  gravida  three,  para 
two  mother  was  a cocaine  addict  and  cocaine 
metabolites  were  detected  on  the  postpartum 
infant  drug  screen.  Maternal  VDRL  was 
nonreactive  in  April  1989. 

Physical  exam  on  admission  revealed  a small, 
weak  infant  weighing  3.6  kgs  with  a tempera- 
ture of  101.6°F  and  pulse  of  190.  There  was 
clear  rhinorrhea  and  swelling  of  the  right  foot, 
ankle,  and  lower  leg.  The  infant  demonstrated 
decreased  movement  of  the  right  upper  and 
lower  extremities,  but  had  normal  passive  range 
of  motion  of  all  joints.  There  were  no  skin 
lesions,  meningismus,  or  hepatosplenomegaly. 
Laboratory  evaluation  demonstrated  WBC  2 1 .9, 
Hg  8.4  (normocytic,  normochromic),  ESR  of 
1 30  mm/hour,  AST  202  (7-39  lU/L)  ALT  1 94  (2- 
54  lU/L),  GGTP  133  (8-78  lU/L),  and  albumin 
2.7  (3. 7-4. 7 gm/dl).  Hemoglobin  electrophore- 
sis, G6PD  and  HIV  screens  were  normal.  Ex- 
tremity radiographs  were  obtained  demonstrat- 
ing periostitis,  metaphyseal  lucent  bands,  and 
metaphyseal  erosions  involving  the  humerus, 
femur,  and  tibia  bilaterally  (Figure  1-4).  The 
diagnosis  of  congenital  syphilis  was  suggested 
and  later  confirmed  by  reactive  infant  serum 
VDRL  of  1:64  and  positive  serum  FTA-ABS. 
Cerebrospinal  fluid  VDRL  and  brain  MRI  were 
normal.  A radionuclide  bone  scan  demon- 
strated diffusely  increased  activity  in  both  tibia 
and  possibly  in  the  right  proximal  forearm. 
Treatment  with  aqueous  penicillin  G 125,000 
units  intravenously  q 6°  was  continued  for  ten 


days.  By  the  fifth  treatment  day,  rhinorrhea  had 
resolved  and  extremity  movement  was  improv- 
ing. Despite  symptomatic  improvement  repeat 
radiographs  on  treatment  day  seven  demon- 
strated increased  periosteal  thickening  and  new 
bone  formation  (Figure  5 & 6).  Follow-up  ex- 
tremity radiographs  four  months  later  were 
normal  and  the  child  remains  asymptomatic  ten 
months  following  treatment  (Figure  7 & 8). 

Discussion 

Syphilis  is  a sexually  transmitted  disease 
caused  by  the  spirochete  Treponema  pallidum. 
Humans  are  the  only  natural  host  and  the 
organism  is  acquired  through  contact  with  in- 
fectious lesions,  blood  transfusions,  transpla- 
cental migration,  and  rarely  through  contact 
with  infected  fomites.  Between  1981  - 1989, 
the  national  incidence  of  primary  and  second- 
ary syphilis  has  increased  thirty-four  percent 
from  13.7  to  18.4  cases  per  100,000  popula- 
tion. This  is  the  highest  rate  since  1 949,  with  the 
greatest  increases  occurring  in  the  black  female 
urban  dwelling  population.'  Not  unexpectedly, 
there  is  also  a dramatic  increase  of  congenital 
syphilis  in  infants  born  of  this  population  subset. 
From  1 986  - 1 988  the  number  of  reported  cases 
of  congenital  syphilis  in  New  York  City  in- 
creased over  five  hundred  percent.'  The  num- 
ber of  primary  and  secondary  cases  of  syphilis 
reported  in  Nebraska  has  increased  from  eight 
in  1 985  to  thirty  in  1 989.  However,  there  have 
not  been  any  cases  of  congenital  syphilis  re- 
ported in  Nebraska  since  the  Nebraska  Depart- 
ment of  Health  began  recording  statistics  fifteen 
years  ago.^  We  report  the  first  case  of  congeni- 
tal syphilis  and  review  clinical  and  radiographic 
findings  in  an  attemptto  heighten  clinical  aware- 
ness at  a time  when  the  incidence  of  syphilis  and 
congenital  syphilis  are  increasing. 

‘Address  correspondence  and  reprint  requests  to:  Judith  S. 
Schreiman,  M.D.,  Department  of  Radiology,  Creighton  Univer- 
sity School  of  Medicine,  601  North  30th  Street,  Omaha, 
Nebraska  68131. 
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FIGURES  1 & 2 

Admission  long  bone  lower  extremity  radiographs  demonstrating;  symmetric  periostitis  involving  the  femur, 
tibia,  and  fibula;  metaphyseal  osteoporosis  of  the  distal  femur,  proximal  and  distal  tibia;  and  medial  metaphyseal 
cortical  destruction  termed  WIMBURGER'S  sign. 


FIGURES  3 & 4 

Admission  long  bone  upper  extremity  radiographs  demonstrating  symmetric  alternating  metaphyseal  bands  of 
increased  and  decreased  density. 
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FIGURES  S&6 

Right  upper  and  lower  extremity  radiographs  on  the  seventh  day  of  treatment  demonstrate  increased  periosteal 
reaction,  marked  distal  humeral  new  bone  formation,  and  increased  proximal  tibial  metaphyseal  irregularity. 


FIGURES  7 & 8 

Follow-up  right  upper  and  lower  extremity  radiographs  four  months  later  demonstrate  normal  periosteum, 
metaphyseal  cortex,  and  mineralization. 
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Transplacental  transmission  can  occur  at  any 
time  during  pregnancy  but  syphilitic  lesions  do 
not  develop  in  utero  until  after  the  sixteenth 
week  of  gestation.  The  developing  fetus  re- 
quires an  intact  immune  system  for  the  sequela 
of  the  syphilitic  infection  to  develop.  The  risk  of 
maternal-fetal  transmission  is  80-95%  for 
untreated  early  maternal  syphilis.  This  risk  of 
transmission  begins  to  decline  after  the  mother 
has  been  infected  for  two  years. ''  If  untreated, 
25-40%  of  fetuses  suffer  in  utero  death  and 
another  25-30%  die  after  birth.  Only  25%  of 
cases  are  diagnosed  during  the  first  year  of  life 
and  of  those  that  survive  infancy  20-40%  de- 
velop late  symptomatic  congenital  syphilis. 

Congenital  syphilis  can  be  divided  into  early 
and  late  stages  similar  to  those  of  adult  acquired 
syphilis.  Early  manifestations  occur  within  the 
first  two  years  of  life  and  resemble  secondary 
syphilis  in  the  adult.”*  Symptoms  include  leth- 
argy, fever,  rhinorrhea,  lacrimation,  and  limita- 
tion in  limb  movement  termed  the  pseu- 
doparalysis of  Parot.  Signs  include  generalized 
lymphadenopathy,  hepatosplenomegaly,  macu- 
lopapularerythematous  skin  eruptions  and  limb 
swelling.  Anemia,  increased  hepatic  enzymes, 
and  hypoproteinemia  are  common.  Nephritis 
or  the  nephrotic  syndrome  occur  in  5-8%.^  The 
stage  of  late  congenital  syphilis  arbitrarily  be- 
gins when  congenital  syphilis  remains  untreated 
after  two  years  of  age.  Manifestations  are  those 
ofsabershins,  bilateral  knee  effusions  or  Glutton's 
joints,  saddle  nose,  rhagades  which  are  linear 
scars  around  the  mouth  and  nose,  mulberry 
molars,  barrel  shaped  upper  central  incisors 
called  Hutchinson's  teeth,  interstitial  keratitis, 
and  neurosyphilis.  The  cardiovascular  lesions  of 
adult  tertiary  syphilis  are  rarely  seen  in  late 
congenital  syphilis. 

The  skeletal  system  is  involved  in  75-95%  of 
congenital  syphilitics  and  these  pathologic  skel- 
etal changes  can  be  seen  radiographically  (4, 
10).  The  spirochete  invades  sites  of  active 
endochondral  ossification,  the  perichondrium, 
periosteum,  cartilage  and  bone  marrow.  Osteo- 
genesis is  inhibited  and  osteoblasts  degener- 
ate. ^ These  histopathologic  changes  result  in 
the  radiologic  findings  of  dystrophic  symmetri- 
cal bone  lesions.  Cremin  et  al.  reviewed  the 
radiographic  findings  in  1 02  cases  of  congenital 
syphilis  from  1958-1968.  These  were  grouped 
into  findings  of  metaphyseal  dystrophy,  "osteitis- 
like" dystrophy  and  periosteal  dystrophy.  Peri- 
osteal dystrophy  or  elevation  was  the  most 
common  finding  seen  in  97%  of  cases.  The 


periosteal  reaction  could  be  a thin  single  layer, 
a laminated  multilayer,  or  a homogeneously 
dense  cortical-periosteal  layer.  The  metaphyseal 
dystrophic  changes  consisted  of  transverse 
metaphyseal  bands  of  increased  or  decreased 
calcification,  metaphyseal  cortical  irregularity 
or  frank  collapse,  or  displacement  of  the  termi- 
nal metaphysis.  The  "osteitis-like"  dystrophic 
changes  included  osteoporosis  of  the  appen- 
dicular skeleton,  alternating  longitudinal  bands 
of  increased  and  decreased  density,  cortical 
erosion  affecting  the  upper  medial  tibia  termed 
the  Wimburger  sign,  and  cortical  erosion  of  the 
upper  medial  humeri.  These  bone  lesions  are 
not  specific  for  congenital  syphilis  and  can  be 
seen  in  rubella,  cytomegalovirus,  sickle  cell, 
erythroblastosis  fetalis  and  infantile  hypo- 
parathyroidism.^ 

The  diagnosis  of  congenital  syphilis  is  sug- 
gested by  a history  of  untreated  maternal  syphi- 
lis, positive  neonatal  serology,  clinical  or  radio- 
graphic  findings.  However,  neonatal  serology, 
i.e.  VDRL  and  FTA-ABS-IgG,  can  be  positive  in  a 
maternal  infection  treated  prepartum  due  to 
passive  transfer  of  maternal  IgC  antibodies.  In 
this  situation,  neonatal  FTA-ABS-IgM  will  be 
negative  since  the  IgM  antibody  is  too  large  for 
passive  transplacental  transfer,  serial  non-trepo- 
nemal  neonatal  serology  titers  will  decline,  and 
the  radiographic  long  bone  survey  will  be  nor- 
mal. Because  75-95%  of  congenital  syphilitics 
have  long  bone  involvement,  the  radiographic 
long  bone  survey  is  a useful  diagnostic  tool.  If 
there  is  any  suspicion  of  congenital  syphilis, 
current  CDC  recommendations  are  spinal  tap 
for  CSF  analysis  followed  by  immediate  treat- 
menteven  prior  to  confirmatory  serology.^  Treat- 
ment consists  of  50,000  unit/kg/day  of  intrave- 
nous aqueous  crystalline  or  procaine  penicillin 
for  ten  days.  In  the  past,  early  congenital  syphilis 
had  been  treated  with  a single  outpatient  IM 
dose  of  50,000  units  of  benzathine  penicillin 
per  kg,  in  those  infants  that  neurosyphilis  had 
been  excluded  by  negative  CSF  serology.  How- 
ever, treatment  failures  have  been  reported  and 
this  single  dose  treatment  is  no  longer  recom- 
mended.® 

All  states  require  prenatal  maternal  testingfor 
syphilis,  generally  done  in  the  first  trimester  or 
the  first  prenatal  visit.  This  is  true  of  Nebraska. 
Because  of  the  increase  of  acquired  and  con- 
genital syphilis.  New  York  also  requires  mater- 
nal testing  in  the  third  trimester  to  detect  any 
cases  acquired  following  the  first  prenatal  visit. 
The  CDC  has  identified  high  risk  groups  for 
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antenatal  syphilis  infection  and  transmission. 
These  are  urban  dwelling,  young  mothers  of 
lower  socioeconomic  status  who  are  drug  de- 
pendent. The  practice  of  trading  sex  for  drugs 
increases  the  rate  of  syphilis  transmission  within 
this  group  and  makes  it  difficult  to  identify 
contacts  for  treatment.  Our  patient's  mother  fit 
the  risk  categories  of  lower  socioeconomic 
status  and  drug  dependence  and  had  a normal 
VDRL  early  in  the  second  trimester.  This  dem- 
onstrates the  need  to  retest  those  mothers  later 
in  pregnancy  who  fulfill  these  risk  criteria.  Inter- 
estingly, syphilis  has  decreased  in  the  white 
male  homosexual  population  during  this  same 
time  period,  presumably  due  to  safer  sexual 
practices. 

Summary 

In  the  United  States,  the  incidence  of  ac- 
quired syphilis  has  increased  thirty  four  percent 
in  the  last  decade  with  young,  black,  urban 
dwelling,  drug  dependent  females  representing 
the  highest  risk  group.  Concomitantly,  congeni- 
tal syphilis  has  increased  causing  spontaneous 
abortions,  stillbirths,  and  neonatal  morbidity 
and  longterm  neurologic  sequela.  Because 
physicians  are  no  longer  familiar  with  the  dis- 
ease, it  is  estimated  that  only  twenty-five  per- 
cent of  neonatal  syphilis  is  diagnosed  during  the 
first  year  of  life.  This  report  describes  the  first 
reported  case  of  congenital  syphilis  in  Nebraska. 
Our  patient  demonstrates  the  typical  clinical 
findings  of  lethargy,  extremity  swelling  and  the 
pseudoparalysis  of  Parot,  while  laboratory  evalu- 
ation showed  anemia,  abnormal  hepatic  en- 
zymes, hypoproteinemia,  and  confirmatory 
positive  neonatal  VDRL  and  FTA-ABS.  The  plain 
film  radiographic  survey  illustrated  the  charac- 


teristic findings  of  periostitis,  metaphyseal  band- 
ing and  cortical  erosion.  By  relying  upon  the 
relatively  inexpensive  and  easy  to  obtain  radio- 
graphic  long  bone  survey  a prompt  diagnosis 
can  be  made  and  immediate  treatment  insti- 
tuted while  awaiting  confirmatory  serology.  We 
must  reacquaint  ourselves  with  the  increasing 
incidence  of  acquired  and  congenital  syphilis. 
This  will  enable  us  to  make  a timely  and  cost- 
effective  diagnosis  of  congenital  syphilis  and 
prevent  its  devastating  complications. 
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PREGNANCY  is  known  to  sometimes 
induce  or  aggravate  hypertension, 
and  the  incidence  and  severity  of 
the  condition  are  highly  variable.  Chronic  hy- 
pertension may  be  defined  as  any  sustained 
blood  pressure  elevation  to  140/90  mm  Hg  or 
greater,  either  before  pregnancy  or  earlier  than 
20  weeks  of  the  present  pregnancy.’  A number 
of  factors  appear  to  be  related  to  hypertensive 
vascular  disease  in  pregnancy.  The  condition  is 
more  common  among  older  women,  obese 
mothers,  diabetics,  and  blacks.  Often  many 
members  of  a single  family  are  hypertensive. 

Although  hypertension  is  a common  compli- 
cation of  pregnancy,  guidelines  for  manage- 
ment are  somewhat  unclear.  The  pregnant 
woman  usually  tolerates  chronic  hypertension 
if  her  diastolic  pressures  remain  below  100  mg 
Hg.  However,  complications  such  as 
midtrimester  loss,  growth  retardation,  and 
abruptio  placentae  may  occur. 

Nonpharmacologic  Therapy 

Most  authorities  agree  that  blood  pressure 
can  often  be  controlled  without  antihypertensive 
medications.  Diastolic  blood  pressures  from  90 
to  99  mm  Hg  are  not  difficult  to  attain,  because 
blood  pressures  fall  during  the  first  and  second 
trimesters  in  most  pregnant  women.' 

Some  standard  methods  of  treating  hyper- 
tension must  be  changed  in  pregnancy.  For 
example,  weight  reduction  and  vigorous  exer- 
cise are  not  encouraged  during  pregnancy. 
Although  exercise  has  not  been  studied,  theo- 
retic concerns  exist  about  the  role  of  the 
uteroplacental  blood  flow  in  the  pathogenesis 
of  preeclampsia. 

Weight  reduction  is  advisable  before 
pregnancy  for  those  who  weigh  greater  than 
1 1 5%  of  their  ideal  body  weight. Saturated  fat 
intake  should  be  reduced.  Alcohol  and  smoking 
should  be  avoided.  Data  are  insufficient  to 


routinely  recommend  additional  dietary  cal- 
cium supplementation  for  treatment  of  preg- 
nant women  with  chronic  hypertension. 

Research  suggests  that  the  severity  of  hyper- 
tension correlates  with  the  extent  of  plasma 
volume  contraction,  and  that  pregnant  women 
with  chronic  hypertension  have  lower  plasma 
volumes  than  normotensive  women. ^ Thus  so- 
dium is  generally  not  restricted  during  preg- 
nancy. Restriction  is  advisable  for  the  rare 
pregnant  woman  with  chronic  hypertension 
who  is  salt-sensitive  and  for  those  whose  creati- 
nine clearance  is  reduced. 

Regular  dynamic  exercise  (walking,  swim- 
ming) should  not  be  discouraged  if  blood  pres- 
sures are  not  elevated.^  Rest  during  pregnancy 
in  a lateral  reclining  position  helps  to  maximize 
uteroplacental  blood  flow.  Despite  the  lack  of 
formal  research  on  the  subject,  management 
should  include  bed  rest  to  lower  blood  pressure 
and  promote  diuresis.^  Strict  bed  rest  is  seldom 
necessary,  but  the  patient  should  limit  activities 
and  set  aside  time  each  day  for  rest.  Adjust- 
ments may  be  necessary  in  child  care  and  the 
employment  situation. 

Patients  should  be  encouraged  to  take  their 
blood  pressures  outside  the  physician's  office 
and  keep  a record  of  readings.®  Candidates  for 
monitoring  should  have  formal  instruction  on 
the  correct  technique  for  applying  the  cuff  and 
measuring  blood  pressures.  Medical  personnel 
should  be  available  if  the  blood  pressure  rises 
significantly  before  the  next  scheduled  visit.  Self 
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monitoring  of  blood  pressure  is  often  helpful  in 
determining  whether  borderline  or  mildly  el- 
evated blood  pressures  remain  elevated  at  home 
or  in  the  work  setting  and  whether  limitation  of 
activity  is  necessary  to  better  control  the  blood 
pressures.  Also,  adjustinent  of  drug  therapy  or 
withdrawal  are  more  plausible  with  knowledge 
of  frequent  blood  pressure  recordings. 

Drug  Therapy 

The  goal  of  treating  a pregnant  women  with 
chronic  hypertension  is  to  reduce  the  short- 
term cardiovascular  risks  to  the  mother  while 
avoiding  compromise  of  fetal  well-being.  Since 
most  pregnant  women  with  chronic  hyperten- 
sion have  only  borderline  or  mild  elevations  in 
blood  pressure,  the  risk  of  acute  cardiovascular 
complication  is  extremely  low.  Nonphar- 
macologic  treatment  is  urged  when  the  dias- 
tolic blood  pressure  is  99  mm  Hg  or  lower. 

Treatment  of  hypertension  at  diastolic  levels 
of  90  to  99  mm  Hg  must  be  undertaken  cau- 
tiously because  of  the  possibilities  that  medica- 
tion may  reduce  placental  blood  flow  or  cross 
the  placenta  to  directly  affect  the  fetus.'  Al- 
though the  literature  is  conflicting,  many  obste- 
tricians do  not  prescribe  drugs  for  chronic  hy- 
pertension in  pregnancy  unless  the  mother's 
blood  pressure  is  above  1 50/1 00  mm  Hg  or  her 
hypertension  had  been  well  controlled  by  medi- 
cation before  the  pregnancy.  Clinical  trials  and 
experience  have  not  shown  whether  long-term 
treatment  of  chronic  hypertension  prevents 
preeclampsia.  Trials  of  antihypertensive  drugs 
have  evaluated  treatment  begun  in  the  third 
trimester,  but  little  information  is  available  re- 
garding treatment  begun  in  the  first  half  of 
pregnancy. 

Research  has  suggested,  but  not  conclusively 
demonstrated,  that  treatment  of  mild  to  moder- 
ate hypertension  results  in  improved  fetal  well- 
being. In  the  largest  clinical  trial  which  demon- 
strated a reduction  in  perinatal  deaths,  most 
patients  began  taking  methyidopa  during  the 
second  trimester,  and  a significant  proportion 
began  earlier."  Adjusting  or  withdrawing  any 
drug  therapy  should  be  undertaken  cautiously. 
A conservative  approach  is  necessary  to  avoid 
excessive  reductions  or  rises  in  blood  pressure. 

At  present,  only  methyidopa  meets  the  crite- 
ria of  efficacy  and  safety.  Experience  has  shown 
that,  except  for  the  angiotensin-converting  en- 
zyme inhibitors,  the  drugs  currently  used  pose 
no  increased  risk  of  perinatal  morbidity  or  death. 


Indications  for  Delivery 

Delivery  is  recommended,  even  early  in  gesta- 
tion, if  blood  pressures  increase  rapidly  above 
110  mm  Hg  diastolic,  significant  proteinuria 
develops,  renal  function  deteriorates,  fetal 
growth  retardation  is  confirmed,  or  biophysical 
assessment  reveals  fetal  compromise.  The  most 
common  techniques  of  antepartum  fetal  sur- 
veillance are  fetal  movement  counting,  nonstress 
testing,  oxytocin  challenge  testing,  and 
ultrasonography.  Daily  fetal  movement  chart- 
ing should  begin  early  in  the  third  trimester. 
Weekly  or  semi-weekly  fetal  heart  rate  testing  is 
recommended  to  begin  by  the  32nd  gestational 
week  if  medications  are  used  or  if  the  hyperten- 
sion worsens.'' 

Serial  ultrasound  exams  to  assess  fetal  growth 
and  placental  morphology  should  begin  early  in 
pregnancy  and  usually  are  given  no  more  fre- 
quently than  every  3 weeks.  As  long  as  the  fetus 
continues  to  grow  appropriately  and  the  quan- 
tity of  amniotic  fluid  is  adequate,  it  can  be 
inferred  that  placental  function  and  uterine  blood 
flow  are  appropriate.  If  fundal  height  measure- 
ments lead  to  a suspicion  of  intrauterine  growth 
retardation,  and  the  condition  is  documented 
by  ultrasonography,  biophysical  testing  should 
be  implemented.  A reduction  in  the  quantity  of 
amniotic  fluid  deserves  attention  because  de- 
creased quantities  are  associated  with  umbilical 
cord  compression  before  and  during  labor. 

Hospitalization  is  indicated  when  systolic/ 
diastolic  values  are  persistently  elevated  30/1  5 
mm  Hg  above  previous  levels,  or  when  there 
are  signs  of  superimposed  preeclampsia,  fetal 
growth  retardation,  or  fetal  distress.  If  the 
maternal  condition  deteriorates  rapidly,  fetal 
well-being  requires  delivery.  The  predictive 
value  of  fetal  surveillance  testing  is  invalidated 
by  rapid  changes  in  the  maternal  health.  Pro- 
gressively reduced  perfusion  of  brain,  kidneys, 
and  such  target  organs  as  the  liver  and  placenta 
should  be  sought. 

Fetal  considerations  often  dictate  the  timing 
of  delivery.  The  physician  should  consider  deliv- 
ery as  soon  as  fetal  lungs  are  mature,  or  by  term 
if  maternal  blood  pressures  have  been  well 
controlled  and  fetal  growth  has  been  normal. 
When  delivery  is  anticipated  before  34  weeks, 
glucocorticoids  may  be  given  to  enhance  fetal 
lung  maturity  if  the  mother's  condition  is  stable, 
blood  pressures  are  no  higher  than  160/105, 
and  delivery  can  be  delayed  at  least  36  hours. 
An  amniocentesis  is  often  done  if  determination 
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of  pulmonary  maturity  would  influence  deci- 
sion-making. 

Whether  these  plans  of  action  decrease 
perinatal  morbidity  and  mortality  rates  is  un- 
clear. Despite  good  intentions,  the  approach  of 
delivering  a very  immature  but  surviving  fetus 
who  requires  intensive  care  and  faces  the  atten- 
dant risk  of  long-range  developmental  disability 
is  open  to  debate.  Such  an  approach  should  be 
attempted  in  well-equipped  health  centers 
staffed  with  specialized  personnel. 
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PRESIDENT'S  PAGE 


PERRY  T.  WILLIAMS,  M.D. 
President,  Nebraska  Medical  Association 


Getting  a letter  from  Sunderbruch 
Corporation's  PRO  is  irritating  and  much  like 
stepping  on  a thorn  or  getting  a splinter  in  your 
hand.  It  is  irritating  but  not  disastrous  and  doesn't 
seem  to  warrant  the  attention  you  have  to  give. 
But  the  thing  has  to  be  attended  to  and  removed 
in  order  to  relieve  the  situation  and  get  rid  of  the 
irritation.  We  don't  want  to  devote  any  time  for 
this,  but  it  becomes  necessary  and  has  become 
a fact  of  life  unfortunately. 

As  with  most  issues,  there  are  several  facets 
of  opinion.  Some  easily  construe  these  affronts 
as  gestapo  tactics  overseeing  the  operation's 
activities  and  decisions  of  professionals  who 
know  their  own  business  and  shouldn't  be  inter- 
fered with.  Others  feel  there  are  occasional 
oversights  or  omissions  which  should  be  at- 
tended to  and  ought  to  be  pointed  out  or 
remedied  to  improve  quality.  Then  I am  sure 
there  are  some  people  who  really  would  like  to 
indicate  that  physicians  are  not  to  be  trusted 
and  believed.  The  adverse  opinions  may  be 
politically  motivated,  but  probably  not  all.  Oc- 
casionally, a quality  problem  appears  and  needs 
to  be  sorted  out.  Statistically  we  have  become 
aware  of  some  facts  which  help  clarify  our 
relationship  and  may  aid  our  understanding  and 
obligation  as  irritating  as  they  are,  but  there  will 
be  less  stress  generated  if  we  know  how  to 
cope.  Our  PRO  Overview  Committee  is  pub- 
lishing some  worthwhile  suggestions: 

1.  First  and  foremost  is  documentation.  All 
review  agencies  and  committees  exist  on 
documentation.  "If  it  isn't  written,  it  didn't 
happen,"  is  the  axiom. 

2.  Next,  is  to  respond  as  quickly  as  possible. 
That  has  been  emphasized  so  many  times 
and  it  is  apparently  true,  the  quicker  the 
better. 

When  a physician  member  of  the  NMA  feels 
oppressed  and  put  upon  by  the  system  he/she 
should  contact  our  PRO  Grievance  Committee. 
That  group  will  do  everything  possible  to  assist 
the  physician  with  significant  complaints.  This 


Perry  T.  Williams,  M.D. 


does  not  imply  contact  after  every  single  initial 
letter  from  Sunderbruch,  but  more  severe  com- 
plaints. This  subcommittee  functions  under 
Doctor  Herb  Hartman's  PRO  Overview  Com- 
mittee. You  may  contact  either  Doctor  Hartman 
or  the  NMA  office  and  Mr.  Schellpeper  to 
initiate  our  activity. 

We  are  attempting  to  inform  all  of  our  mem- 
bers of  the  availability  of  help  with  the  Griev- 
ance Committee  and  of  their  opportunity  to 
register  complaints.  Our  biggeststumbling  block 
is  in  not  being  informed  as  to  who  is  experien- 
cing trouble.  Sunderbruch  certainly  does  not 
tell  our  NMA  PRO  Committee  due  to  the  con- 
fidentiality issue. 

The  only  means  our  committee  has  of  receiv- 
ing information  is  by  the  doctor  personally 
informing  our  Association  of  the  problem.  Our 
main  effort  is  to  encourage  physicians  to  let  us 
know  of  the  situation  so  that  we  can  try  to  help. 
Some  things  must  be  done  to  continue  our 
efforts  to  help  solve  these  problems.  Unfortu- 
nately, there  is  no  facility  at  present  to  provide 
remedial  education  in  our  state.  We  are  taking 
steps  to  try  to  improve  that  situation  also. 

Your  Association  is  making  a major  effort  to 
inform  all  its  members  of  the  assistance  in- 
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tended  by  our  PRO  Grievance  and  PRO  Over- 
view Committees.  Their  efforts  are: 

1 . To  help  physician  members  determine  if  a 
serious  complaint  is  justified  or  not; 

2.  To  attempt  to  accomplish  needed  changes 
in  the  PRO  process  when  indicated; 

3.  Develop  supportive  measures  when  sanc- 
tions have  been  placed  where  there  is 
concern  over  quality  issues. 

October  1st  ushered  in  a new  change  in  the 
PRO  methods  called  their  "fourth  scope  of 
work."  It  will  now  review  a 1 5%  sample  of  cases 
picked  throughout  the  country.  This  should 
reduce  an  individual's  chance  for  review.  As  yet, 
we  don't  know  whether  that  newer  process  will 
be  randomized  or  selective.  It  is  known  for  sure, 


however,  that  any  current  intensive  review  will 
continue  until  cleared.  Pre-procedure  surgical 
review  has  been  eliminated.  Though 
Sunderbruch  indicates  that  their  TSCN  quar- 
terly newsletter  goes  to  all  Nebraska  physicians, 
the  statistics  of  the  most  common  problems  get 
obscured  and  overlooked.  We  plan  to  reprint 
that  data  in  the  journal  and  in  our  own  newslet- 
ter so  that  we  can  become  better  informed  and 
possibly  avert  problems. 

Our  committees  will  continue  to  scrutinize 
the  manner  in  which  HCFA  and  Sunderbruch 
carry  out  the  reviews  and  regulations,  as  well  as 
make  recommendations  to  improve  the 
program's  functioning  when  needed.  They  will 
continue  to  provide  reports  to  the  House  of 
Delegates  as  appropriate. 


WELCOME  NEW  MEMBERS 


Susan  j.  Boust,  M.D. 

Creighton/Nebraska  Dept,  of  Psychiatry 

600  S.  42nd  St. 

Omaha,  NE  68198 

Richard  j.  Bruneteau,  M.D. 

8900  W.  Dodge  Rd. 

Omaha,  NE  681 1 4 

Mary  E.  Bussey,  M.D. 

3001  Douglas  St.,  7th  Floor 
Omaha,  NE  68131 

Stephen  Chartrand,  M.D. 

601  N.  30th  St.,  #6820 
Omaha,  NE  681 31 

William  A.  Marcil,  M.D. 

9239  W.  Center  Rd. 

Omaha,  NE  68124 


Stephanie  A.  Miske,  M.D. 
622  Doctors  Bldg. 
Omaha,  NE  68131 

M.  Kathleen  Mitchell,  M.D. 
4840  F St. 

Omaha,  NE  68117 

Francis  j.  Savarirayan,  M.D. 
622  B Newberry 
Alliance,  NE  69301 

George  T.  Bryan,  jr.,  M.D. 
8303  Dodge  St. 

Omaha,  NE  68114 

Richard  H.  Hurd,  M.D. 
4200  Douglas  St. 
Omaha,  NE  681  31 
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THE  AUXILIARY 


DONNA  STONE 

President,  Nebraska  Medical  Association  Auxiliary 


It  is  the  age  of  the  upturned  palm,  the  plain- 
tive voice  on  the  telephone  or  the  creative  letter 
without  a return  address  on  the  envelope.  In 
short,  it  is  fund-raising  that  remains  high  priority 
in  every  organization,  regardless  of  purpose. 

Our  medical  community  continues  to  give 
high  priority  to  two  organizations  that  affect  the 
health  and  well-being  of  Nebraskans  and  all 
other  citizens  of  this  country  as  well.  They  are 
the  Nebraska  Medical  Foundation  and  the 
American  Medical  Association  Education  and 
Research  Foundation.  A brief  review  is  in  order 
for  those  of  you  who  are  new  to  the  area  and  a 
memory-jogger  for  others. 

The  Nebraska  Medical  Foundation  (NMF) 
was  established  in  1 948  by  the  Nebraska  Medi- 
cal Association  as  a non-profit  and  charitable 
organization.  The  Foundation  is  governed  by  a 
Board  of  Directors  and  funded  through  gifts  and 
contributions. 

The  purpose  of  the  Foundation  is  to  finan- 
cially assist  medical  students,  interns,  and  resi- 
dents as  well  as  students  in  allied  medical  fields 
by  providing  funds  for  loans  and  research  schol- 
arships. 

Each  year  the  Nebraska  Medical  Foundation 
awards  student  research  scholarships  to  medi- 
cal students  at  each  of  the  medical  colleges: 
Creighton  University  and  the  University  of  Ne- 
braska Medical  Center.  In  addition,  scholar- 
ships are  also  presented  in  memory  of  two 
deceased  Nebraska  physicians.  Dr.  Frank  FH. 
Tanner  and  Dr.  C.A.  McWhorter. 

The  Auxiliary  has  assisted  in  promoting  the 
objectives  of  the  Foundation  for  over  30  years 
It  has  provided  leadership  in  securing  contribu- 
tions and  informing  the  membership  about  the 
Foundation.  A total  of  $3680.78  was  raised  last 
year  from  a variety  of  county  auxiliary  projects. 
Lynn  Cronk,  current  chairman  of  the  NMF  com- 
mittee of  our  Auxiliary  encourages  all  of  us  to 
consider  supporting  the  NMF.  Contributions 
should  be  sent  to  the  Nebraska  Medical  Asso- 
ciation offices  in  Lincoln. 


The  American  Medical  Association  Educa- 
tion and  Research  Foundation  (AMA-ERF)  is  the 
only  national  fund-raising  effort  of  the  AMA 
Auxiliary.  It  was  established  by  the  AMA  Board 
of  Trustees  in  1962  to  help  support  quality 
education  in  the  nation's  medical  schools. 

Maria  O'Donohue,  AMA-ERF  chairman  re- 
ports that  $891 2.26  was  raised  by  the  Auxiliary 
last  year  in  Nebraska.  In  addition  to  individual 
county  projects,  funds  were  also  raised  through 
a state  board  Doctors'  Day  sharing  card,  an 
absentee  tea  for  Members-at-Large,  and  a raffle 
at  the  convention. 

When  you  contribute  to  AMA-ERF,  you  may 
designate  to  which  medical  school  your  tax 
deductible  donation  is  given.  You  may  also 
choose  between  (1)  the  Medical  School  Excel- 
lence Fund  and  (2)  the  Medical  Student  Assis- 
tance Fund.  (Be  assured  that  these  funds  do 
indeed  getto  the  medical  school  of  yourchoice.) 

The  Medical  School  Excellence  Fund  pro- 
vides grants  to  medical  schools  to  use  as  they 
see  fit.  Often  these  monies  are  the  only  unre- 
stricted funds  the  dean  may  use.  The  deans 
repeatedly  stress  their  appreciation  for  the  flex- 
ibility this  allows  in  supporting  varied  activities. 
They  always  thank  the  Auxiliary  and  encourage 
all  members  to  continue  this  support. 

The  Medical  Student  Assistance  Fund  re- 
quires that  the  school  use  the  funds  to  help 
support  bona  fide  educational  expenses  for 
medical  students.  The  student  recipients  of  these 
funds  are  very  appreciative  of  the  assistance 
that  they  receive. 

Appreciation  for  the  Auxiliary's  fund-raising 
efforts  was  also  evident  in  Chicago  at  the  annual 
meeting  in  june.  At  the  opening  of  the  AMA 
FHouse  of  Delegates,  AMA  Auxiliary  President 
Norma  Skoglund  presented  a check  for 
$2,420,968.28  to  the  AMA-ERF  chairman.  (This 
represents  $ 1 ,558,255.00  in  contributions  from 
auxilians  and  $862,713.28  from  physicians.) 

If  you're  looking  for  some  fresh  new  fund- 
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raising  ideas,  just  let  your  fingers  do  the  walking 
through  THE  PROJECT  BANK  CATALOG.  It  is 
filled  with  ideas  for  projects  for  auxiliaries  of  all 
sizes  and  locations  and  it  is  EREE  to  members; 
simply  write  to  AMAA,  515  No.  State  St.,  Chi- 
cago, IL  60610  or  call  (3 1 2)  464-4470.  Another 
way  to  raise  funds  is  the  AMA-ERE  ALL  PUR- 
POSE CARD.  State  and  county  AMA-ERE  chair- 
men may  order  them  in  quantity  (no  charge) 
from  the  address  or  phone  number  listed  above. 
When  individuals  purchase  them  (6  cards  for 
$25  is  the  suggested  price),  the  entire  amount 


goes  to  AMA-ERE.  This  tax-deductible  contribu- 
tion may  be  designated  for  the  school  of  your 
choice.  When  an  occasion  arises,  simply  com- 
plete the  inside  of  the  card  appropriately. 

TO  ALL  AUXILIANS:  I thank  you  for  your  help 
in  the  past  and  encourage  your  continued  sup- 
port of  NME  and  AMA-ERE  through  projects 
and  individual  contributions. 

What  a great  way  to  promote  the  quality  of 
medical  education  and  health  care  for  all  of  us! 


IN  MEMORIAM 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


j.  WHITNEY  KELLEY,  M.D.  - (Born  January  1 8, 
1 909  — died  August  16,  1991)  Medical  Spe- 
cialty-Psychiatry. Doctor  Kelley  was  a gradu- 
ate of  Creighton  University  School  of  Medi- 
cine in  1932  and  practiced  in  Omaha.  He 
was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Asso- 
ciation. Doctor  Kelley  served  as  President  of 
the  NMAfrom  1 969-70.  Survivors  include  his 
wife,  Irene;  sons,  E.  Newton,  John  W.  Jr.  and 
Richard  W.,  all  of  Omaha;  seven  grand- 
children and  three  great-grandchildren. 


DWIGHT  M.  FROST,  M.D.  — (Born  August  20, 
1920  — died  September  4,  1991)  Medical 
Specialty  — Physical  Medicine  and  Rehabili- 
tation. Doctor  Frost  was  a graduate  of  Temple 
University  School  of  Medicine  in  Philadel- 
phia, Pennsylvania  in  1945  and  practiced  in 
Omaha.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association. 


October  1991  Nebraska  Medical  Journal  341 


COMING  MEETINGS 


MAYO  FOUNDATION 

OCTOBER  20,  1991  — ENT  for  Primary  Care 
Physicians,  Rochester,  Minnesota. 

NOVEMBER  2-3,  1991  — 1991  Gynecologic 
Review  for  Primary  Care  Physicans,  Roches- 
ter, Minnesota. 

MAYO  SYMPOSIUM  ON  SPORTS  MEDI- 
CINE — November  8-9,  1991,  Rochester, 
Minnesota,  Contact;  Postgraduate  Courses, 
Section  of  Continuing  Education,  Mayo 
Foundation,  Rochester,  MN  55905,  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 

FEBRUARY  6-9,  1992  — Prostatic  Diesases; 
Current  concepts  in  Diagnosis  and  Manage- 
ment, The  Breakers,  Palm  Beach,  Florida. 

MARCH  13-18,  1992  — Neurology  in  Clinical 
Practice,  Captiva  Island,  Florida. 

For  more  information  contact  Postgraduate  Courses,  Sec- 
tion of  Continuing  Education,  Mayo  Foundation,  Rochester, 

MN  55905,  Phone  (507)284-2509  or  Toll  Free  800-323-2688. 


UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

OCTOBER  15  & 16,  1991  -27th  Annual  Post- 
graduate Symposium  on  Medicine  and  Reli- 
gion, Rites  of  Passage  and  Rights  in  Passage: 
Caring  for  America's  Children,  Sponsor,  Uni- 
versity of  Kansas  Medical  Center,  Battenfeld 
Auditorium;  University  of  Kansas  Medical 
Center,  Kansas  City,  Kansas,  TBA,  13  AMA 
Category  1,  TBA  AAFP  Prescribed,  15  CNE 
(Nursing),  13  Clergy,  13  CEU  Pschologists, 
TBA  Social  Workers. 

For  more  information  contact  Monica  Scheierman,  Univer- 
sity of  Kansas  Medical  Center,  Office  of  Continuing  Educa- 
tion/SCI 00,  Rainbow  and  Olathe  Blvds.,  Kansas  City,  KS 
66103  or  phone  91 3/588-4490. 


CREIGHTON  UNIVERSITY 
CME  CONFERENCES 

OCTOBER  1 8-1 9,  1 991  — Foot  and  Ankle  Care 
for  the  Primary  Physician,  Marriott  Hotel, 
Omaha,  NE. 

OCTOBER  24,  1 991  — Update  in 

Ultrasonography,  Holiday  Inn  Central, 
Omaha,  NE. 

OCTOBER  25-26,  1 991  — Sixth  Annual:  A Day 
With  The  Perinatologists,  Holiday  Inn  Cen- 
tral, Omaha,  NE. 

NOVEMBER  9-1 0, 1 991  — Second  Annual:  New 
Drugs  and  Technology  for  the  Perioperative 
Period,  Marriott  Hotel,  Omaha,  NE. 

DECEMBER  7,  1991  — Urology  Conference  — 
Marriott  Hotel,  Omaha,  NE. 

The  contact  person  for  these  courses  is  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street,  Omaha,  NE  68 1 78.  Phone:  (800) 

548-CMED  or  (402)  280-1830. 

SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha;  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics,  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 
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COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical 
Education  Division,  Omaha,  Nebraska  68178-0072, 
1-800-548-CMED  or  1-402-280-1830. 


UNIVERSITY  OF  NEBRASKA 
CONTINUING  MEDICAL  EDUCATION 

OCTOBER  17-18,  1991  — Pediatric  Advanced 
Life  Support , UNMC  Campus. 

OCTOBER  20-26, 1 991  — Emergency  Medicine 
Review,  UNMC  Campus. 

OCTOBER  25-26,  1991  — Dilemmas  in  Organ 
Transplantation,  (Nebraska-Dartmouth  Eth- 
ics Conference),  Red  Lion  Inn,  Omaha,  Neb- 
raska. 

OCTOBER  28,  1991  — Advanced  Cardiac  Life 
Support  Renewal  Course,  UNMC  Campus. 

OCTOBER  29,  1991  — Advanced  Cardiac  Life 
Support  Instructor  Course,  UNMC  Campus. 

NOVEMBER  1 4-1  5,  1991  — Advanced  Cardiac 
Life  Support,  UNMC  Campus. 

NOVEMBER  15,  1991  — Gynecologic  Malig- 
nancies, Red  Lion  Inn,  Omaha,  Nebraska. 

NOVEMBER  1 8, 1 991  — Advanced  Cardiac  Life 
Support  Renewal  Course,  UNMC  Campus. 

DECEMBER  5-7, 1 991  — Advanced  Trauma  Life 
Support,  UNMC  Campus. 

DECEMBER  5-8,  1991  - Nebraska  OB-GYN 
Society  Scientific  Session,  Bally's,  Las  Vegas, 
Nevada. 

DECEMBER  10-11,  1991  — Advanced  Cardiac 
Life  Support,  UNMC  Campus. 

FEBRUARY  1-4,  1992  - 10th  Annual  Park  City 
Multidisciplinary  Eye  & Facial  Plastic  Surgery 
Conference,  Park  City,  Utah. 

MARCH  8-13,  1992  — ENT  Ski  Conference, 
Keystone,  Colorado. 

MARCH  23-APRIL  4,  1992  — Family  Practice 
Review,  UNMC  Campus. 


APRIL  27-MAY  8,  1992  — Family  Practice  Re- 
view, UNMC  Campus. 

JUNE  4-5, 1 992  — 41  st  Annual  OB-GYN  Confer- 
ence, UNMC  Campus. 

JUNE  12-13,  1992  — Merck  Sharp  & Dohme 
Program,  Mahoney  State  Park. 

"SEPTEMBER  21-26,  1992  — Emergency  Medi- 
cine Review,  UNMC  Campus. 

"OCTOBER  12-17,  1992  — Emergency  Medi- 
cine Review,  UNMC  Campus. 

NOVEMBER  12-13,  1992  — Student  Research 
Forum  '92,  UNMC  Campus. 

"Tentative 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PC's  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68 1 98- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 
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NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 
Lincoln. 


COLLEGE  OF  MEDICINE 
ALUMNI  ASSOCIATION 

UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  ASSOCIATION  - All 
Alumni  Reception  in  Omaha,  Friday,  Novem- 
ber 1,  1991,  6:00-7:00  p.m.,  Marriott  Hotel, 
Regency,  in  conjunction  with  the  College  of 
Medicine  Reunions.  Cash  Bar.  All  alumni, 
spouses,  faculty  and  friends  are  cordially 
invited.  Classes  ending  in  "6"  and  "1"  will  be 
holding  reunions  in  Omaha,  November  2 
and  3,  1991.  The  Fifty-Year  Plus  Group  will 
also  be  meeting. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 

59TH  ANNUAL  POSTGRADUATE  ASSEM- 
BLY—Omaha  Mid-West  Clinical  Society,  Octo- 
ber 31,  November  1 & 2,  1991  (Thursday, 
Friday  and  Saturday)  Red  Lion  Inn,  Omaha. 

For  information  please  contact:  Miss  Lorraine  Seibel, 
Executive  Secretary,  Omaha  Mid-West  Clinical  Society, 
7363  Pacific  Street,  #205-B,  Omaha,  Nebraska  68114. 


'This  is  the  defensive  tackle,  Alvin  Ingram  . . . he's  eight  feet,  five  inches  tall  ...  he 
weighs  five  hundred  and  eighty  three  pounds  ...  his  major  is  Genetic  Engineering." 
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In  Memory  Of  A Psychiatrist  And  Friend 


J.  Whitney  Kelley 


Nebraska  lost  one  of  its  pillars  of  psychiatry 
with  the  death  of  J.  Whitney  Kelley  on  August 
16,  1991  at  age  82.  Doctor  Kelley  died  of 
pneumonia  as  a complication  following  a stroke 
suffered  two  months  earlier.  To  those  of  us  close 
to  him,  and  who  worked  with  him  over  the 
years,  he  was  always  "Whit",  and  could  always 
be  counted  on  for  an  instructive  recollection  or 
the  latest  joke.  If  he  was  quick  to  offer  a critical 
opinion,  he  was  equally  prompt  to  praise  or 
approve.  Whit  graduated  from  Creighton  Medi- 
cal School  in  1932.  A year  later,  following  his 
internship,  he  was  given  a clinical  faculty  ap- 
pointment as  an  Assistant  in  Anatomy.  He  kept 
an  appointment  on  the  clinical  faculty  for  the 
rest  of  his  life.  In  1990,  a special  ceremony  at 
Creighton  recognized  him  as  Emeritus  Profes- 
sor. 

Until  World  War  II,  Doctor  Kelley  practiced 
in  medicine  and  surgery  in  the  Omaha  area.  He 
joined  the  Army  Air  Corps  in  1942  and  served 
in  North  Africa  and  Italy.  During  his  stay  in  Italy, 
he  learned  to  speak  Italian  — a skill  he  main- 
tained for  the  rest  of  his  life.  Following  his 
discharge  from  the  service,  he  received  training 
in  psychiatry  and  neurology  at  Bellevue  Hospi- 
tal in  New  York  City.  He  returned  to  Omaha  to 
practice  with  his  father.  Doctor  Ernest  Kelley, 
who  was  Chairman  of  Creighton's  Department 
of  Psychiatry  and  Neurology.  Following  the 


death  of  his  father,  a few  years  later,  Doctor 
Kelley  continued  the  practice,  and  soon  be- 
came one  of  the  foremost  neuropsychiatrists  in 
the  State  of  Nebraska.  His  popularity  among 
physicians  and  his  lifelong  support  of  state  and 
local  medical  organizations,  eventually  led  to 
his  election  as  President  of  the  Nebraska  Medi- 
cal Association.  For  many  years.  Doctor  Kelley 
was  easily  the  busiest  and  most  popular  psychia- 
trist at  Saint  Joseph's  Hospital  with  many  refer- 
rals coming  from  across  the  state  as  well  as 
adjoining  states. 

In  his  position  of  teacher  and  clinician  at  St. 
Joseph's  Hospital  and  Creighton  School  of 
Medicine,  he  became  a strong  promoter  of 
psychiatric  services  associated  with  general 
hospitals.  He  encouraged  and  helped  design 
the  psychiatric  addition  to  St.  Joseph's  Hospital 
known  as  Our  Lady  of  Victory.  That  unit  is  still 
the  major  part  of  the  present  St.  Joseph  Center 
for  Mental  Health. 

His  greatest  coup  was  introducing 
chlorpromazine  (Thorazine)  to  Nebraska.  In 
1 953,  when  he  was  traveling  in  Europe  with  this 
wife,  Irene,  he  read  about  the  discovery  of  this 
drug  in  Paris.  Taking  advantage  of  the  situation, 
he  went  to  Paris  to  meet  the  doctors  who  had 
produced  it.  He  spent  three  weeks  at  the  labo- 
ratory, learning  all  he  could  about  it,  and  then 
returned  toOmaha,  bringingalargesupply  with 
him.  This  certainly  made  him  one  of  the  first 
doctors  in  the  United  States  to  use  an 
antipsychotic  in  the  treatment  of  schizophrenia. 

Whit  left  behind  many  friends,  a charming 
wife,  Irene,  whom  he  worshipped,  three  sons 
and  daughters-in-law;  Newton  and  Barbara,  John 
W.  Jr.  (Jack)  and  Cathy,  and  Richard  and  Helen, 
seven  grandchildren  and  three  great-grandchil- 
dren. Whit  Kelley  will  long  be  remembered  for 
helping  thousands  of  patients  and  advancing 
and  improving  the  quality  of  psychiatric  care  in 
the  State  of  Nebraska.  He  will  be  missed. 

Beverley  T.  Mead,  M.D. 
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“As  doctors,  if  we  do  the  right  thing  at  the  right  time, 
we  can  make  a difference!’ 

Dr.  Kenneth  A Haller,  Pediatrician,  East  St.  Louis,  Illinois,  Member,  American  Medical  Association 


In  one  of  the  nation’s  poorest  communities.  Dr. 
Kenneth  Haller  is  working  not  only  to  save  children’s 
lives,  but  to  bring  dignity  to  the  lives  of  their  parents. 

He  is  the  type  of  physician  who  brings  distinction 
to  our  profession.  He  is  the  type  of  physician  who 
upholds  the  highest  ideals  of  medicine.  He  is  also  a 
member  of  the  American  Medical  Association  (AMA). 

“I  read  the  Principles  of  Medical  Ethics  of  the  AMA 
and  was  impressed  by  it.  I’m  proud  to  be  a member,” 
says  Dr.  Haller. 


You  are  invited  to  join  Dr  Haller  and  to  join  with 
him  in  his  efforts  to  bring  quality  health  care  to  those 
in  need.  Become  a member  of  the  American  Medical 
Association  today. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


AUDIO-DIGEST  INVITES  YOU  TO  . . . 

Try  One  On  Us! 

Discover  what  Audio-Digest  is  all  about.  Why?  Because  we  want  you  as  a subscriber  — 
and  what  better  way— than  for  you  to  experience  an  actual  Audio-Digest  postgraduate 
medical  program?  So  the  first  issue  is  on  us.  And  here’s  what  you  get. 

Current  clinical  information  — recorded  live  from  major  medical  sessions— months 
ahead  of  printed  publication  • meticulous  electronic  fine  editing  • valuable  accompany- 
ing printed  reference  materials  • two  hours  Category  1 credit  for  every  one-hour  program 
toward  the  AMA's  Physician's  Recognition  Award  and  additional  credit  where  designated 
by  qualified  boaids  and  associations  • tax  deductible  eligibility. 

Check  the  FREE  issue  you’d  like— no  strings  attached 

□ Anesthesiology— 7’opfc.s  in  Pain  Management 

□ Emergency  Coordinating  your  EMS  System:  Are  you  Prepared? 

Q Family  Practice— Blood  Pressure 

□ *Gastroenterology—  GI  Board  Rennew 

□ General  Surgery— Chlica/  Issues  in  Intensive  Care 

□ Internal  Treating  and  Prei'enting  Hypertension 

□ Obstetrics/Gynecology— Anlibiorfc  Update 

□ Ophthalmology— Afe?/!cr  Ideas  in  Glaucoma 

□ *Orthopaedics— /Sppamng  the  Hand  and  Wrist 

□ Focus  on  the  Sinuses 

Q Pediatrics— A K Hour  with  Sydney  S.  Gellis:  Recent  Clinical  Adi'ances 
Q PsycYaaXiy — Manifestations  and  Management  of  Anxiety 

□ *Urology— Prostate  Cancer:  A Progress  Report 

*Gastroenterology,  Orthopaedics  and  Urology  are  once-a-month  issues.  All  other  specialties 
are  twice-amonth  issues.  NEW  SUBSCRIBERS  ONLY 

□ I'm  already  sold.  Please  rush  me  the  FREE  cassette  I’ve  checked  above  as  follows; 

□ For  7 months,  14  issues,  enclosed  is  my  check  for  $49.00 

□ For  7 months,  7 issues,  enclosed  is  my  check  for  $24.50 
Place  in  envelope  and  mail  (be  sure  to  list  your  name,  address  and  telephone 
number). 


Ai, 


Call  Toll-Free:  1-800/423-2308 

FAX  Your  Order:  1-800/845-4375 
(24  Hours) 

If  you  call,  please  refer  to  the  Nebraska 
Medical  Association  Code  # 8510 

Audio-Digest  Foundation' 

A Son-Profit  Subsidiary  of  the  California  Medical  Associatum 

1577  East  Chevy  Chase  Drive 
Glendale,  California  91206 


. 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Perry  T Williams,  M.D.,  Omaha President 

Darroll  J.  Loschen,  M.D.,  York President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney: 

— John  D.  Coe,  M.D.,  Omaha:  — Blaine  Y.  Roffman, 

M.D.,  Omaha:  — Paul  E.  Collicott,  M.D.,  Lincoln. 

NMA  BOARD  OF  DIRECTORS 

Perry  T.  Williams,  M.D.,  Chairman Omaha 

Darroll  J.  Loschen,  M.D.,  Vice-Chairman  York 

Chris  C.  Caudill,  M.D.,  Secretary-Treasurer Lincoln 

Paul  E.  Collicott,  M.D.,  Past  President Lincoln 

Richard  A.  Raymond,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

Stanley  F.  Nabity,  M.D Grand  Island 

David  R.  Little,  M.D Hastings 

Richard  H.  Meissner,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairman Kearney 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Richard  Q.  Crotty,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Joseph  E.  Stitcher,  M.D Lincoln 

John  C.  Wilcox,  M.D Aurora 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Chairman  Lincoln 

David  L.  Bacon,  M.D Kearney 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  J.  Fitzgibbons,  Jr.,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Charles  D.  Gregorius,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Steven  A.  Schwid,  M.D.,  Chairman Omaha 

John  B.  Byrd,  M.D., Neligh 

Charles  F.  Heider,  Jr.,  M.D - North  Platte 

Glen  F.  Lau,  M.D Lincoln 

David  R.  Little,  M.D., Hastings 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D.,  Lincoln 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D Kearney 

COMMISSION  ON  LEGISL/VTION  AND 
GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairman  Omaha 

Ronald  W.  Klutman,  M.D,  Vice-Chairman Columbus 

Judith  A.  Butler,  M.D Superior 

Robert  M.  Cochran  II,  M.D Omaha 

Donald  A.  Dynek,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Michael  J.  Germer,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

D.  G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

James  N.  Shreck,  M.D North  Platte 

Jeffrey  L.  Susman,  M.D Omaha 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman  Oma’t:a 

Joel  T.  Johnson,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Willis  L.  Wiseman,  M.D Wayne 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairman  Omaha 

David  L.  Bacon.  M.D Kearney 


Warren  G.  Bosley,  M.D Grand  Island 

George  W.  Orr,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman Omaha 

Ronald  L.  Asher,  M.D., North  Platte 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Donald  A.  Dynek,  M.D Lincoln 

Richard  O.  Forsman,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Y.  Scott  Moore,  M.D Lincoln 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Patrick  E.  Clare,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

F.  William  Karrer,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairman Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairman  Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Craig  A.  Bassett,  M.D Omaha 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

Howard  W.  Needelman Omaha 

George  W.  Orr,  M.D Omaha 

Richard  P.  Perkins,  M.D Omaha 

Carl  V.  Smith,  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

Clarence  Davis,  Jr.,  M.D Osceola 

Jaime  L.  Frias,  M.D Omaha 

Robert  M.  Nelson,  M.D Omaha 

James  M.  Plate,  M.D Kimball 

Jon  A.  Vanderhoof,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman Lincoln 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Roger  A.  Jacobs,  M.D Seward 

Ronald  W.  Klutman,  M.D Columbus 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Carl  J.  Troia,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R.  Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R.  Jones,  M.D Lexington 

George  Sullivan,  R.P.T Lincoln 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 
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NMA  PRO  OVERVIKW  COMMIITEE 


Herbert  A.  Hartman,  Jr.,  M.D.,  Chairman Omnlm 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  C.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Gordon  J.  Hrnicek,  M.D Grand  Island 

Richard  E.  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

J.  T.  McGreer,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 


NMA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage,  M.D.,  Chairman Omaha 

Timothy  J.  Biga,  M.D Norfolk 

C.  T.  Frerichs,  M.D., Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  LOW  LEVEL 
RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Albert  R.  Frank,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Ernest  O.  Jones,  Ph.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairman  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Thomas  F.  Eastman,  M.D Scottsbluff 

Stuart  P.  Embury,  M.D Holdrege 

John  J.  Hoesing,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Easier,  M.D.,  Chairman Lincoln 

David  A.  Bigler,  M.D Lincoln 

David  E.  Borg,  M.D Falls  City 

William  C.  Bruns,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairman Lincoln 

Robert  F.  Shapiro,  M.D.,  Vice-Chairman Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

David  H.  Filipi,  M.D Omaha 

Robert  D.  Harry,  M.D Lexington 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  O.  Martin,  M.D Ord 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A,  Raymond,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

Milton  C.  Zadina,  M.D Columbus 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Scott  G.  Rose,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 


AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 


Kevin  D.  Nohner,  M.I).,  Chairman Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Kilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

Verlin  K.  Janzen,  M.D., Nebraska  City 

Tamara  R.  Johnson,  M.D.,  Cambridge 

Michael  J.  McGahan.  M.D Lincoln 

Marjorie  J.  Mellor,  M.D Central  City 

Royce  Mueller,  M.D Lincoln 

Kirk  B.  Muffly,  M.D Omaha 

Timothy  P.  O'Holleran,  M.D North  Platte 

Edward  P.  Raines,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Kidder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky,  M.D Norfolk 


NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 


tJohn  J.  Hoesing,  M.D.,  Chairman  Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  island 

Paul  J.  Nelson,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

John  F.  Riedler,  M.D Omaha 


NMA  TASK  FORCE  ON  AIDS 


Scot  C.  Sorensen,  M.D.,  Chairman  Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Richard  A.  Morin,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
N.MA  Represenlatives 

Charles  P'.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NM/\AJNCM  COORDINATING  COMMI'ITEE 
NMA  Representatives 

Gordon  D.  Adams.  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  W.  Klutman,  M.D Columbus 

David  R.  Little,  M.D Hastings 

Linda  S.  Mazour,  M.D Red  Cloud 

fiichard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 


Timothy  O.  Wahl,  M.D.,  Chairman  Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer Lincoln 

John  I.  Cherry,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Mrs.  Richard  Jirovec Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  .Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  Itoberl  Osborne Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blame  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone Lincoln 

Charles  S.  Wilson,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  Information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauef,  M.D. 
INTERNAL  MEDICINE 
Wiliam  J Landis.  M.D. 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


OBSTETRICS  - GYNECOLOGY 
Wiliam  Gomes,  M.D. 

John  P.  Reilly.  M.D. 


PEDIATRICS 
Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M.  D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-90 


NEBRASKA  HEART  INSTITUTE 

Supports  The 

Nebraska  Medical  Association 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  George  Papanicolaou,  M.D. 

R.  Kent  Jex,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-90 


LiNCOLN  

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
SURGERY  OF  TRAUMA 
GENERAL  SURGERY 
COLON  & RECTAL  SURGERY 
All  Board  Certified  by  American  Board  of  Surgery 
PAUL  E.  COLLICOTT,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

CHESTER  N.  PAUL,  M.D.,  FACS  LOUIS  J.  GOGELA,  JR.  M.D.,  FACS 

Suite  1 00  — 4740  A Street  — Lincoln,  NE.  6851 0 
Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462  n.go 


□■■■■■  CONSULTATIVE 

□■■■■■  nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-S259  or  1-800-633-5462 


NEBRASKA  HEART  INSTITUTE 

Supports  the 

Nebraska  Medical  Association 


Cardiology  Consultants,  P.C. 


VYall  F.  Weaver 
Dale  A.  Hansen  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mcihapatra,  M.D. 
Kamran  Ghalili,  M.D. 


(402)489-6554  or  1-800-MED-LINC 

11-90 


pathology 

medical 

services 


© 


pc. 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D O 
MICHAELJ.  DUGGAN.  M.D 
DONALD  A.  DYNEK.  M.D. 
GEORGE  EGAMMEL.  M.D 
ORIN  R.  HAYES,  M D. 
DAVIDL.  KUTSCH.M.D 
STEFFAN  R.  LACEY,  M D 
MATTHIAS  I.OKOYE.  M.D 
JOHN  F PORTERFIELD,  M.D 
AINAI  SILENIEKS.M.D. 
ROBERT  F.  SHAPIRO,  M.D 
DANIELJ.TILL.M  D. 
LARRY  D.  TOALSON.  M.D. 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053of800/742-7414  6-9i 
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PHYSICIAN'S  DIRECTORY,  cont. 


OMAHA 


OMAHA,  cont. 


Filkins  Fac  Consultants 


434  The  Doctors  Building 
423*J  Farn.im  Street 
Omaha,  NE  68131 
402/359-2020 

237  Eighty -One  Eleven 
Medical  Center 
8111  Dodge  Street 
Omaha,  NE  68114 
402/390-8100 


Diseases  And 
Surgery  of  the  Eye 


John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottnian,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D.  n.go 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  "F-  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402 -731 -4145 
WATS:  800  642-1117 


c.A.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


7441  'O'  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN.  NEBRASKA  68510 
1-91  PHONE:  402-488-7710 


ONCOLOGY  ASSOCIATES,  P.C. 

DODGE  PROFESSIONAL  CENTER 
8601  West  Dodge  Road  — Suite  1 8 
Omaha,  Nebraska  68114 

HERBERT  A.  HARTMAN,  JR.,  M.D.,  FACP 

Medical  Oncology  & Hematology 

Office  Phone:  Home  Phone:  Dial  M.D. 

(402)  391  -1 922  (402)  551  -7364  (402)  390-6786 

11-90 


SCOTTSBLUFF 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OREGON  TRAIL  EYE  CLINIC 

OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 

329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbluff,  Nebraska  69361  Day  or  Night 


1.  SCOnSBLUFF 

(308)635-3911 

2.  ALLIANCE 

(308)635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)635-3911  8-91 
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Physicians’  Classified 


Advertisemenis  in  this  column  are  run  a(  Ihe  rale  of  $15.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  25  cents  per  word  will  be  assessed  for  advertisemenis  exceeding  Ihe  50-word  limit.  Copy  must  be  received  by  Ihe  fifth 
of  Ihe  month  preceding  Ihe  dale  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Building,  Lincoln,  NE  68508. 


EXCEPTIONAL  OPPORTUNITY  AT  BLUE 
CROSS  AND  BLUE  SHIELD  OE  NEBRASKA  - Our 
Medical  Director  has  decided  to  retire,  and  we  are 
looking  for  a physician  with  at  least  fifteen  years 
experience,  preferably  in  Internal  Medicine  or  Fam- 
ily Practice  to  help  develop  and  guide  our  corporate 
medical  policies.  Our  environment  is  fast-paced, 
competitive,  and  rapidly  changing.  Interested  can- 
didates should  see  themselves  as  leaders,  capable 
of  interacting  with  our  medical  community  as  well 
as  business  and  legislative  leaders.  We're  looking 
for  a doctor  with  vision,  business  savvy,  and  exten- 
sive knowledge  of  medical  issues  as  well  as  an 
understanding  of  our  current  health  care  environ- 
ment. Candidates  with  impeccable  medical  track 
records  and  business  experience  should  call  Micki 
Baldino,  Sr.  Vice  President,  Human  Resources, 
Omaha  390-1813.  We  are  an  equal  opportunity 
employer  M/F. 


OCCUPATIONAL  MEDICINE  OPPORTUNITY 
— Opportunities  available  for  permanent  part-time 
positions  in  occupational  medicine  in  the  Kansas 
City  metropolitan  area.  Responsibilities  include 
pre-employment  screenings,  periodic  evaluations 
and  evaluation  and  treatment  of  work  related  inju- 
ries. Previous  experience  in  occupational  medicine 
is  desirable,  however,  training  in  general  surgery, 
orthopedic  surgery,  internal  medicine  or  family 
practice  may  be  acceptable.  Because  this  is  a part- 
time  position,  we  are  looking  for  a physician  inter- 
ested in  having  scheduling  flexibility  to  ensure  the 
maximum  use  of  your  spare  time  for  those  impor- 
tant "extra  curricular"  activities.  If  you  are  interested 
in  these  positions,  please  contact  Judith  M.  Iggens, 
Professional  Relations,  31 01  Broadway,  Suite  1000, 
Kansas  City,  Missouri  641 1 1 ; (800)  821-5147. 


KANSAS/MISSOURI  — Emergency  Medical  Ser- 
vices, Inc.,  (EMS),  the  leader  in  providing  Kansas 
City  with  quality  emergency  medicine,  is  currently 
seeking  primary  care  and  ABEM  certified  and  pre- 
pared physicians  for  excellent  full-time  and  part- 
time  opportunities  in  emergency  medicine.  Facili- 
ties range  from  3,000  to  20,000  patients  visits  per 
year.  Originating  in  1975,  our  unique  philosophy 
has  gained  us  the  confidence  and  trust  of  our  client 
hospitals,  enabling  us  to  provide  them  with  quality 
emergency  medicine  care  for  1 5 consecutive  years. 
For  more  information  regarding  these  excellent 
opportunities,  please  contact  Judith  M.  Iggens,  Phy- 
sician Recruiter  at  Emergency  Medical  Services, 
Inc.,  3101  Broadway,  Suite  1000,  Kansas  City, 
Missouri  641 1 1;  (800)821-5147. 


FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

INTERNIST —With  or  without  subspecialty.  Busy 
practice  45  minutes  north  of  Denver  in  community 
of  50,000.  Base  salary  plus  percentage.  CV  to  Peter 
B.  Holt,  M.D.,  1 3 1 9 Frontier  Street,  Longmont,  CO 
80501. 

FAMILY  PRACTICE  OPPORTUNITIES  - Enjoy 
the  "Good  Life"  in  small  Nebraska  community  of 
2,000  people  with  two  physicians,  a P.A.  and  36- 
bed  hospital.  Outstanding  area  for  outdoor  recre- 
ation and  raising  family.  Excellent  benefit  package 
with  accommodating  "buy  in"  or  salary  arrange- 
ment. For  more  information  call  collect  308-754- 
442 1 , St.  Paul,  Nebraska,  and  ask  for  Russell  Swigart. 

OTOLARYNGOLOGY,  BRAINERD,  MINNE- 
SOTA— Join  22  MD  multispecialty  clinic.  No  capita- 
tion. No  start-up  costs.  Two  hours  from  Minneapo- 
lis. Beautiful  lakes  and  trees;  ideal  for  families.  Call 
collect/write  Curtis  Nielsen,  281/828-7105  or  2 1 8/ 
829-4901,  P.O.  Box  524,  Brainerd,  MN  56401. 

DERMATOLOGY,  BRAINERD,  MINNESOTA - 
Join  22  MD  multispecialty  clinic.  No  capitation.  No 
start-up  costs.  Two  hours  from  Minneapolis.  Beau- 
tiful lakes  and  trees;  ideal  for  families.  Call  collect/ 
write  Curtis  Nielsen,  218/828-7105  or  218/829- 
4901,  P.O.  Box  524,  Brainerd,  MN  56401. 

PEDIATRICS,  BRAINERD,  MINNESOTA  - Join 
pediatrician  in  22  MD  multispecialty  clinic.  No 
capitation.  No  start-up  costs.  Two  hours  from  Min- 
neapolis. Beautiful  lakes  and  trees;  ideal  for  families. 
Call  collect/write  Curtis  Nielsen,  218/829-7105  or 
21 8/829-4901,  P.O.  Box  524,  Brainerd,  MN  56401 . 

INTERNAL  MEDICINE,  BRAINERD,  MINNE- 
SOTA — Join  7 internists  in  22  MD  multispecialty 
clinic.  No  capitation.  No  start-up  costs.  Two  hours 
from  Minneapolis.  Beautiful  lakes  and  trees;  ideal 
for  families.  Call  collect/write  Curtis  Nielsen,  218/ 
828-7 1 05  or  2 1 8/829-4901 , P.O.  Box  524,  Brainerd, 
MN  56401. 

OBSTETRICS/GYNECOLOGY,  BRAINERD, 
MINNESOTA  - Join  2 OB/GYNs  in  22  MD 
multispecialty  clinic.  No  capitation.  No  start-up 
costs.  Two  hours  from  Minneapolis.  Beautiful  lakes 
and  trees;  ideal  for  families.  Call  collect/write  Curtis 
Nielsen,  21 8/828-71 05  or  2 1 8/829-4901,  P.O.  Box 
524,  Brainerd,  MN  56401. 
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Physicians’  Classified 


MEDICAL  INSTRUMENES,  EQUIPMENT  AND 
SUPPLIES  — Used  miscellaneous  supply  of  surgical 
instruments  and  office  equipment  for  sale,  as  well  as 
some  office  supplies.  List  available  on  request. 
Medical  Supplies,  Box  55195,  Stat.  B,  Omaha,  NE 
68155. 

LAB  EQUIPMENT  LOR  SALE  — Physician  who 
has  relocated  to  Nebraska  has  the  following  equip- 
ment for  sale:  Abbott  Vision  chemistry  analyzer  and 
Benton-Dicoson  QBC  hematology  machine.  Both 
are  less  than  two  years  old  and  in  excellent  condi- 
tion. For  more  information  and  pricing  call  Dr.  or 
Mrs.  Wolfe  at  402-292-8207. 
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Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call; 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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^’verapamil  HO 


THE  NEW  YORK  ACADEMY  OF  MED. 
library  periodicals  dept. 

2 EAST  103RD  ST. 

NEW  YORK  NY 


10029 


The  recommended  starting  dose  for  Calan  SR  is  180  mg 
once  daily.  Dose  titration  will  be  required  in 
some  patients  to  achieve  blood  pressure  cohtrol. 

A lower  Initial  starting  dosage  of  120  mg/day  may  be  warranted  in  some 
(eg.  the  elderly,  pabents  of  small  stature) 

Constipation,  which  is  easily  managed  in  most  patients,  is  the 
reported  side  effect  of  Calan  SR 


BRIEF  SUMMARY  ^ 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressurs,^ 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present],  2nd- 'dr 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibnllation  with  an  s^ssory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil.  . ' 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunctlSh'  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventncular  dysfunction  if  they  are  receiving  a beta-blocker  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used  Verapamil  may  occasionally 
produce  hypotension  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventncular  response  or  ventncular  fibrillation  after  receiving  I V verapamil  (or  digitalis)  Because 
of  this  nsk,  oral  verapamil  is  contraindicated  in  such  patients  AV  block  may  occur  (2nd-  and 
3rd-degree,  0 8%)  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose]  or  Impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil  A variable  effect  has  been  seen 
with  combined  use  of  atenolol  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin.  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 
monitored  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure- 
lowenng  agents.  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
verapamil  administration  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects 
on  myocardial  contractility,  AV  conduction,  and  repolarization  Combined  verapamil  and  quimdine 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since. significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of 
serum  lithium  levels  or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use 
Rifampin  may  reduce  verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance. 
Verapamil  may  increase  serum  levels  of  cyclosporin.  Verapamil  may  inhibit  the  clearance  and 
increase  the  plasma  levels  of  theophylline  Concomitant  use  of  inhalation  anesthetics  and  calcium 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression  Verapamil  may 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing),  dosage 
reduction  may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed. 
One  study  in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in 
the  Ames  test  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed  Verapamil  is  excreted  in  breast  milk,  therefore,  nursing  should  be  discontinued  during 
verapamil  use 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3  3%),  nausea  (2  7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia  HR  < 50/min  (14%),  AV  block:  total  r,2°,3°  (1.2%),  2°  and  3°  (0  8%),  rash 
(1.2%),  flushing  (0  6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus.  The 
following  reactions,  reported  in  10%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticana,  Stevens- Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco- 
mastia, galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence 
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Address  medicdl  tnquiries  to 
G D Searle  & Co. 

Medical  & Scientific 
Information  Department 
4901  Searle  Parkway 
Skokie.  IL  60077 
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G D Searle  & Co 

Box  5110.  Chicago.  IL  60680 
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A multi-billion  dollar 
company  protects  my 


professional 

reputation.” 

I depend  on  a financially  stable 
company  with  more  than  $12  billion 
in  assets. 

My  insurer  spares  no  expense  in 
protecting  and  defending  my 
reputation.  Their  claim  representative 
understands  my  profession  and  is 
available  at  all  times.  They  have  the 
lawyers  who  are  most  experienced  in 
medical  liability  ready  to  defend  me. 

I work  hard  to  earn  my  professional 
reputation. 

I depend  on  The  St.  Paul  to  protect  it. 
So  can  you. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  The  St.  Paul’s  Omaha  Service 
Office  at  (402)  330-5400  or 
I -800-642-8430  and  ask  for 
Robert  Slaughter,  Vice  President  and 
General  Manager. 

IStftuI 


pjk 


St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability  affiliates.  Saint  Paul,  Minnesota  55 1 02 


Teamwork 

from  the 

Methodist  Rehabilitation  center 


The  steps  to  independence  at  the 
Methodist  Rehabilitation  Center  at 
Methodist  Hospital  are  never  made 
alone. 

An  interdisciplinary  team  of  top 
health  professionals  and  rehabilitation 
specialists  support  patient  efforts 
every  step  of  the  way.  Led  by  a physi- 
atrist,  a doctor  who  specializes  in 
physical  medicine  and  rehabilitation, 
other  team  members  include: 

• physical  therapists 

• occupational  therapists 

• speech-language  pathologists 

• neuro-psychologists/psychologists 

• rehabilitation  nurses 

• respiratory  therapists 

• chaplains 

• social  workers 

• dietitians 

Together,  they  offer  a comprehensive 
range  of  .services  for  physical  dis- 
abilities related  to  stroke,  spinal  cord 
injuries,  amputations,  muscular  dys- 
trophy. head  injuries,  sports  injuries, 
and  many  others. 

Working  with  patients  and  families, 
the  Methodist  Rehabilitation  Center 
team  helps  patients  achieve  their 
optimal  level  of  function. 


P 


MEIHOOSr  ^ 

REHABimATION 

CENTER 


A Service  of 
Nebraska  Methodist  Hospital 


8303  DODGE  STREET 
OMAHA,  NEBRASKA  68114 
(402)  390-4000 
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STEREOTACTIC 

ENDOCURIETHERAPY 


AT  Clarkson  hospital 


STEREOTACTIC  ENDOClRIETHER.\PY 

Endocurietherapy  is  a precise  stereotactic 
surgical  technique  for  permanent  or  temporary 
implantation  of  a variety  of  radioactive  seeds  into 
the  brain  and  skull  base.  It  has  been  used  by 
Mundinger  in  the  treatment  of  more  than  1,200 
patients  since  1950. 

Many  inoperable  malignant  and  benign  brain 
tumors  are  relatively  resistant  to  treatment  using 
conventional  doses  of  fractionated  external-beam 
radiation  therapy.  This  is  because  the  radiation 
dose  that  can  be  delivered  is  limited  by  the 
surrounding  normal  tissues.  Stereotactic 
radiosurgery  and  permanent  or  temporary 
implantation  using  Iodine-125  seeds  both  allow 
delivery  of  an  effective  and  much  higher  radiation 
dose  to  a well-defined,  limited  volume  within  the 
brain  and  skull  base  without  exceeding  the 
tolerance  of  adjacent  normal  tissues.  Thus,  use  of 
these  forms  of  radiation  treatment  may  signifi- 
cantly increase  cure  while  limiting  the  risk  for 
damage  to  normal  brain  tissues.  Seeds  may  be 
permanently  placed  into  inoperable  tumors  and 
removable  catheters  may  be  implanted  into  the 
surgical  bed  following  tumor  excision. 


Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital 


CLARKSON 

HOSPITAL 


Nebraska’s^^jj^^^/T  Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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indicating  top  of  figure.  Legends  should  be  typed  double- space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editon  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 
Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particulaciy  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278.  Norfolk,  Nebraska  68702-0278. 
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We  fight  nonmeritorious  claims.  It  would  be  easier  to 
settle,  and  often  less  expensive  for  us.  But  we’re  not  just 
insuring  your  financial  future.  We’re  guarding  your  pro- 
fessional reputation,  an  asset  no  amount  of  insurance 
could  replace.  So  we  put  it  in  writing  that  we’ll  never 


settle  without  your  consent.  We  hire  the  best  lawyers, 
back  them  up  with  the  nation’s  largest  malpractice  law 
department,  and  win.  If  we  didn’t,  we  couldn’t  call 
ourselves  The  Medical  Protective  Company.  Put  us  in 
your  corner  and  call  our  general  agent  today. 


^e;c3t 

f gf  t J LCU\  f.  ^ t V ^ 


NO  DOUBT. 

Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha.  NE  68154 
(402)  334-9689 


USAF 

HEALTH  PROFESSIONS 
COLLECT 
402-291-7426 


SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 


ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 


• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


‘f 


While  fish  and  chicken  are  appropriate  choices 
for  fat-modified  diets,  so  are  lean  cuts  of  today’s 
beef. 

The  fat  profile  of  lean  beef  may  surprise  you. 
And  with  beefs  good  taste  and  versatility,  you 
can  improve  the  chance  of  patient  compliance 
with  your  dietary  recommendations. 

Today,  beef  cuts  are  lower  in  fat 

According  to  a national  supermarket  survey, 
there  is  on  average  27%  less  trimmable  fat  on 
retail  beef  today  than  in  the  late  ’70s  and  early 
’80s.*  A follow-up  survey  in  1990  confirms  a 
continued  reduction  in  fat  trim." 

AHA  and  NCEP  guidelines 
allow  lean  beef 

The  American  Heart  Association  and  the 
National  Cholesterol  Education  Program  have 
recognized  the  place  for  lean  beef  in  a varied, 
balanced  diet.  Both  of  their  dietary  guidelines 
recommend  up  to  6 oz  daily  of  lean  beef  and 
meats,  poultry,  or  seafood.^"* 


Here  are  guidelines  that  can  help  your  patients 
enjoy  beef  that’s  compatible  with  a heart- 
healthy  diet: 

• Purchase  lean  cuts 

• Keep  portions  moderate  (3  oz  cooked) 

• Remove  visible  fat  before  cooking 

• Prepare  without  additional  fat 
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For  more  information,  contact  the 
Nebraska  Beef  Council  at 
1-800-421-5326 


For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 

nizatidine 

has  the  right  answers 

■ Rapid  epigastric  pain  relief"’' 

I Fast  and  effective  ulcer  healing 


2,3,4 


Axm 

PASSES  THE  ACID  TEST 


’Most  patients  experience  pain  relief  with  the  first  dose. 
See  adjacent  page  far  references  and  brief  summary 
af  prescribing  information. 


NZ-2943-B-U9347 


© 1991 , ELI  LILLY  AND  COMPANY 


AXID*  (nizatidine  capsules) 

Briel  Suminiry  Consult  the  package  insert  lor  complete  prescrihing  infonnalion 
Indicalions  and  Usage:  1 ^cnve  duodena/ ulcer-lor  up  toSweeteot  treatment  Most 
paOents  heal  wittiin  4 weeks 

2 H^nfenance  ffierapy-lw  healed  duodenal  ulcer  patients  at  a reduced  dosage 
of  ISO  mg  hs  The  consequences  of  therapy  with  And  for  longer  than  1 year 
are  not  Imown 

ContraiiMlications  Known  hypersensitivity  to  the  dnig.  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed,  Hj-receptor  antagonists,  including  And. 
should  not  be  administered  to  patents  with  a history  of  hypersensitivity  to  other 
Hj-receptor  antagonists 

Precautions:  General- 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 
2 Dosage  should  be  reduced  in  patents  with  moderate  to  severe  renal  insufficiency 
3.  In  patents  with  normal  renal  function  and  uncomplicated  hepatic  dystuncton, 
the  dispositon  of  mzatdine  is  similar  to  that  in  normal  subfects 
Lalwatory  feszs-False-positive  tests  tor  urotHlinogen  with  Multistx*  may  occur 
dunng  therapy 

Drug  Inieractions-Uo  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide.  lorazepam.  Iidocame.  phenytom.  and  warfann.  Aud  does  not  inhibrt 
the  cytochrome  P-450  enzyme  system,  therefore,  drug  interactons  mediated  by 
inhibition  of  hepatc  metabolism  are  not  expected  to  occur  In  patients  given  very 
high  doses  (3.900  mg)  ol  aspinn  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine.  150  mg  b.i.d..  was  administered  concuaenOy. 

Caronogenesrs.  Mutagenesri.  Impairment  o//W&/rfy-A  2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  dierapeutic  dose)  showed  no  evidence  of  a carcmogentc  etfecl  There  was  a 
dose-related  increase  in  the  density  ot  enterochromatfin-like  (ECL)  cells  in  the  gastnc 
oxyntic  mucosa  \n  a 2-year  study  in  mice,  there  was  no  evidence  of  a caronogemc 
effect  in  male  mice,  although  hyperplastic  nodules  of  the  Irver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  ot  Axid 
(2,000  mg/kg/day,  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperpl^  with  no 
numerical  inaease  seen  m any  ot  the  other  dose  groups.  The  rate  ot  hepabc  carcinoma 
in  the  high'dose  animals  was  within  the  histoncaJ  conbol  limits  seen  for  the  strain 
ol  mice  used  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  Irver  injury  (transaminase  elevations),  liie  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  ot  a caranogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  consdered  evidence  ot  a caranogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  loxioty,  including  bacterial  mutation  tests,  unscheduled  ONA  synthe^.  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
miaonudeus  test 

In  a 2-generahon,  perinatal  and  postnatal  temlrty  study  in  rats,  doses  of  nizabdme 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny 

Pregnancy -l^togenic  Effects -Pregnancy  Category  C-Oral  reproducton  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Betted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  Qmes  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  m 1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bitida.  hydrocephaly,  and  enlarged  heart  in  1 fetus  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizabdme  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capaoty  Nizabdme  should  be  used  dunng  pregnancy 
only  rf  the  potential  benefit  justifies  the  potential  nsk  to  the  fetus 
Nursing  Mother -Studies  m lactabng  women  have  shown  that  0.1%  of  an  oral 
dose  IS  seaeted  m human  milk  m proporbon  to  plasma  concenbabons.  Because  of 
growth  depresson  m pups  reared  by  beated  lactabng  rats,  a deasion  should  be 
made  whether  to  disconbnue  nursing  or  the  drug,  taking  into  account  bie  importance 
of  the  drug  to  the  mother 

Pediatnc  (/se- Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Eldefty  /^oen/s- Healing  rates  m elderly  patents  were  similar  to  those 
m younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities  Age  alone  may  not  be  an  important  factor  in  the  disposibon  of 
nizabdme  Bderty  pabenis  may  have  reduced  renal  funcbon 
Adverse  ReactiOflS;  Clinical  trials  of  varying  durabons  included  almost  5.000  patients. 
Among  the  more  common  adverse  events  in  domesbc  placebo-conbolled  biaLs  of 
over  1.900  nizabdme  pabents  and  over  1.300  on  placebo,  sweabng  (1%  vs  0.2%). 
urbcana  (0.5%  vs  <0.0t%).  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizabdme  ft  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug 

Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizabdme  occurred  in  some  pabents  In  some  cases, 
there  was  marked  elevabon  (>500  lU/L)  in  SCOT  or  SGPT  and.  in  a single  instance. 
SGPT  was  >2.000  lU/L  The  incidence  ot  elevated  liver  enzymes  overall  and 
elevabons  of  up  to  3 bmes  the  upper  limit  ot  normal,  however,  did  not  significantly 
differ  bom  that  in  placebo  pabenis  All  abnormalibes  were  reversible  after  disconbnuabon 
of  Axid.  Since  market  inboducbon.  hepabbs  and  jaundice  have  been  reported  Rare 
cases  of  cholestabc  or  mixed  hepatocellular  and  cholestabc  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalibes  after  disconbnuabon  of  Axid 
Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes  of  asymptomabc 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects. 

C/VS -Rare  cases  of  reversible  mental  contusion  have  been  reported 
fodocnne- Clinical  pharmacology  studies  and  conbolled  dmical  trials  showed  no 
evidence  ol  anbandrogemc  activity  due  to  nizabdme  Impotence  and  decreased  libido 
were  reported  with  equal  bequency  by  pabents  on  nizabdme  and  those  on  placebo 
Gynecomasba  has  been  reported  rarely. 

Hemato/ogrc- Fatal  birombocytopema  was  reported  in  a patient  treated  with 
niQbdine  and  another  H;-receptor  ant^omsl  This  patient  had  previously  expenenced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  ol  thrombocytopenic  purpura 
have  been  reported 

Integumental -Sweating  and  urbcana  were  reported  significantly  more  bequentfy 
in  nizabdme-  than  in  placebo- beated  pabents  Rash  and  exfoliative  dermatitis  were 
also  reported 

Hyp&sensilMty-fis  with  other  Hj-receplor  antagonists,  rare  cases  of  anaphylaxis 
following  nizabdme  adminisbabon  have  been  reported  Rare  episodes  of  hypersensitivity 
reactions  (eg.  bronchospasm.  laryngeal  edema  rash,  and  eosm^iliai  have  been  reported. 

Other-Hyperuncemia  unassoaated  with  gout  or  nephrolibiiasis  was  reported 
Eosmophiiia  fever,  and  nausea  related  to  nizabdme  have  been  reported 
Ovenlosage  Overdoses  ot  Axid  have  been  reported  rarely.  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  dmical 
monitonng  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  of  nizabdme  due  to  its  large  volume  of  disbibution 

PV  2091  AMP 
10911901 
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Additional  mfonnation  avai/aWe  to  the  profession  on  request 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


NATIONAL  ORGANIZATIONS 


American  Academy  of  Family  Physicians 
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P.O.  Box  3190,  Maple  Glen.  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
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When  considering 
cancer  treatments, 
hyperthermia  could 
be  a smart  call. 

Many  physicians  are  now  calling 
on  hyperthermia  to  assist  radiation  and 
chemotherapy  in  the  treatment  of 
certain  cancers. 

Hyperthermia  means  concentrated 
heat.  High  temperatures  have  been 
known  to  destroy  cancerous  cells  within 
tumors.  In  documented  cases,  the  use 
of  focus  heat  inhibited  cancer  cell  repair 
and  enhanced  the  effect  of  radiation 
sixfold. 

With  technology  available  at  the 
Immanuel  Cancer  Center,  cancerous 
cells  are  effectively  heated  to  between 
107  and  113  degrees  without  harming 
surrounding  tissue.  Patients  report 
feeling  a mild  warming  sensation. 

Hyperthermia  may  hold  promise 
for  your  inoperable  cancer  patients. 

For  clinical  information  and  response 
figures,  call  the  Immanuel  Cancer 
Center  at  572-2266. 


Immanuel 

CANCER  CENTER 

6901  North  72nd  Street  • Omaha,  Nebraska  68122 


NEBRASKA 
MEDICAL 
ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING 


LINCOLN,  NEBRASKA  68508 


PHONE:  (402)  474-4472 
• FAX:  (402)  474-2198 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Our 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 

The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining  dues  at  the  lowest  level  possible. 

We  hope  that  you  will  take  advantage  of  this  offer  that  provides  extended  benefits  to 
you.  Simply  complete  the  brief  application  on  the  reverse  side  of  this  letter 
and  return  to  FirsTier  Bank,  National  Association,  Omaha, 

Nebraska. 

Sincerely, 

Perry  T.  Williams,  M.D.,  President 
Nebraska  Medical  Association 


Please  mail  to:  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7,  Omaha,  ME  68101 


BOARD  OF  DIRECTORS 

PERRY  T.  WILLIAMS,  M.D.,  President/  DARROLL  J.  LOSCHEN,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
PAUL  E.  COLLICOTT,  M.D.  / RICHARD  A.  RAYMOND,  M.D. 

HERBERT  A.  HARTMAN,  JR.,  M D,  / RONALD  W.  KLUTMAN,  M.D.  / ROBERT  G.  OSBORNE.  M.D 
Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 


i ^jh^a'a/  S^iaitation  to 

^\c6yYis/ia  ^ Uec/ica/ ^{sso€tattoyi  ^ f/e/?i/>€/^ 


The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  added 
benefits  package  designed  specifically  to  meet  our  members’  needs. 


Our  benefits  package  includes: 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

• 187c  A. PR. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  VISA  or 
Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit  line. 

• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/stolen 

PLUS,  a special  credit  card  protection  package. 


I I Yes,  I accept!  Complete  this  form  and  return. 


□ INDIVIDUAL 


□ JOINT 


THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 


Last  Name  (Please  Pnni) 

j Firsi  Name 

1 Initial 

1 Social  Security  No 

1 Date  of  Birth 

Telephone  No 
( ) 

Sireet  Address 

Cil, 

State 

Zip 

Present  Emplover 

Yrs 

Mo  Salary 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed  if 

Source  of  Other  Income 

Amount 

you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment 

Bank  uiih  Checking 


Last  Name  (Please  Pnnt) 


City 


Bank  vsith  Savings 


CO  APPLICANT  (IF  JOINT  ACCOUNT) 


City 


Social  Security  No. 


Date  of  Birth 


Present  Employei 


Business  Address.  City.  State 


Business  Telephone 
( ) 


Position 

1 Yrs  Mo 

Income  from  alimcmy.  child  support,  or  separate  maintenance  payments  need  not  be  revealed 

Source  of  Other  Income 

Amount 

1 / 

1 .Mo  Salary 

if  you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment 

1 

1 

TRANSFER  CURRENT  BALANCE 


Please  transfer  my  current  bank  credit  card  balance  to  my  FirsTier  VISA 
VISA  Account  Number 


MasterCard  Account  Number  _ 


Bank  . 
Bank  - 


Balance  - 
Balance  - 


TO  FIRSTIER  BANK.  NATIONAL  ASSOCIATION 

Everything  that  1 have  stated  in  this  application  is  correct  to  the  best  of  my  knowledge.  I understand  that  you  will  retain  this  application  whether  or  not  it  is  approved.  You  are  authorized  to  check  my  credit  and  employme 
history  and  to  answer  questions  about  your  credit  expenence  with  me. 

1 understand  that  if  my  application  is  approved.  I will  be  bound  by  all  the  terms  and  conditions  of  the  VISA  Agreement  that  will  be  sent  to  me  by  mail.  Any  use  of  my  VISA  will  be  an  acceptance  of  the  VISA  Agreeme’ 
and  all  its  terms  and  conditions. 


Applicant's  Signature 

507 


.CL. 


CO'AppIicanl  Signature 
CS 


.PL. 


CHARLES 


Annual  Percentage  Rate  For  Purchases:  18%  A PR 

Grace  Period  For  Repayment  of  the  Balance  For  Purchases:  You  have  25  days  from  the  billing  cycle 
closing  date  to  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases. 

Method  of  Computing  the  Balance  For  Purchases:  Average  Daily  Balance  (including  new  purchases) 
Annual  Fees:  $20  per  year 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec.  1989. 
when  It  was  printed  This  information  may  change  after  the  pnnting  date. 

To  find  out  what  may  have  changed,  call  us  at  1-800-432-3209.  Or,  write  to  us  at  FirsTier  Bank  Credit 
Card  Center,  PO.  Box  7.  Omaha,  NE  68101-9972 


When  you  want 
to  turn  your  life 
around,  where 


Congratulations.  You’ve  taken  that  diffi-  repeat  substance  abuse  cases.  Our  people 
cult  first  step.  are  seasoned  health  professionals,  with 

You’ve  made  the  decision  to  get  help  for  training  and  experience  second  to  none, 
a drinking  or  drug  abuse  problem.  Now  At  West  Pines,  we’re  dedicated  not  just 
what?  to  ending  addiction  but  to  giving  you  a 

Where  can  you  go  for  the  specialized  care  fresh  start  on  a new  life, 
you  need?  Where  can  you  find  people  with  Call  1-  800-779  - 2701. 
the  knowledge  and  expertise  to  help?  West  Pines  services  are  covered  by  many 

The  Answer  Is  West  Pines.  types  of  health  insurance.  And,  of  course. 

West  Pines  is  a premier  hospital  and  they’re  completely  confidential, 
treatment  center  in  Denver,  Colorado.  Call  today  for  information.  West  Pines 
Our  chemical  dependency  programs  is  ready  to  help  your  life  take  a turn  for 
have  provided  effective  treatment  for  even  the  better. 


West  Pines  Hospital 

3400  Lutheran  Parkway,  Denver,  CO  80033 

1-800-779-2701 


STATE  ORGANIZATIONS 


AmericaD  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd.,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  AfTiliate,  Inc. 

Mary  Janes,  Executive  Director 
2730  South  114th  St.,  Omaha,  NE  68144 
American  Lung  Association  of  Nebraska 
401  E.  Gold  Coast  Rd.,  #331 
Omaha,  NE  68128 
American  Red  Cross 

1701  "E*  Street,  P.O.  Box  83267, 

Lincoln,  NE  68501 

Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Representative 
303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103 
Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6lh  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 
Julie  A.  Sutcliffe,  President 
3015  N.  90th  St.,  #6,  Omaha.  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha.  NE  68124 
Muscular  Dystrophy  Association 
9233  Bedford  Avenue 
Omaha,  NE  68134 

National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  N.  91st  Plaza,  Omaha,  NE  68134 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  N.  69th  St..  Suite  203 
Omaha,  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
Peter  J.  Whitted,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolary  ngology 
Frederic  Orgren,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital,  Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Case  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Oniaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Cardiovascular  Society 
John  D.  Kugler,  M.D. 

UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2166 

Nebraska  Chapter-  American  Academy  of  Family  Physicians 
Robert  R.  Beer,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 

River  City  Office  Park,  #202,  401  N.  1 17th,  Omaha,  NE  68154 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
David  Fry,  M.D.,  Chairman 
3109  18th  St.,  Columbus,  NE  68601 
Nebraska  Chapter-  American  College  of  Emergency  Physicians 
Harris  B.  Graves,  M.D.,  Secretary-Treasurer 
820  Branding  Iron  Dr.,  Elkhom,  NE  68022 
Nebraska  Chapter  - American  College  of  Physicians 
Robert  R.  Rccker,  M.D.,  Governor 

Creighton  University  School  of  Medicine,  Omaha,  NE  68178 
Nebraska  Chapter  - American  College  of  Surgeons 
F.  William  Karrer,  M.D.,  President 
8111  Dodge  St.,  #263,  Omaha,  NE  68114 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 
Mark  B-  Horton,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 


Nebraska  Dietetic  Association 

Susan  Conradt,  M.A.,  R.D.,  C.N. 

6054  Franklin,  Omaha,  NE  68104 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St..  Suite  7,  Lincoln,  NE  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Pat  Hoidal,  President 
P.O.  Box  24253  Omaha,  NE  68124 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bai^  Bldg.,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schell|)eper,  Executive  Secretary 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
94 1 O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Bruce  Taylor,  M.D. 

3145  O Street,  Lincoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
5440  South  St..  #1200,  Lincoln.  NE  68506 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Margaret  Walsh,  Executive  Secretary 

Immanuel  Medical  Center,  6901  N.  72nd  Street,  Omaha,  NE  68122 
Nebraska  Radiological  Society 
Linda  S.  Head,  M.D.,  President 
807  Ivy  Court,  Bellevue,  NE  68005 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  So.  56th  St.,  Lincoln,  NE  68506 
Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
Raymond  Schulte,  M.D.,  Chairman 
410  Saddle  Creek  Road,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
Todd  S.  Sorensen,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 

Affiliate  of  the  American  Association  of  Medical  Assistants 
Donna  Slama,  President 
6900  L Street,  Lincoln,  NE  68510 
Nebraska  Society  for  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Lincoln  General  Hospital 
2200  South  16th  St.,  Lincoln,  NE  68502 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
nils.  90lh  St.,  Omaha,  NE  68 1 14 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  21 18.  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205B,  Omaha,  NE  681 14 
Physician  Referral  Program,  Office  of  Rural  Health 
Nebraska  Department  of  Health 
3rd  Floor,  Stale  Office  Building 
301  Centennial  Mall  So.,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Inter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resouices  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 


NEBRASKA 
[ MEDICAL 
ASSOCIATION 


PHONE:  (402)  474-4472 


151 2 FIRSTIER  BANK  BUILDING  • LINCOLN,  NEBRASKA  68508  • FAX:  (402)  474-21 98 

TO:  MEMBERS,  NEBRASKA  MEDICAL  ASSOCIATION 

Dear  Colleague: 

The  Board  of  Directors  has  reviewed  the  services  of  Bartling  & Hinkle,  P.C.  to  determine  their 
effectiveness  as  the  NMA's  exclusively  endorsed  provider  of  medical  account  collections.  The 
response  from  members  utilizing  the  service  has  been  extremely  favorable. 

An  increasing  number  of  groups  have  begun  utilizing  the  Bartling  & Hinkle  service.  They  report 
a substantial  increase  in  collections  on  delinquent  accounts  with  lower  fees  assessed  on  these 
collections  than  were  paid  to  their  previous  service.  Based  on  this  information,  the  Board  of 
Directors  strongly  recommends  the  services  of  Bartling  and  Hinkle,  P.C.,  to  the  membership. 

Several  groups  have  indicated  a willingness  to  discuss  their  experience  in  utilizing  Bartling  & 
Hinkle,  P.C.  with  members  of  the  Association  or  their  staff.  The  Board  of  Directors  urges  you  to 
contact  one  of  the  groups  listed  below  if  you  have  questions  about  the  results  of  Bartling  & Hinkle, 
P.C. 

* Filkins  Eye  Consultants  - Pat  Roth,  (402)  552-2806 

* Lincoln  Surgical  Group,  P.C.  - Cheryl  Rasgorshek,  (402)  483-7825 

* North  Platte  Anesthesia  Services  - Kay  McDonald,  (308)  534-0318 

* Pediatric  Ophthalmology  Associates  - Patty  Olinger,  (402)  399-9400 

* Scottsbiuff  Neurology  Associates  - Helyne  Beehier,  (308)  635-3936 

If  you  find  yourself  in  need  of  a collection  service  we  strongly  encourage  you  to  investigate  and 
make  use  of  this  outstanding  service. 

For  more  information,  contact  the  Nebraska  Medical  Association  office  or  Bartling  & Hinkle,  P.C., 
5801  South  58th  Street,  Lincoln,  Nebraska  68516,  (402)  421-1600. 


PERRY  T.  WILLIAMS,  M D.,  President/  DARROLL  J.  LOSCHEN,  M.D.,  President-Elect 
CHRISTOPHER  C CAUDILL,  M.D.,  Secretary-Treasurer 
PAUL  E COLLICOTT,  M.D.  / RICHARD  A.  RAYMOND,  M.D. 

HERBERT  A.  HARTMAN,  JR  , M.D.  / RONALD  W KLUTMAN,  M.D.  / ROBERT  G.  OSBORNE,  M.D 
Ex-Officio  RICHARD  H MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 


Sincerely, 


Perry  T.  Williams,  M.D. 
President 


BOARD  OF  DIRECTORS 


The  prescription  for  changing 
telephone  needs 


Telrads  Key  Bx  816  business  telephone  system  expands  to  meet 
the  demands  of  your  growing  practice. 

• Cost  effective  plug-in  modules  let  you  expand  from  four  to  eight  central  office  lines 
and  from  eight  to  sixteen  phones 

• Choose  from  a variety  of  station  instruments  to  precisely  meet  your  office  needs 

• Many  timesaving  features  including  Direct  Station  Selection  and  Busy  Lamp  Field 

• Full-featured  capabilities  at  an  affordable  price 


Save  5% 


now  on  the 
purchase  of 
a Telrad  Key  Bx  816  system  with  your 
Nebraska  Medical  Association  membership. 
The  Association  will  also  receive  non-dues 
income  from  your  purchase. 


LINTELSYSTEMS 


Business  Equipment,  Systems  & Network  Services 

402/486-7200 


1702 


cartHy 


M.D 


0l  the 


county  Medical  society 


MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1991.  Judging 
of  articles  will  be  done  by  members 
of  the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 


AMA  NEWS  NOTES 

AMA  and  Congress  Focus  on  Rural  Health 

Earlier  this  year,  the  House  of  Representa- 
tives' Rural  Health  Care  Coalition,  which  con- 
sists of  1 71  members  of  Congress,  introduced 
1 5 bills,  including  proposals  for  attracting  physi- 
cians to  rural  areas,  addressing  the  professional 
liability  insurance  problems  that  rural  physicians 
face  and  reducing  their  professional  isolation. 
Many  of  the  proposals  incorporated  recom- 
mendations originally  made  by  the  AMA  Ad 
Hoc  Committe  on  Rural  Health,  the  Council  on 
Medical  Service  and  the  Council  on  Legislation. 
The  AMA  is  supporting  1 3 of  the  bills. 

★ ★ * 


“Being  a patient  advocate 
is  what  being  a physician  is 
all  about.” 

Dr.  Kevin  Fullin,  Cariliolngisl,  Kenosha,  Wisconsin, 

Memher,  American!  Medical  Association 

Why  would  a cardiologist  get  involved  in  the  issue  of 
family  violence?  Perhaps,  because  what  he  saw  simply 
cried  out  for  action. 

“Fully  a third  of  all  women’s  injuries  coming  into  our 
emergency  rooms  are  no  accident,”  says  Dr.  Fullin. 

While  others  were  content  to  downplay  the  issue  of 
family  violence.  Dr.  Fullin  would  not.  He  petitioned 
state  officials,  and  through  his  efforts  the  first  Domestic 
Violence  Advocate  Program  in  his  state  was  created. 

“Organized  medicine  must  serve  as  an  advocate  for 
patients,”  stressed  Dr.  Fullin. 

The  American  Medical  Association  (AMA)  couldn't 
agree  more.  We’re  committed  to  focusing  physician 
attention  on  the  issue  of  family  violence. 

Become  a member  of  the  AMA  today. 

Members  of  the  AMA  are  encouraged  to  pin  their  stale,  county  and  specialty  societies. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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EDITORIAL 


"Letter  to  a Medical  Student" 


WILLIAM  M.VOSIK,  M.D. 
Kearney.  NE 


A letter  from  a father  to  his  son,  a freshman 
medical  student. 


The  following  advertisement,  which  appeared 
in  Washington,  D.C.'s  daily  newspaper.  The 
Globe,"  on  August  1,  1831,  caught  my  eye. 

I quote:  "DR.  SMITH  — Practical  Botanist, 
Lambert's  Row,  near  Georgetown." 

"Dr.  Smith  attends  the  most  afflicting  dis- 
eases of  the  body  only  in  cases  where  experi- 
ence and  skill  is  specially  required.  The  poor 
and  destitute  will  receive  advice  and  medicine 
gratis." 

On  perusingthisadvertisement,  Ifeltatwinge 
of  identification  to  our  colleague.  Dr.  Smith,  of 
160  years  previous.  Interestingly,  also  on  the 
front  page  of  this  1 9th  century  newspaper  in  a 
prominent  position  in  the  paper's  masthead, 
was  a quotation  that  caught  my  eye:  "The  world 
is  governed  too  much." 

The  quotation  about  the  world  being  "gov- 
erned too  much"  surely  must  have  referred  to 
the  "hassle  factors"  that  we  physicians,  con- 
fronted with  a host  of  administrative  burdens, 
face  that  prevent  us  from  carrying  out  our 
professional  duties.  From  his  advertisement  I 
could  also  see  that  Dr.  Smith  stood  in  the 
tradition  of  Hippocrates  and  was  committed  to 
doing  what  is  best  for  his  patient  even  though  in 
this  day  and  age,  it  seems  the  Hippocratic 
stance  is  on  a collision  course  with  the  cost- 
containment  movement.  It  is  becoming  in- 
creasingly difficult  for  physicians  to  provide 
medical  care  in  an  environment  that  is  ex- 
tremely cost-conscious. 

Dr.  Smith  had  surely  never  heard  of  DRG's, 
HCFA,  RBRVS,  nor  was  he  ever  threatened  with 
a monetary  fine  or  imprisonment  if  the  diagnosis 
of  his  Medicare  dismissals  was  not  precise  or  if 
he  failed  to  personally  fill  out  the  Certificate  of 
Medical  Necessity  form. 


You,  son,  as  a future  physician,  will  have 
challenges  Dr.  Smith  and  I share  in  a different 
sense;  that  is,  can  you  ethically  sacrifice  the 
patient  even  if  it  serves  society's  economic 
interests?  Can  cost  containment  survive  along- 
side the  traditional  ethics  of  medicine? 

Undoubtedly,  there  is  waste  in  medicine.  A 
recent  U.S.  Senate  staff  report  noted  prescrip- 
tion drug  prices  in  the  1 980s  rose  more  than  2 V2 
times  faster  than  the  general  inflation  rate.  Is  all 
this  increase  due  to  "research  and  develop- 
ment?" 

The  vast  majority  of  Americans  are  extremely 
satisfied  with  their  physicians  and  with  the  qual- 
ity of  medical  care  they  receive;  however,  a 
Gallup  poll  noted  one  in  four  Americans  post- 
poned medical  treatment  in  1990  because  of 
fear  of  costs.  Indeed  health  care  costs  did  in- 
crease 8.6  percent  last  year  and  had  increased 
at  a rate  nearly  double  that  of  inflation  over  the 
past  decade. 

The  reasons  for  expansive  health  care  costs 
undoubtedly  are  the  responsibility  of  hospitals 
and  physicians,  as  well  as  consumers.  This  is  a 
problem  orgainzed  medicine  must  face  or,  just 
as  in  1831,  we  will  continue  to  feel  "the  world 
is  governed  too  much."  If  we  don't  find  a 
solution  or  offer  reasonable  alternative  eco- 
nomical approaches  to  delivery  of  medical  care, 
the  government  will  tell  us,  not  ask  us,  who, 
when,  where  and  how  to  treat. 

I wondered  what  medical  challenges  Dr. 
Smith  faced  in  1831  without  the  benefit  of 
immunizations,  antibiotics  and  a host  of  other 
wonderful  diagnostic,  technological  and  phar- 
macological advances  I enjoy  in  the  1990s. 
Even  the  delivery  of  medical  information  seems 
so  much  more  practical  and  professional  than 
when  I was  in  medical  school  in  the  1960s. 
Indeed  the  competence  of  physicians  in  the 
past  has  been  based  on  peer  review  of  perfor- 
mance. In  the  future  there  will  be  a call  for 
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practice  performance  and  competency  evalua- 
tions. 

Perhaps  there  is  a resurgence  of  interest  in 
the  practice  of  medicine.  After  a steady  decline 
in  the  number  of  applicants  to  U.S.  medical 
schools  during  the  1 980s,  the  number  of  appli- 
cants has  increased  significantly  in  the  past  two 
years.  Approximately  59  percent  of  applicants 
were  accepted  in  1990.  Is  this  because  of 
idealism,  or  is  it  because  we  physicians  enjoy  an 
income  at  the  upper  2 percent  of  the  population 
of  the  United  States? 


Son,  what  a different  world  in  which  you  will 
practice  medicine.  However,  you.  Dr.  Smith 
and  I have  much  in  common.  From  the  first  day 
of  your  medical  school  training  to  the  day  you 
hang  up  your  stethoscope  (if  indeed  this  ancient 
tool  is  yet  utilized)  you  will  never  lack  intellec- 
tual stimulation  or  challenge. 

You  have  been  chosen  to  a time-honored 
profession  for  a reason.  Only  you  can  deter- 
mine that  reason  and  your  role  in  society  and  in 
the  delivery  of  medical  care.  Accept  the  frustra- 
tions and  challenges  of  medicine  as  opportuni- 
ties in  the  traditions  of  Hippocrates  and  of  Dr. 
Smith  . . . Tis  indeed  a privilege  to  be  a physician. 
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LETTER  TO  THE  EDITOR 


To  Whom  It  May  Concern,^ 

I have  worked  in  a medical  office  for  approxi- 
mately 1 3 years,  and  love  what  I do.  However, 
I would  like  to  point  out  a few  things  to  the 
general  public  and  to  all  physicians  out  there. 
Please  print  this  in  your  upcoming  journal. 

Most  medical  receptionists  are  very  capable 
of  scheduling  appointments  to  allow  adequate 
time  for  each  visit.  At  least  on  paper  the  sched- 
ule looks  nice.  However,  in  reality,  most  pa- 
tients end  up  waiting  in  the  doctor's  waiting 
rooms.  I think  that  the  reasons  for  these  waits 
needs  to  be  clarified. 

The  first  thing  in  the  morning,  the  medical 
receptionist  will  receive  numerous  calls  from 
patients  "that  are  dying  and  just  need  to  see  the 
doctor  today".  The  medical  receptionist  ex- 
plains that  the  doctor's  schedule  is  already  full, 
but  because  the  patient  insists,  the  medical 
receptionist  will  squeeze  the  patient  in.  If  the 
medical  receptionist  does  not  "fit"  this  patient 
in,  the  patient  will  most  likely  complain  to  the 


doctor  the  next  time  he  comes  in.  And  I ask  you, 
how  does  the  medical  receptionist  explain  to 
the  patient  that  has  scheduled  his  appointment 
in  advance  to  wait  while  the  doctor  sees  the 
"squeeze  in"  patient. 

Then,  there  are  the  patients  that  show  up  for 
their  scheduled  appointments  either  early  or 
late.  Do  you  ask  the  early  ones  to  wait  and  ask 
the  late  ones  to  reschedule?  Or  what  should  the 
medical  receptionistdo  when  the  doctor  comes 
into  the  office  late  or  is  called  to  the  Emergency 
Room  or  to  surgery? 

I am  not  a receptionist,  but  I am  tired  of 
people  being  rude  to  someone  who  does  her 
job  well,  but  cannot  change  or  control  the 
world.  Please,  be  more  understanding  and 
patient  with  all  receptionists  out  there,  just 
because  they  sit  at  that  front  desk  does  not 
mean  that  they  oversee  the  entire  office. 

Thank  you. 

Angry  in  Omaha 
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ORIGINAL  ARTICLE 


Revised  Recommendations  for  the 
Prevention  of  Bacterial  Endocarditis 

JENNIFER  STRAWN,  R.N.,  B.S.N.  JOHN  D.  KUGLER,  M.D. 

Section  of  Cardiology,  Department  of  Pediatrics 
University  of  Nebraska  Medical  Center 
600  S.  42nd  Street,  Omaha,  NE  68198-2166 


The  American  Heart  Association 
(AHA)  recently  updated  the 
recommendations  for  bacterial 
endocarditis  (BE)  prophylaxis.’  The  purpose  of 
this  editorial  is  to  highlight  areas  where  changes 
have  occurred  and  outline  the  regimens  we  use 
in  accordance  with  the  new  recommendations. 

One  of  the  major  changes  has  been  the 
antibiotic  regimen.  Penicillin  is  no  longer  the 
drug  of  choice  for  standard  prophylaxis. 
Amoxicillin  is  now  recommended  because  of 
better  absorption  and  higher,  more  sustained 
blood  levels.  Also,  the  better  taste  of  liquid 
amoxicillin  is  a bonus  for  young  pediatric  pa- 
tients. The  time  of  administration  has  remained 
the  same  with  the  first  dose  one  hour  before  the 
procedure  and  the  second  dose  six  hours  after 
the  first  dose. 

Another  major  change  markedly  reduced  the 
list  of  indications  for  parenteral  antibiotics,  re- 
gardless of  the  dental  or  surgical  procedure. 
Logistic  and  financial  constraints  of  parenteral 
administration  of  antibiotics  together  with 
endocarditis  prophylaxis  data  from  other  coun- 
tries led  to  the  new  recommendation  that  an 
oral  antibiotic  regimen  alone  is  acceptable  for 
virtually  all  patients  undergoing  dental,  oral  or 
upper  respiratory  tract  procedures. 

Also,  the  committee  has  revised  the  list  of 
conditions  that  do  and  do  not  need  endocarditis 
prophylaxis  (Table  1 ) as  well  as  the  procedures 
that  do  and  do  not  need  prophylaxis  (Table  2). 

The  new  AHA  recommendations  are  intended 
to  be  more  simple.  However,  when  the  article 
containing  the  AHA  recommendations  is  care- 
fully analyzed,  confusion  occasionally  arises 
when  comparing  data  in  the  tables  with  those  in 
the  text.  Therefore,  we  have  formulated  a more 
practical  regimen  with  the  major  goal  of  reduc- 
ing the  ambiguity  as  much  as  possible  while 
maintaining  the  AHA  committee's  specific  guide- 
lines. 


We  decided  to  classify  patients  and  regimens 
as  low-risk,  standard-risk,  and  high-risk  (Table  3- 
5).  When  a patient  is  classified  into  one  of  the 
three  risks,  the  respective  card  (Table  3-5)  listing 
the  antibiotic  regimen  specific  to  that  risk  cat- 
egory is  given  to  the  patient/family.  We  devel- 
oped separate  cards  for  each  risk  level  so  pa- 
tients would  receive  information  specific  to 
them. 

The  difficulty  remains  in  deciding  which  pa- 
tient should  be  in  which  risk  category.  In  keep- 
ing within  the  AHA  guidelines,  the  majority  of 
patients  will  bestandard  risk,  considerably  fewer 
will  be  low-risk,  and  very  few  will  be  high-risk. 
We  are  recommending  the  high  risk  regimen  for 
patients  with  a history  of  previous  endocarditis 
and  in  some  patients  with  prosthetic  valves  that 
are  dysfunctional  (more  than  mild  residual  re- 
gurgitation or  stenosis).  Most  patients  with  nor- 
mally functioning  prosthetic  valves  will  be  placed 
in  the  standard  risk  category.  As  the  AHA  rec- 
ommendation states,  these  patients  with  nor- 
mally functioning  prosthetic  valves  do  not  need 
parenteral  antibiotics  for  dental,  oral,  or  upper 
respiratory  tract  procedures,  yet  need  paren- 
teral antibiotics  for  genitourinary/gastro-intesti- 
nal  procedures.  We  are  recommending  the  low- 
risk  regimen  for  patients  with  inaudible  tricuspid 
or  mitral  regurgitation  (e.g.  in  patients  with 
mitral  valve  prolapse).  These  patients  will  not 
need  parenteral  antibiotics  even  with  genitouri- 
nary/gastrointestinal procedures. 

During  the  next  1-2  years  when  we  see 
patients  in  cardiology  clinic,  we  will  classify 
each  patient  as  to  low,  standard,  or  high  risk.  The 
specific  card  will  be  given  to  each  patient/family 
and,  moreover,  the  information  will  be  for- 
warded to  the  referring  physician.  Situations  will 
undoubtedly  arise  when  a patient  may  be  seen 
in  a physician's  clinic  or  in  a dentist's  office  and 
the  classification  (low,  standard,  or  high  risk)  is 
unknown.  When  in  doubt,  patients  will  receive 
adequate  prophylaxis  for  dental  and  upper  res- 
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TABLE  1 

Cardiac  Conditions  and  Endocarditis  Prophylaxis 


Recommended 

prosthetic  valves 

previous  bacterial  endocarditis  with 
or  without  heart  disease 
hypertrophic  cardiomyopathy 
most  congenital  heart  defects 
rheumatic  and  other  valve  dysfunction, 
even  after  valve  surgery 
mitral  valve  prolapse  with  regurgitation 


Not  Recommended 

isolated  secundum  ASD 

6 month  post  surgical  repair  of  ASD,  VSD,  or  PDA 
previous  coronary  artery  bypass  graft  surgery 
innocent,  physiologic  heart  murmurs 
mitral  valve  prolopse  without  regurgitation 
previous  Kawasaki  Disease  or  rheumatic  fever 
without  valvular  dysfunction 
cardiac  pacemakers  and  implanted  defibrillators 


TABLE  2 


Procedures  and  Endocarditis 


Recommended 

dental  procedures  likely  to  induce  bleeding 
including  professional  cleaning 
tonsillectomy  and/or  adenoidectomy 
surgery  that  involves  intestinal  or 
respiratory  mucosa 

bronchoscopy  with  rigid  bronchoscope 
sclerotherapy  for  esophageal  varices 
esophageal  dilatation 
gallbadder  surgery 
cystoscopy  or  urethral  dilatation 
urethral  catheterization  or  urinary  tract 
surgery  if  urinary  tract  infection 
is  present 
prostatic  surgery 

incision  and  drainage  of  infected  tissue 
vaginal  hysterectomy 
vaginal  delivery  in  presence  of  infection 
‘Change  from  previous  recommendations 


Not  Recommended 

dental  procedures  not  likely  to  induce  bleeding 
such  as  adjustment  of  orthodontic  appliances 
injection  of  local  intraoral  anesthetic 
(except  intraligamentary  injections) 
shedding  of  primary  teeth 
tympanostomy  tube  insertion 
‘endotracheal  intubation 

‘bronchoscopy  with  flexible  scope  with  or  without  biopsy 
cardiac  catheterization 

endoscopy  with  or  without  gastrointestinal  biopsy 
Ceasearn  Section 

in  the  absence  of  infection  for  urethral  catheterization. 
Dilation  & Curettage,  uncomplicated  vaginal  delivery, 
therapeutic  abortion,  sterilization  procedures,  or 
insertion/removal  of  intrauterine  devices 


TABLE  3 

BACTERIAL  ENDOCARDITIS  (BE)  PROPHYLAXIS 

Regimen  for  Patients  with  Low-Risk 

FOR  ALL  SITUATIONS  WHERE  PROPHYLAXIS  IS  INDICATED 
(INCLUDING  GASTROINTESTINAL/GENITOURINARY  PROCEDURES) 

Oral  Antibiotics 

Amoxicillin  50  mg/kg  (3.0  g max)  1 hr  before  procedure,  then  1/2  initial 

dose  6 hr  after  initial  dose. 

Patients  Allergic  to  Ampicillin/Amoxicillin/Penicillin 

Erythromycin  20  mg/kg  (ethylsuccinate  800  mg  max;  stearate  1 .0  g max)  orally 

2 hr  before  procedure,  then  1/2  the  dose  6 hr  after  initial  dose  OR 
Clindamycin  10  mg/kg  (300  mg  max)  orally  1 hr  before  procedure,  then  1/2  the 

dose  6 hr  after  initial  dose. 

Patients  Unable  to  Take  Oral  Antibiotics  OR  With  I.V.  already  In  Place 

Ampicillin  50  mg/kg  (2.0  g max)  I.V.  or  I.M.  30  min  before  procedure,  then  1/2 

the  dose  I.V.  or  I.M.  6 hr  after  initial  dose. 

Patients  Allergic  to  Ampicillin/Amoxicillin/Penicillin 

Clindamycin  10  mg/kg  (300  mg  max)  I.V.  30  min  before  procedure,  then  1/2  the 

dose  I.V.  6 hr  after  initial  dose. 
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TABLE  4 


BACTERIAL  ENDOCARDITIS  (BE)  PROPHYLAXIS 

Regimen  for  patients  with  Standard  Risk 

DENTAL,  ORAL  OR  UPPER  RESPIRATORY  PROCEDURES 

Oral  Antibiotics 

Amoxicillin  50  mg/kg  (3.0  g max)  1 hr  before  procedure,  then  1/2  dose  6 hr  after 

initial  dose 

Patients  Allergic  to  Ampicillin/Amoxicillin/Penicillin 

Erythromycin  20  mg/kg  (ethylsuccinate  800  mg  max;  stearate  1.0  g max)  orally  2 hr 

before  procedure,  then  1/2  the  dose  6 hr  after  initial  dose  OR 
Clindamycin  10  mg/kg  (300  mg  max)  orally  1 hr  before  procedure,  then  1/2  the 

dose  6 hr  after  initial  dose 

Patients  Unable  to  Take  Oral  Antibiotics  OR  With  I.V.  Already  in  Place 

Ampicillin  50  mg/kg  (2.0  g max)  I.V.  or  l.M.  30  min  before  procedure,  then  1/2 

the  dose  I.V.  or  l.M.  6 hr  after  initial  dose. 

Patients  Allergic  to  Ampicillin/Amoxicillin/Penicillin 

Clindamycin  10  mg.kg  (300  mg  max)  I.V.  30  min  before  procedure,  then  1/2  the 

dose  I.V.  6 hr  after  initial  dose. 

GENITOURINARY/CASTROINTESTINAL  PROCEDURES 

Ampicillin  50  mg/kg  (2.0  g max)  I.V.  or  l.M.  PLUS 

Gentamicin  2 mg/kg  (80  mg  max)  I.V.  or  l.M.  30  min  before  procedure  then 

Amoxicillin  25  mg/kg  (1.5  g max)  orally  6 hr  after  initial  dose; 
alternatively  parenteral  regimen  may  be  repeated  8 hr  after  initial  dose. 

Patients  Allergic  to  Ampicillin/Amoxicillin/Penicillin 

Vancomycin  20  mg/kg  (1.0  g max)  I.V.  over  1 hr  PLUS 

Gentamicin  2.0  mg/kg  (80  mg  max)  1 hr  before  procedure;  may  be  repeated  once 

8 hr  after  initial  dose. 


TABLE  5 

BACTERIAL  ENDOCARDITIS  (BE)  PROPHYLAXIS 
Regimen  for  Patients  with  High  Risk^History  of  Previous  Endocarditis) 

DENTAL  ORAL  OR  UPPER  RESPIRATORY  PROCEDURES 

Ampicillin  50  mg/kg  (2.0  g max)  I.V.  OR  l.M.  PLUS 

Gentamicin  2.0  mg/kg  (80  mg  max)  I.V.  or  l.M.  30  min  before  procedure  then 

Amoxicillin  25  mg/kg  (1.5  g max)  orally  6 hr  after  initial  dose; 
alternatively  parenteral  regimen  may  be  repeated  8 hr  after  initial  dose. 
Patients  Allergic  to  Ampicillin/Amoxicillin/Penicillin 

Vancomycin  20  mg/kg  (1 .0  g max)  I.V.  over  1 hr  beginning  1 hr  before  procedure. 

No  repeat  dose  necessary. 

GENITOURINARY/CASTROINTESTINAL  PROCEDURES 

Ampicillin  50  mg/kg  (2.0  g max)  I.V.  OR  l.M.  PLUS 

Gentamicin  2.0  mg/kg  (80  mg  max)  I.V.  or  l.M.  30  min  before  procedure  then 

Amoxicillin  25  mg/kg  (1.5  g max)  orally  6 hr  after  initial  dose; 
alternatively  parenteral  regimen  may  be  repeated  8 hr  after  initial  dose. 
Patients  Allergic  to  Ampicillin/Amoxicillin/Penicillin 

Vancomycin  20  mg/kg  (1.0  g max)  I.V.  over  1 hr  beginning  1 hr  before  procedure 

PLUS 

Gentamicin  2.0  mg/kg  (80  mg  max)  I.V.  or  l.M.  1 hr  before  procedure;  may  be 

repeated  once  8 hr  after  initial  dose. 


piratory  tract  procedures  with  oral  antibiotics 
and  for  genitourinary/gastrointestinal  proce- 
dures with  parenteral  antibiotics. 

Bacterial  endocarditis  prophylaxis  continues 
to  be  an  integral  part  of  the  long  term  manage- 
ment of  patients  with  heart  disease.  Our  intent 
is  to  help  interpret  the  AHA  recommendations, 
but  it  is  impossible  to  make  comprehensive 
recommendations  for  all  situations  where 
endocarditis  may  occur.  The  recommendations 


simply  serve  as  a guideline.  We  hope  that  our 
approach  to  the  1990  AHA  recommendations, 
will  best  serve  our  patients  and  their  other  care 
providers. 
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I.  INTRODUCTION 

The  National  Practitioner  Data  Bank 
(hereinafter  referred  to  as  Data 
Bank)  opened  for  Business  on 
September  1,  1990.’  The  Data  Bank  is  a na- 
tional clearinghouse  of  information  which  col- 
lects data  on  disciplinary  actions  and  malprac- 
tice payments  against  physicians  and  dentists. 
Insurance  companies,  state  medical  boards, 
hospitals  and  professional  societies  are  required 
to  report  such  incidents  or  face  formidable 
sanctions.  The  U.S.  Department  of  Health  and 
Human  Services  (hereinafter  HHS)  awarded  a 
five-year,  $1  5.9  million  contract  to  Unisys  Cor- 
poration to  operate  the  Data  Bank.^  The  Data 
Bank  Help  Line,  a toll-free  telephone  service, 
was  established  to  provide  information  about 
the  Data  Bank  for  assistance  in  querying  and 
reporting.^ 


Based  on  estimates  by  the  General  Ac- 
counting Office  on  the  number  of  mal- 
practice claims  in  1984,  Harmon  (ad- 
ministrator of  the  Health  Resources 
Service  Administration)  said  that  the 
[D]ata  [B]ank  should  receive  approxi- 
mately 2,500  records  of  malpractice 
payments  each  month. . .state  medical 
boards  sanction  200  physicians  each 
month.  . .and  approximately  1,000  ad- 
verse actions  are  taken  against  physi- 
cian is  clinical  privileges  each  month.'’ 

The  Data  Bank  was  implemented  as  a provi- 
sion of  the  Health  Care  Quality  Improvement 
Act  of  1986^  (hereinafter  the  Act).  The  Act  is 
divided  into  three  parts.  Subchapter  I,  Sections 
11111-11115,  focuses  on  peer  review  and  im- 
munities and  sets  up  a plan  for  the  application 
oftheAct.  Subchapter  II,  Sections  11131-11 137, 
discusses  the  reporting  of  information  to  the 
Data  Bank.  Subchapter  III,  11151-111  52,  con- 
tains the  definitions.  This  paper  will  focus  on 
Part  II,  the  reporting  of  information  to  the  Data 
Bank.  This  paper  will  also  discuss  the  effects  of 
a National  Data  Bank  on  the  tort  of  corporate 
liability  and  how  the  Data  Bank  can  affect 
immunity  from  such  a cause  of  action.  Finally, 
this  paper  will  focus  on  some  of  the  probable 
consequences  and  problems  of  the  Data  Bank. 

M.  REPORTING  REQUIREMENTS 

The  Act  was  implemented  as  a result  of  the 
"National  need  to  restricttheability  of  incompe- 
tent physicians  to  move  from  State  to  State 
without  disclosure  or  discovery  of  the  physician's 
previous  damaging  or  incompetent  perfor- 
mance."^ Part  II  of  The  Act  requires  insurers, 
state  medical  licensing  boards,  health  care  en- 
tities and  professional  societies  to  report  to  the 
Data  Bank  and  Board  of  Medical  Examiners  any 
malpractice  payment,  licensure  action,  orother 
"adverse  action"  against  a physician,  dentist,  or 
otherlicensed  health  care  practitioner. ^(Forthe 
remainder  of  this  paper  "practitioner"  will  en- 
compass physicians,  dentists,  and  other  licensed 
health  care  workers  who  are  subject  to  the  Act.) 
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health  care  workers  who  are  subject  to  the  Act.) 

A.  Medical  Malpractice  Payment 

Every  payment  made  under  an  insurance 
policy  or  self-insurance  for  settlement  or  satis- 
faction of  all  or  part  of  a judgment  must  be 
reported  to  the  Data  Bank  within  30  days  from 
the  date  of  payment.  Futhermore,  a second 
report  must  be  submitted  to  the  appropriate 
state  licensing  authority.  The  Act  currently  re- 
quires ^ payments  to  be  reported  regardless  of 
the  amount.  However,  the  Act  also  states: 

The  Secretary  shall  study  and  report. . . 
on  whether  information  respecting  small 
payments  should  continue  to' be  re- 
quired to  be  reported.  . .and  whether 
information  respecting  all  claims  made 
concerning  a medical  malpractice  ac- 
tion should  be  reported  under  such 
subsection.® 

Medical  malpractice  insurers  must  submit  a 
Medical  Malpractice  Payment  Report  form.^ 

An  incomplete  report  form  (i.e.,  missing 
required  information,  improperly  com- 
pleted or  unsigned)  will  not  be  accepted 
by  the  Data  Bank.  The  submission  of  an 
incomplete  report  form  is  not  consid- 
ered to  be  a report  made  to  the  Data 
Bank,  and  does  not  satisfy  reporting 
requirements  for  the  purposes  of  Title 
IV.’° 

Failure  to  report  medical  malpractice  pay- 
ment information  may  result  in  a civil  penalty  of 
$10,000  for  each  unreported  payment." 

B.  State  Medical  and  Dental  Boards  Report 
Sanctions  taken  by  State  Medical  and  Den- 
tal Boards  are  subject  to  reporting  require- 
ments. 

Each  Board  of  Medical  Examiners  (A) 
which  revokes  or  suspends  (or  other- 
wise restricts)  a physician's  license  or 
censures,  reprimands,  or  places  on  pro- 
bation a physician,  for  reasons  relating 
to  the  physician's  professional  conduct, 
or  (B)  to  which  a physician's  license  is 
surrendered  shall  report. . .the  informa- 
tion.’^ 

"State  Medical  and  dental  boards  must  also 
report  revisions  to  adverse  licensure  actions, 
such  as  reinstatement  of  a license."’®  A state 
medical  or  dental  board  must  submit  an  Ad- 
verse Action  Report  within  30  days  from  the 
date  the  licensure  action  was  taken.’'’  Failure  to 


report  may  result  in  a noncompliance  notice  to 
the  reporting  entity.  Further  failure  to  comply 
may  result  in  the  HHS  appointing  a different 
agency  to  be  responsible  for  reporting. 

C.  Health  Care  Entities  Report 

A specific  health  care  entity,  such  as  a 
hospital,  must  report  to  the  State  Medical  or 
Dental  Boards  any  adverse  action  against  the 
clinical  privilegesofa  physician  ordentist  within 
1 5 days  from  the  date  the  adverse  action  was 
taken.  The  hospital  must  report  when: 

( 1 ) It  takes  adverse  professional  review 
action  affecting  the  privileges  of  a 
physician  or  dentist  for  a period  of 
more  than  thirty  days,  or 

(2)  A practitioner  surrenders  privileges 
while  under  investigation  for  com- 
petency or  in  exchange  for  not  con- 
ducting such  an  investigation.’® 

"In  addition  to  reporting  adverse  licensure 
actions  against  physicians  and  dentists.  State 
Medical  and  Dental  Boards  act  as  liaisons  be- 
tween the  Data  Bank  and  hospitals,  profes- 
sional societies,  and  other  health  care  enti- 
ties."’® If  a state  medical  or  dental  board  fails  to 
transmit  Adverse  Action  Report  forms  they 
receive  from  health  care  entities  to  the  Data 
Bank  and  the  State  licensing  board  and  the  HHS 
substantiates  such  neglect,  a notice  of  noncom- 
pliance is  sent  to  the  state  board.  This  allows  the 
Board  a chance  to  rectify  the  situation.  Failure 
to  do  so  will  result  in  the  HHS  designation  of  a 
different  entity  to  report  the  information  to  the 
Data  Bank.’^ 

D.  Professional  Societies'  Report 
Professional  societies  at  the  national,  state 

or  local  level  are  considered  a health  care  entity 
and  must  report  and  may  request  information 
from  the  Data  Bank. 

A professional  society  of  physicians  or 
dentists  which  engages  in  professional 
review  activity  through  a formal  peer 
review  process  for  the  purpose  of  fur- 
thering quality  health  care  is  required  to 
report  adverse  membership  actions  to 
the  Data  Bank.’® 

Some  examples  of  professional  societies  are 
the  American  College  of  Physicians,  American 
College  of  Surgeons,  American  College  of  Radi- 
ology, American  Medical  Association,  National 
Dental  Association,  or  the  American  Academy 
of  Physical  Medicine  and  Rehabilitation.’^ 


354 


Nebraska  Medical  Journal  November  1991 


A professional  society  must  report  profes- 
sional review  actions  on  the  Adverse  Action 
Report  from  "the  state  medical  or  dental  board 
which  is  legally  responsible  for  transmitting  the 
original  copy  of  the  Adverse  Action  report  form 
to  the  Data  Bank  within  15  days  after  it  was 
received  from  the  professional  society."^®  A 
professional  society  may  request  information 
from  the  Data  Bank  and  is  subject  to  the  same 
requirements  and  sanctions  as  other  health 
care  entities,  such  as  hospitals. 

III.  REPORTABLE  ACTIONS 

Not  all  adverse  actions  against  practitioners 
are  reportable.  "For  example,  if  a patient  had  an 
adverse  reaction  to  an  injection  and  is  willing  to 
accept  not  being  charged  by  the  physician  for 
treatment  as  settlement,  then  that  would  not 
have  to  be  reported  to  the  Data  Bank."^’  Addi- 
tionally, malpractice  settlements  must  only  be 
reported  if  they  follow  a written  demand  by  the 
patient  to  the  practitioner.  If  payment  is  made, 
based  on  oral  demands  by  the  patient,  no 
report  is  required. Furthermore,  when  a phy- 
sician or  dentist  voluntarily  restricts  or  surren- 
ders his/her  clinical  privileges  for  personal  rea- 
sons, and  professional  competence  and/or  con- 
duct and  is  not  under  investigation,  it  is  not  a 
reportable  action.  On  the  other  hand,  if  the 
practitioner  is  under  investigation  and  voluntar- 
ily surrenders  his/her  license,  it  is  a reportable 
action.  When  a physician  or  dentist's  applica- 
tion for  a medical  staff  appointment  is  denied 
based  on  professional  competence  or  conduct, 
that  is  also  a reportable  event.  However,  if  the 
application  is  denied  simply  because  that  par- 
ticular hospital  has  too  many  specialists  in  the 
individual's  discipline,  such  an  event  is  not  a 
reportable  action. 

The  Act  specifically  provides  that  a health 
care  entity,  such  as  a hospital,  must  report  if  that 
entity  takes  a professional  review  action  that 
"adversely  affects"  the  clinical  privileges  of  a 
physician  for  more  than  30  days.  "The  term 
adversely  affecting  includes  reducing,  restrict- 
ing, suspending,  revoking,  denying  or  failing  to 
renew  clinical  privilege  or  membership  in  a 
health  care  entity."^'’  An  event  is  reportable 
"when  an  action  is  based  upon  the  practitioner's 
competence  or  conduct  which  could  or  has 
adversely  affected  patient  care.  Thus,  only  ac- 
tions for  medical  disciplinary  cause  need  be 
reported. Therefore,  if  a practitioner's  privi- 
leges are  suspended  because  he/she  is  late  with 
his/her  medical  records,  it  is  a non-reportable 


action.  It  is  not  considered  an  action  which 
questions  the  practitioner's  competence  or 
adversely  affects  patient  care. 

IV.  DISPUTING  INFORMATION 

Once  the  Data  Bank  receives  a Medical 
Malpractice  Payment  Report  or  an  Adverse 
Action  Report,  the  Data  Bank  sends  a Report 
Verification  Document^^  to  the  reporting  entity 
to  verify  the  information.  The  Data  Bank  also 
sends  a Practitioner  Notification  Document^^  to 
the  practitioner  who  is  the  subject  of  the  report. 

A practitioner  has  up  to  60  days  from  the 
date  of  the  notification  document  to  file  a 
dispute.  The  procedures  for  disputing  a report 
are: 

(1 ) Informing  the  Secretary  and  the  re- 
porting entity,  in  writing,  of  the  dis- 
agreement, and  the  basis  for  it. 

(2)  Requesting  simultaneously  that  the 
disputed  information  be  entered  into 
a "disputed"  status  and  be  reported 
to  inquiries  as  being  in  a "disputed" 
status,  and 

(3)  Attempting  to  enter  into  discussion 
with  the  reporting  entity  to  resolve 
the  dispute.^® 

The  reporting  entity  can  acknowledge  the 
dispute,  correct  the  problem  and  order  the 
Data  Bank  to  correct  it,  or  void  the  report.  If  the 
reporting  entity  declines  to  change  the  dis- 
puted report,  the  practitioner  may  request  the 
Secretary  of  HHS  to  review  the  report.  "The 
Secretary  will  not  review  the  merits  of  a claim  in 
the  case  of  a payment  nor  will  the  secretary 
review  the  appropriateness  of  a health  care 
entity's  professional  review  action. If  the  Sec- 
retary concludes  that  a report  is  accurate,  the 
Secretary  will  include  an  explanation  of  the 
decision.  The  practitioner  has  the  opportunity 
to  submit  a statement  to  the  Data  Bank  file 
describing  the  disagreement. 

V.  WHO  MAY  REQUEST  INFORMATION 

Information  from  the  Data  Bank  is  available 
upon  request  to  the  following  persons  or  enti- 
ties: 

(1 ) Hospitals  requesting  information  on 
a physician,  dentist,  or  other  licensed 
health  care  practitioner  on  the  staff, 

(2)  A physician,  dentist  or  other  health 
care  practitioner  who  requests  in- 
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formation  concerning  himself  or 
herself, 

(3)  Boards  of  Medical  Examiners  or 
other  State  licensing  boards, 

(4)  Health  care  entities  which  have 
entered  or  may  be  entering  em- 
ployment or  affiliation  relationships 
with  a physician,  dentist  or  other 
health  care  practitioner  or  to  which 
the  physician,  dentist  or  other  health 
care  practitioner  has  applied  for 
clinical  privileges  or  appointment 
to  the  medical  staff, 

(5)  An  attorney,  or  individual  repre- 
senting himself  or  herself,  who  has 
filed  a medical  malpractice  action 
or  claim  in  a State  or  Federal  court 
or  other  adjudicative  body  against  a 
hospital,  and  who  requests  informa- 
tion regarding  a specific  physician, 
dentist  or  other  health  care  practi- 
tioner who  is  also  named  in  the 
action  or  claim.  Provided,  that  this 
information  will  be  disclosed  only 
upon  submission  of  evidence  that 
the  hospital  failed  to  request  infor- 
mation from  the  Data  Bank  as  re- 
quired by  Section  60.10  (a),  and 
may  be  used  solely  with  respect  to 
litigation  resulting  from  the  action 
or  claim  against  the  hospital. 

(6)  A health  care  entity  with  respect  to 
professional  review  activity  and 

(7)  A person  or  entity  who  requests 
information  in  a form  which  does 
not  permit  the  identification  of  any 
particular  health  care  entity,  physi- 
cian, dentist  or  other  health  care 
practitioner. 

Furthermore,  hospitals  have  an  affirmative 
duty  to  request  information  from  the  Data 
Bank: 

(1)  At  the  time  a physician,  dentist  or 
other  health  care  practitioner  ap- 
plies for  a position  on  its  medical 
staff  (courtesy  or  otherwise),  or  has 
clinical  privileges  at  the  hospital; 
and 

(2)  Every  two  years  concerning  any 
physician,  dentist  or  other  health 
care  practitioner  who  is  on  its  medi- 
cal staff  (courtesy  or  otherwise)  or 
has  clinical  privileges  at  the  hospi- 
tal.^2 


Failure  to  request  such  information,  results 
in  a presumption  that  the  hospital  has  know- 
ledge of  any  information  reported  in  the  Data 
Bank.^^ 

The  regulations  specifically  list  who  may 
request  information.  A fee  is  also  required  when 
requesting  information,  which  reflects  the  costs 
of  processing  requests  for  disclosure  and  of 
providing  such  information.^'*  At  this  time,  it  is 
estimated  that  $2.00  per  name  will  be  charged 
for  each  request  and  there  will  no  charge  when 
a practitioner  requests  information  on  his  or  her 
own  file.^^ 

VI.  CONFIDENTIALITY 

Information  reported  to  the  Data  Bank  is 
considered  confidential  and  is  to  be  used  only 
for  acceptable  purposes.^^  A violation  of  confi- 
dentiality may  result  in  a civil  penalty  up  to 
$10,000  for  each  violation. 

The  Privacy  Act.  5 USC  552,  also  pro- 
tects the  contents  of  Federal  systems  of 
records  on  individuals,  like  those  con- 
tained in  the  Data  Bank,  from  disclo- 
sure without  the  individual's  consent, 
unless  the  disclosure  is  for  a routine  use 
of  the  system  of  records  as  published 
annually  in  the  Federal  Register.^® 

However,  the  "confidentiality  provision  of 
Title  IV  does  not  prohibit  an  eligible  entity 
receiving  information  from  the  Data  Bank  to 
disclose  it  further,  as  long  as  disclosure  is  for  the 
purpose  of  carrying  out  a professional  review 
activity  within  the  entity."®^ 

The  purpose  of  the  Data  Bank  is  to  gather, 
collect  and  make  available  information  regard- 
ing a specific  person.  Naturally,  the  Data  Bank 
is  authorized  to  release  information,  but  only  to 
specific  persons  or  entities.  Those  receiving 
information  are  subject  to  the  confidentiality 
provisions  of  Title  IV.  Practitioners  who  re- 
ceived information  about  themselves  are  al- 
lowed to  disclose  that  information  to  anyone 
they  choose. 

An  entity  must  submit  a separate  Request 
for  Information  Disclosure''^ for  each  practition- 
er on  whom  information  is  sought. 

The  Data  Bank  has  preassigned  identifica- 
tion numbers  for  each  entity  reporting  informa- 
tion to  the  Data  Bank.  Every  time  an  entity 
reports  information,  the  identification  number 
should  bedisplayed.  Each  practitioner  on  whom 
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a report  is  filed  is  also  assigned  a Data  Bank 
identification  number.  When  a new  report  is 
received,  it  is  matched  against  reports  already 
in  the  Data  Bankto  determine  if  the  practitioner 
had  been  previously  reported. 

VIII.  CORPORATE  NEGLIGENCE 

The  Act  specifically  provides  immunity  for 
those  physicians  participating  in  peer  review 
activities.  Persons  providing  information  to  pro- 
fessional review-bodies  "shall  not  be  liable  in 
damages  under  any  law  of  the  United  States 
unless  such  information  is  false  and  the  person 
providing  it  knew  that  such  information  was 
false. Peer  review  immunity  is  placed  under 
the  heading  of  "Promotion  of  Professional  Re- 
view Activities."‘*^The  goal  of  having  this  immu- 
nity is  to  encourage  active  and  honest  partici- 
pating in  peer  review  without  the  threat  of 
antitrust  liability. 

An  issuewhich  may  affect  the  Act's  immunity 
provision  is  corporate  liability.'*"  Corporate  li- 
ability: 

Establishes  a hospital's  duty  both  to 
determine  the  professional  competence 
of  a physician  before  it  grants  or  renews 
staff  privileges  and  to  conduct  continu- 
ing quality  assurance  assessments  of 
care  provided  by  its  physicians.  The 
corporate  liability  doctrine  provides  that 
a hospital  is  liable  for  its  medical  staff 
member's  negligence  if  the  hospital 
knew  or  should  have  known  that  such 
member  was  incompetent."^ 

Additionally,  "a  failure  to  exercise  reason- 
able care  in  the  selection  and  retention  of 
medical  staff  represents  the  greatest  expansion 
of  liability  under  this  theory.""^ 

The  Data  Bank  regulations  require  a hospital 
to  conduct  a search  before  medical  privileges 
are  granted  and  every  two  years  thereafter."^ 
The  Act  further  provides: 

With  respect  to  a medical  malpractice 
action,  a hospital  which  does  not  re- 
quest information  respecting  a physi- 
cian or  practitioner  as  required  under 
subsection  (a)  of  this  section  is  pre- 
sumed to  have  knowledge  of  any  infor- 
mation reported  under  this  subchapter 
to  the  secretary  with  respect  to  the 
physician  or  practitioner."® 

Does  a hospital's  presumed  knowledge  ap- 


ply specifically  to  "medical  malpractice  actions" 
only?  Is  a hospital  presumed  to  have  knowledge 
when  a "corporate  liability  action"  is  filed? 

Negligent  selection  and  negligent  supervi- 
sion under  the  broad  theory  of  corporate  liabil- 
ity are  a basis  for  a hospital's  liability. 

A.  Negligent  Selection 

A negligent  selection  or  negligent 
hiring  claim  consists  of  the  following  ele- 
ments: 

(1 ) An  existing  employment  relationship; 

(2)  An  employee  must  have  committed  a 
tortious  act; 

(3)  The  negligent  hiring  was  a proximate 
cause  of  the  negligent  act; 

(4)  The  employee  was  incompetent;  and 

(5)  The  employer  knew  or  should  have 
known  the  individual  was  potentially 
dangerous."^ 

In  carrying  out  the  employer's  duty  to  use 
reasonable  care  in  hiring,  "some  kind  of  minimal 
investigation  into  an  applicant's  background, 
before  hiring,  has  been  held  to  be  required. 
"With  regard  to  a hospital,  an  employer  is 
chargeable  with  knowledge  obtainable  [through  a] 
reasonable  investigation."^’  Furthermore,  some 
courts  require  a hospital  to  "act  in  good  faith 
and  with  reasonable  care  in  the  selection  of  a 
physician."®^  The  real  difficulty  lies  in  determin- 
ing what"reasonable  investigation",  "good  faith", 
and/or  "reasonable  care"  mean. 

The  Data  Bank  requires  a search  before  a 
practitioner  is  given  staff  privileges.  Is  a data 
bank  search  sufficient  to  meet  a "reasonable 
investigation"  standard  under  a corporate  neg- 
ligence theory?  Insurance  companies,  state  li- 
censing boards,  health  care  entities  and  profes- 
sional societies  are  all  required  by  law  to  report 
to  the  Data  Bank.  If  a practitioner  were  repri- 
manded for  his/her  activity  which  affected  a 
patient's  care  it  should  be  reported  to  the  Data 
Bank.  Undoubtedly,  some  practitioners  may 
never  be  reported  for  their  negligence,  while 
others  may  be  unfairly  reported  to  the  Data 
Bank.  This  writer  proposes  that  a Data  Bank 
search  alone  is  not  sufficient  to  meet  a reason- 
able investigation  standard  in  a corporate  neg- 
ligence action.®® 

A hospital  has  a duty  to  use  reasonable  care 
in  hiring  physicians.®"  Part  of  that  "reasonable 
care"  encompasses  a reasonable  investigation 
of  the  physician.  "Reasonable  care  in  determin- 
inga  physician's  competence  generally  requires 
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more  than  mere  reliance  on  representations  by 
the  physician  or  on  the  fact  that  the  physician  is 
duly  licensed. 

In  loiner  v.  Mitchell  County  Hospital  Au- 
thority^^ a widow  brought  an  action  against  a 
hospital  alleging  negligence  in  hiring  an  un- 
skilled physician.  She  brought  her  husband  to 
the  hospital  while  he  was  suffering  from  chest 
pains.  The  doctor  gave  him  a prescription  and 
sent  him  home.  An  hour  and  a half  later  she 
started  back  to  the  hospital  but  her  husband 
died  enroute. 

The  loiner  court  held  that  the  defendant- 
hospital  negligently  failed  to  require  satisfac- 
tory proof  of  the  physician's  professional  quali- 
fications, failed  to  investigate  his  qualifications, 
and  failed  to  exercise  care  in  determining  his 
professional  competency  and  moral  character. 
Although  the  physician  was  duly  licensed  and 
recommended  by  a member  of  the  hospital 
staff;  nevertheless,  in  the  court's  view,  the  hos- 
pital failed  to  exercise  reasonable  care  in  select- 
ing the  physician.  Thus,  state  licensure  of  an 
individual  standing  alone  does  not  constitute 
competence  to  care  for  patients. 

In  a similar  case,  lohnson  v.  Misericordia 
Community  Hospital, the  patient  alleged  neg- 
ligence in  a hospital's  appointment  to  its  medi- 
cal staff  and  in  granting  the  physician  privileges. 
The  physician  unsuccessfully  attempted  to  re- 
move a pin  fragment  from  the  patient's  left  hip, 
resulting  in  a permanent  paralytic  condition  of 
the  patient's  right  thigh. 

In  his  employment  application,  the  physi- 
cian failed  to  answer  any  questions  pertaining 
to  his  malpractice  insurance.  Additionally,  the 
physician  made  significant  misstatements  and 
omissions  regarding  previous  experience  and 
privileges.  The  court  found  the  hospital  negli- 
gent since  the  hospital  failed  to  require  the 
physician  to  fully  complete  his  application.  Fur- 
thermore, "[t]here  were  no  letters  in  the  file 
cross-checking  his  references  or  his  past  asso- 
ciations. Neither  were  there  notations  of  tele- 
phone calls  to  his  references  or  past  associa- 
tions as  the  administrator  testified  there  should 
have  been  if  such  calls  had  been  made. The 
court  found  the  hospital  to  have: 

A direct  and  independent  responsibility 
to  its  patients  over  the  above  that  of  the 
physicians  and  surgeons  practicing 
therein,  to  take  reasonable  steps  to  (1 ) 
insure  that  its  medical  staff  is  qualified 


for  the  privileges  granted  and/or  (2)  to 
evaluate  the  care  provided.^® 

The  lohnson  court  further  noted  that  the 
average  hospital,  in  the  exercise  of  ordinary 
care,  would  have  investigated  the  physician's 
application  and  credentials.  For  example,  a 
reasonable  investigation  of  the  doctor  in  lohn- 
son would  have  shown  that  he  had  experienced 
denial,  restriction,  and  loss  of  privileges  at  hos- 
pitals he  listed  on  his  application.  Peers  would 
have  revealed  that  the  doctor's  abilities  were 
suspect.  Also  a proper  investigation  would  have 
shown  seven  pending  lawsuits  at  the  time  the 
doctor  applied  for  privileges. 

The  lohnson  court  outlined  three  steps  that 
a hospital,  at  a minimum,  should  complete 
when  considering  hiring  a physician: 

(1)  Solicit  information  from  the  appli- 
cants peers,  including  those  not  ref- 
erenced in  his  application,  who  are 
knowledgeable  about  his  education, 
training,  experience,  health,  com- 
petence, and  ethical  character; 

(2)  Determine  if  the  applicant  is  cur- 
rently licensed  to  practice  in  [the] 
state  and  if  his  licensure  or  registra- 
tion has  been  or  is  currently  being 
challenged;  and 

(3)  Inquire  whether  the  applicant  has 
been  involved  in  any  adverse  mal- 
practice action  and  whether  he  has 
experienced  a loss  of  medical  organ- 
ization membership  or  medical  privi- 
leges at  any  other  hospital. “ 

Thus,  the  Data  Bank  appears  to  be  just  one 
resource  to  be  used  in  the  selection  process. 
According  to  the  American  FHospital  Associa- 
tion, 

F^ospitals  still  need  to  verify  information 
on  the  physician  (e.g.,  medical  school, 
residency,  all  state  licenses,  board  sta- 
tus, all  prior  practices,  malpractice  in- 
surance and  history  and  DEA  status) 
and  obtain  information  from  other  hos- 
pitals where  the  applicant  currently  has 
privileges  or  had  privileges  in  the  past, 
especially  from  Chiefs  of  Staff,  Depart- 
ment Chairpersons,  Residency  Direc- 
tors, CEO's  and  Directors  of  Nursing.^’ 

Although  reportable  actions  to  the  Data 
Bank  "must  be  based  on  reasons  relating  to 
professional  competence  or  professional  con- 
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duct  which  affects  or  could  adversely  affect  the 
health  or  welfare  of  a patient.  . it  is  still 
possible  that  a practitioner  could  be  involved  in 
a questionable  activity  that  is  not  reportable  or 
is  not  reported.  As  such,  inquiring  into  past 
hospitals  or  peers  may  provide  an  investigating 
hospital  with  valuable  information  for  its  selec- 
tion process.  For  example,  "entrance  into  a 
drug,  alcohol  or  psychiatric  rehabilitation  pro- 
gram does  not  in  and  of  itself  constitute  a 
reportable  action.  If  the  physician  voluntarily 
enters  a program  and  the  hospital  offers  the 
physician  a leave  of  absence,  this  is  not  report- 
able."^^ Thus,  while  this  information  may  be 
valuable  to  a selection  process  it  can  only  be 
discovered  through  a separate  inquiry,  not 
through  a Data  Bank  search.  If  a hospital  takes 
a professional  review  action  which  adversely 
affects  the  physician's  privileges  for  more  than 
thirty  days,  that  action  is  reportable.  The  Data 
Bank  makes  the  credentialing  process  easier 
because  it  is  a national  clearinghouse  of  infor- 
mation. It  saves  hospitals  time  and  money  by 
relying  on  one  source  for  a great  deal  of  infor- 
mation. However,  as  can  be  seen  from  the 
above  analysis  the  Data  Bank  is  not  the  only 
source  to  depend  on  when  granting  practitio- 
ner privileges.  In  fact,  a hospital  may  be  risking 
liability  for  negligent  selection/hiring  if  it  relies 
solely  on  a Data  Bank  search.  A Data  Bank 
search  is  not  a "reasonable  investigation". 

B.  Negligent  Retention  and  Supervision 

Once  a physician  is  hired  by  a hospital,  the 
hospital  has  a duty  to  supervise  the  physician's 
competency  and  quality  of  care.^“*  This  surveil- 
lance is  done  by  a peer  review  process.  In  fact, 
because  of  the  prospect  for  negligent  retention 
and  supervision  liability,  "hospitals  have  a strong 
incentive  to  police  their  medical  staff. How- 
ever, "the  risk  of  suit  [by  a reviewed  physician] 
deters  the  other  physicians  and  hospitals  in- 
volvement in  peer  review  evaluations  and  in- 
hibits both  physicians  and  hospitals  from  taking 
necessary  disciplinary  action. As  such,  hospi- 
tals find  themselves  in  a "catch-22"  position. 
They  must  conduct  peer  review  to  supervise 
physicians,  but  they  cannot  get  physicians  to 
participate  in  peer  review  for  fear  of  antitrust, 
defamation,  conspiracy,  and  malicious  interfer- 
ence lawsuits.  In  response  to  these  fears,  the 
Act  provided  qualified  immunity  for  those  par- 
ticipating in  peer  review. Patrick  v.  Burget^^ 
shows  how  these  fears  are  well-founded. 

In  Patrick  a surgeon  brought  an  action  against 
physicians  at  a clinic  alleging  violations  of  the 


Sherman  Antitrust  Act.  The  surgeon  declined 
an  invitation  to  join  the  physicians  as  a partner 
in  the  clinic  and  instead  started  his  own  practice 
in  competition  with  the  clinic.  Two  years  later  a 
review  committee  at  a local  hospital,  com- 
posed of  physicians  from  the  clinic,  terminated 
the  surgeon's  privileges  on  the  basis  that  his 
care  of  his  patients  was  below  the  standards  of 
the  hospital.  The  surgeon  alleged  that  the  phy- 
sicians participated  in  bad  faith  peer-review 
proceedings  to  reduce  competition  rather  than 
to  improve  patient  care.  After  a lengthy  appeal 
to  decide  whether  the  state  action  doctrine 
protected  physicians'  hospital  peer-review  ac- 
tivities from  antitrust  challenge,  the  surgeon 
was  awarded  a $2.2  million  judgment. 

As  noted  above,  to  help  remedy  this  prob- 
lem, the  Act  offers  qualified  immunity  to  those 
participating,  in  peer  review  activities.  How- 
ever, the  Act's  qualified  immunity  applies  only 
if  the  peer  review  committee's  actions  satisfy  a 
particular  standard.  A professional  review  ac- 
tion must  be  taken: 

(1)  In  the  reasonable  belief  that  the 
action  was  in  the  furtherance  of 
quality  care, 

(2)  after  a reasonable  effort  to  obtain 
the  facts  of  the  matter, 

(3)  after  adequate  notice  and  hearing 
procedures  are  afforded  to  the  phy- 
sician involved  or  after  such  other 
procedures  as  are  fair  to  the  phys- 
ician under  the  circumstances,  and 

(4)  in  the  reasonable  belief  that  the 
action  was  warranted  by  the  facts 
known  after  such  reasonable  effort 
to  obtain  facts  and  after  meeting 
the  requirements  of  paragraph  (3).^^ 

If  all  the  standards  are  met,  the  review  body 
and  any  person  participating  "shall  not  be  liable 
in  damages  under  any  law  of  the  United  States 
or  of  any  State  with  respect  to  this  action. 
Hospitals  and  other  health  care  entities  should 
make  sure  their  bylaws  are  in  compliance  to 
assure  application  of  this  immunity.  However, 
this  immunity  does  not  apply  to  damages  under 
any  civil  rights  action  or  an  action  by  the 
attorney  general  regarding  violations  of  the 
Equal  Employment  Opportunity  Act.^’  The  Act 
further  provides  provisions  "which  protect  per- 
sons or  entities  conducting  peer  review  from 
liability  and  allows  recovery  of  attorney's  fees 
and  costs  of  defense  where  a frivolous  claim  is 
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brought  against  a hospital  or  physician  con- 
ducting peer  review. 

Austin  V.  McNamara/^  directly  addressed 
the  Act's  immunity  provision.  In  Austin,  a 
neurosurgeon  brought  an  antitrust  action  against 
a hospital  and  physicians  for  their  peer  review 
activities.  The  court  held  the  Health  Care  Qual- 
ity Improvement  Act  immunized  the  defen- 
dants from  federal  antitrust  liability  and  granted 
the  defendant  summary  judgment.  The  court 
held  the  review  board  properly  followed  all  the 
standards  outlined  in  the  Act. 

What  is  also  interesting  about  the  Austin 
court's  holding  is  the  facts  upon  which  it  was 
made.  The  petitioner  was  a professor  of 
neurosurgery  at  four  different  universities  for  a 
combined  period  of  30  years  before  he  estab- 
lished a private  practice.  The  plaintiff  alleged 
the  defendants  oftentimes  "covered  for  each 
other"  and  refused  to  cover  for  the  plaintiff. 
Additionally,  the  defendant's  allegedly  bad- 
mouthed  the  plaintiff  to  other  doctors  and 
nurses.  Conversely,  the  defendants  alleged  there 
were  legitimate  concerns  with  the  plaintiffs 
care.  Thus,  it  seems  that  the  court  stated  that  as 
long  as  the  review  committee  followed  all  the 
standards  for  professional  review  outlined  in 
the  Act  they  were  immune  from  liability,  regard- 
less of  the  underlying  allegations. 

The  Data  Bankfurther  encourages  a hospital's 
duty  to  supervise  care  by  requiring  a Data  Bank 
search  every  two  years  concerning  any  practi- 
tioner on  the  medical  staff  or  who  has  been 
granted  staff  privileges  at  the  hospital.^"’  Addi- 
tionally, "each  hospital  may  rely  upon  informa- 
tion provided  to  the  hospital. . .and  shall  not  be 
held  liable  for  such  reliance  in  the  absence  of 
the  hospital's  knowledge  that  the  information 
provided  was  false."  As  such,  a hospital  may 
refuse  staff  privileges  based  on  the  Data  Bank 
information,  without  further  duty  to  confirm  the 
veracity  of  the  reports,  and  still  avoid  liability  to 
the  physician. 

Thus,  as  can  be  seen  from  the  above  analy- 
sis, reliance  on  a Data  Bank  search  alone  will 
not  be  sufficient  to  properly  monitor  a 
practitioner's  performance.  Any  complaints 
made  at  the  hospital  or  state  board  that  do  not 
result  in  a loss  of  privileges  must  also  be  re- 
viewed. However,  a hospital's  reliance  on  Data 
Bank  information  will  insulate  it  from  liability  to 
the  physician  who  is  denied  staff  privileges, 
absent  knowledge  by  the  hospital  that  the 
information  provided  was  false. 


VIII.  PROBLEMS  AND  CONSEQUENCES 

A.  Reporting  all  Malpractice  Payments 

One  potential  problem  with  the  Data  Bank 
is  the  reporting  of  all  malpractice  payments, 
made  in  or  settled  out  of  court.  Regardless  of 
the  dollar  amount,  all  payments  must  be  re- 
ported within  30  days  of  the  payment.^^  This 
will  undoubtedly  include  "nuisance  payments" 
made  by  practitioners  to  avoid  a trial's  expense 
and  publicity.  "It  remains  to  be  seen  whether 
more  malpractice  claims  will  receive  a full  trial 
because  of  physicians  seeking  to  avoid  settle- 
ments being  recorded  in  the  database. 

The  American  Medical  Association  supports 
the  Data  Bank,  with  some  concerns.  Specifi- 
cally, the  AMA  is  concerned  about  these  nui- 
sance settlements. 

It  was  more  convenient  and  cheaper  in 
the  end  to  settle  nuisance  suits,  but  now 
those  will  go  into  a doctor's  files.  Doc- 
tors really  do  not  want  that,  so  more 
cases  will  be  taken  to  the  mat.  The 
defense  costs  will  go  up.  Malpractice 
premiums  will  go  up.^® 

The  AMA  supports  a floor  of  $30,000  in  this 
reporting  requirement.^^  "Congress  decided  not 
to  set  a dollar  threshold  for  reports  of  malprac- 
tice payments  because  Congress  believed  that 
a physician  who  made  many  small  malpractice 
payments  over  a short  period  of  time  might 
deserve  scrutiny."®”  "Congress  may,  at  some 
point,  set  a de  minimis  thereshold."®^ 

HHS  contends  that  reporting^  payments  is 
fair  because  of  the  additional  disclaimer  pro- 
vided in  the  Act: 

In  interpreting  information  reported 
under  this  subchapter  (II),  a payment  in 
settlement  of  a medical  malpractice 
action  or  claim  shall  not  be  construed 
as  creating  a presumption  that  medical 
malpractice  has  occurred.®^ 

It  would  be  very  difficult  for  the  general 
public  to  disregard  a payment  as  "not  negligent" 
without  any  explanation  because  "[a]  report  to 
the  Data  Bank  destroys  a physician's  right  to  be 
presumed  innocent."®®  Thus,  a payment,  regard- 
less of  the  amount,  would  raise  suspicions  in  the 
general  public's  mind.  "There's  a great  potential 
for  misunderstanding  by  the  public  and  the 
user's  of  the  data  bank."®'’  Where  settlements 
are  in  fact  on  a nusiance  basis,  health  care 
providers  should  require  that  acknowledgment 
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in  the  settlement  documents  and  obtain  the 
agreement  of  the  insurance  carrier  to  so  report 
the  payment  to  the  Data  Bank. 

B.  Reputation 

A practitioner's  reputation  is  his/her  lifeline. 
It  takes  years  for  a practitioner  to  establish  a 
"good  reputation"  in  his/her  community.  "A 
physician's  reputation  is  second  in  value  only  to 
the  physician's  medical  license."®^  When  a phy- 
sician is  disciplined  or  is  sued,  the  reputation 
suffers.  An  adverse  Data  Bank  report  "will  blem- 
ish the  physician's  reputation  as  long  as  the 
information  remains  in  the  data  bank.®^ 

The  Data  Bank  regulations  fail  to  provide  a 
time  limitation  for  how  long  the  information  is 
to  remain  in  the  practitioner's  file.  Under  the 
current  regulations,  "once  a report  is  entered  in 
the  Data  Bank  it  will  never  be  deleted.  . . .[The 
AMA]  would  like  to  see  a physician's  compe- 
tency judged  according  to  his  last  five  years  of 
practice,  except  in  instances  where  a license  is 
revoked.®^  Purging  information  after  a period  of 
five  years  has  been  rejected  by  the  HHS  be- 

The  deletion  of  reports  from  the  Data 
Bank  would  be  inconsistent  with  the 
statutory  purpose  of  protecting  the  pub- 
lic. . .The  Department  acknowledges 
that  data  retained  over  very  long  peri- 
ods of  time  can  lose  practical  utility.  For 
that  reason,  the  Department  will  assess 
the  desirability  of  indefinite  retention  of 
information  in  the  Data  Bank.®® 

The  HHS  extended  requirements  to  include 
reports  on  revisions  of  a professional  review 
action  or  reinstatement  of  a license.®^  It  is 
significant  to  note  that  the  HHS  "will  assess  the 
desirability  of  indefinite  retention  of  informa- 
tion in  the  Data  Bank."^°  In  summary: 

Once  a report  harms  a physician's  repu- 
tation there  is  no  cure.  Even  if  the 
physician  were  to  win  a monetary  judg- 
ment against  the  government  or  a disci- 
plinary group  for  its  error,  and  even  if  a 
court  ordered  the  government  to  de- 
lete the  damaging  information  from  the 
Data  Bank  and  to  contact  every  organi- 
zation to  which  the  government  re- 
leased the  damaging  information,  these 
actions  would  not  make  the  physician 
whole. . .Despite  the  amazing  capabili- 
ties of  modern  computers,  they  are  no 
match  for  gossip,  innuendo,  and  ru- 
mor.^’ 


Thus,  it  appears  to  this  writer  that  in  order  to 
protect  a physician  from  unduly  excessive  harm 
to  his  reputation,  some  sort  of  time  limit  must 
be  placed  on  Data  Bank  information.  Only 
through  such  a limitation  can  the  public  be 
effectively  protected  without  unnecessary  harm 
to  the  physician's  reputation. 

C.  State  Disciplinary  Actions 

The  federal  government  has  traditionally  left 
the  regulation  of  the  medical  profession  to  the 
states.  The  implementation  of  the  Data  Bank 
has  injected  the  federal  government  into  the 
state's  territory.  Furthermore,  the  Data  Bank 
arguably  may  violate  the  equal  protection  clause. 

Because  one  state  may  discipline  con- 
duct that  another  state  may  not,  two 
physicians  who  have  engaged  in  the 
same  conduct,  but  who  are  licensed  by 
different  states,  will  not  be  treated  alike 
under  the  Act.^^ 

The  disparity  of  treatment  may  cause  doc- 
tors to  flock  to  the  states  with  more  relaxed 
disciplinary  standards.  The  Data  Bank  requires 
reporting  adverse  actions  that  affect  a 
practitioner's  staff  privileges  for  more  than  30 
days.  Some  peer  review  boards  may  choose  to 
discipline  physicians  with  punishments  of  less 
than  30  days,  and  thereby  avoid  the  legal  duty 
to  report  to  the  Data  Bank.  As  such.  Congress 
may  be  forced  to  draft  uniform  examples  of 
misconduct  or  incompetence. 

Once  licensure  boards  realize  how  se- 
riously a report  to  the  data  bank  may 
affect  a physician's  career,  boards  may 
become  even  more  reluctant  to  take 
disciplinary  actions,  particularly  those 
actions  triggered  by  minor  violations  of 
professional  standards.^^ 

Congress'  objectives  are  to  improve  the 
quality  of  health  care.  This  disparity  between 
the  states  may  be  encouraging  physicians  to 
hide  their  peers  "minor"  mistakes  rather  than  aid 
in  improving  the  quality  of  health  care  by  re- 
porting misconduct. 

D.  Confidentiality 

In  order  to  query  the  Data  Bank  the  only 
requirement  is  that  one  must  be  a provider  of 
health  services  with  peer-review  procedures. 
Once  that  information  is  released  to  a peer 
review  board: 

The  confidentiality  provisions  of  Title  IV 
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do  not  prohibit  an  eligible  entity  receiv- 
ing information  from  the  Data  Bank  to 
disclose  it  further,  as  long  as  it  is  utilized 
for  the  purpose  of  carrying  out  a profes- 
sional review  activity.®'^ 

Once  that  information  is  released,  anyone  in- 
volved in  peer-review  has  access  to  it.  Some  are 
concerned  that  "it  would  be  possible  for  some- 
body to  create  a false  address  and  call  them- 
selves a health  provider  and  gain  access  to  the 
data  bank.^^  An  entity  must  register  for  a Data 
Bank  identification  number.  Once  an  entity's 
eligibility  is  certified,  it  receives  a number.  All 
correspondence,  including  reports  or  queries 
must  have  this  identification  number  or  the 
report  or  query  will  be  returned  unprocessed.^^ 
Once  an  entity  gets  over  the  registration  hurdle 
and  obtains  an  I.D.  number,  they  can  access  the 
Data  Bank  as  much  as  they  choose.  However, 
the  regulations  fail  to  describe  exactly  how 
HHS  determines  whether  an  entity  is  certifi- 
able. 

A report  from  the  General  Accounting  Of- 
fice (GAO)  dated  August  21,  1990,  stated: 

The  GAO  had  predicted  that  manage- 
ment glitches  within  the  Department  of 
Health  and  Human  Services'  Health 
Resources  and  Services  Administration 
could  delay  the  opening  and  recom- 
mended that  the  bank  not  be  opened 
until  adequate  security  procedures  were 
adopted.^^ 

The  GAO  report  was  released  to  United 
States  Senators  before  the  Data  Bank  opened 
on  September  1 , 1 990.  The  statement  was  not 
made  public  until  October  1 990,  after  the  Data 
Bank  opened.  In  response,  the  HHS  stated  "a 
preliminary  analysis  had  shown  that  security 
deficiencies  would  be  'correctable'  in  a time 
frame  that  would  not  disrupt  the  schedule  for 
opening  the  data  bank."^®  The  discrepancy  be- 
tween the  GAO  and  HHS  makes  it  difficult  to 
unquestionably  trust  the  confidentiality  of  the 
Data  Bank  information.  This  information  could 
ruin  a practitioner's  reputation  and  all  "glitches" 
should  have  been  removed  before  the  Data 
Bank  was  implemented. 

To  improve  security  the  (GAO)  report 
recommended  a series  of  administra- 
tive actions  aimed  at  limiting  release  of 
the  information  to  those  authorized  to 
receive  it.  They  include  requiring  that 
parties  requesting  information  from  the 


data  bank  be  incorporated,  licensed  or 
otherwise  legally  permitted  by  a state  to 
do  business. 

The  GAO  had  several  suggestions  to  im- 
prove the  confidentiality  of  the  Data  Bank. 
Those  suggestions  appear  to  have  gone  un- 
heard. 

IX.  CONCLUSION 

As  of  June  1991,  over  600,000  queries  were 
received  by  the  Data  Bank.  The  Data  Bank  has 
received  20,000  adverse  action  reports  and 
medical  malpractice  payment  and  settlement 
reports.  The  Data  Bank  is  receiving  approxi- 
mately 20,000  queries  per  week.’°°  "The  vol- 
ume was  greater  than  expected,  creating  a 
backlog  of  requests.  . . .The  lag  time  is  now  five 
days  for  an  inquiry  on  a single  physician  and  20 
days  for  an  inquiry  with  multiple  names. 
Additionally,  the  $2.00  charge  is  not  covering 
the  processing  costs,  thus  the  price  per  query 
may  be  up  to  $3.00  or  more.’°^  The  backlog 
may  be  due,  in  part,  to  incomplete  forms  that 
are  immediately  sent  back  unprocessed. Be- 
cause there  is  so  much  information,  "in  Dallas 
and  some  other  places,  hospitals  have  created 
verification  centers  to  keep  records,  to  check 
backgrounds  of  doctors,  and  to  handle  the  flow 
between  the  hospitals  and  the  national  data 
bank."’”"*  Thus,  the  Data  Bank  has  become  a 
major  part  of  the  federal  bureaucracy. 

According  to  the  AMA,  the  following  changes 
are  being  considered: 

(1)  Develop  a system  which  can  notify 
a hospital  that  a report  has  been 
submitted,  butisin  thesuspense file 
at  the  time  the  hospital  queries. 

(2)  Permit  Help  Line  staff  to  have  com- 
puter access  to  billing  information 
so  that  billing  status  can  be  pro- 
vided quickly. 

(3)  Review  and  revise  Data  Bank  out- 
put documents. 

(4)  Query  by  magnetic  tape  or  other 
means  to  query  more  efficiently. 

(5)  Require  all  entities  to  enclose  pay- 
ments with  their  query. 

All  of  these  suggestions  lend  themselves  to 
the  efficiency  of  the  system.  However,  the 
substantive  effects  of  the  system  are  not  ad- 
dressed. 

Computer  regulation  is  exceptionally 
effective.  Use  of  computers  to  identify 
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and  track  physicians  who  truly  are  sub- 
standard or  incompetent  will  be  cost- 
effective  and,  barring  power  failure,  re- 
liable. Unfortunately  computers  are  only 
as  accurate  as  the  information  they 
contain.’®^ 

Until  the  information  is  clearly  honest  and  unbi- 
ased, the  Data  Bank  may  do  a grave  injustice  to 
physicians.  "Although  the  Act  states  that  the 
settlement  report  creates  no  presumption  of 
malpractice,  the  report  must  have  some  signifi- 
cance or  reporting  it  to  the  Data  Bank  becomes 
meaningless  and  irrational. The  purpose  of 
the  Act  is  admirable,  and  necessary;  however, 
the  procedures  are  not  infallible. 

The  Data  Bank  has  been  in  operation  for 
approximately  one  year.  It  is  a new  part  of  the 
bureaucracy  and,  unfortunately,  a necessary 
part.  Physicians,  dentists,  health  care  profes- 
sionals, health  law  attorneys,  and  patients  should 
all  be  aware  and  hopefully  look  forward  to 
changes  and  improvements  in  the  National 
Practitioner  Data  Bank. 
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*C*"“^^weniona'Scncor^ne^eoT2ur’ 
"a  r.'oianonoj  Scrioo4  Anenoeo  («10)  " 


O.  rear  01  L»<oouCTon 


3.  TOOT 01  (i>oajcron 
3.  Yeor  of  G^oouCT^” 


rr.].Tr,M:T:Ti!?T^^ry:^jiiir>,>]^LT 

pCApuot  AdTaonon  LA>i 


rsMOtfot  ionon  (4G> 
rjospaoi  AnVcnon  (40) 


o.  v.jyuttj. 
a"‘CjyTI3r 
oTm^CT 


a OIC3TOU> 


c. 


NARRA1IV&OESCRIPTIONS  CONnNUEO 


^ ««9cnptcn  01  oct»  or  omuons  ore  r^tnesor  jineo«i  \„poo  wnen  mo  ocron  or  com  >»Oi  oomo 


•oic*oton  cno  -oroi  emouTt  or  0(  ioniome'~r  cna  cry  cor^c-icns  onoc'-oc  '.“Ofaio.  rxajC-rvg  ramTi  or  ccvtt>ooi 


INSTRUCTIONS 


use  form  onty  as  an  aacencum  ro  one  of  me  foi'Owing  Nononoi  Preernoner  Ocfa  9Gnn  mem  forms:  Meo/co/ 
Mc  orocffce  Payment  Reoorr.  Advene  Action  Reoerr.  Reauest  for  informarten  Disclosure:  or  Reauest  for  information 
QiSCOSure-'Suoo*ement.  Use  mts  form  enry  wnen  you  c:e  orovtamg  more  man  one  Ucense  Numoer.  Feaeroi  0£A  Numoer. 
^c'essionai  Scnooi  Arrenoeo.  or  Hosoifci  AffiliQflon.  cf  ere  connnumg  me  ncircrve  oesenonons  recuesreo  in  Items  38  ana 
39  of  me  Medical  Maioractice  Payment  Reoorr.  Pease  oe  sure  mat  you  nave  c-oceo  on  'X*  'n  me  'Aca  I.  info.*  box  in  me 
ccorcorcfe  secfion  neooing  on  me  mc:n  form. 


^'ecse  Dfoviae  your  gnmvs  Dora  8crx  lO-reoecf  Tom  item  ] on  me  mam  form. 

t.nfer  ms  Aoctrionai  information  form  s DC^e  numoer  in  me  flrsr  bionx.  ana  me  total  numoer  of  oeges  (nciuartg  me 
main  form)  m me  secona  blank. 

enter  me  same  aate  you  entereo  for  me  signature  care  on  me  mam  form. 

:Ocn  Aaattionai  information  form  must  bear  m.e  r.ircis  of  me  seme  oerson  wno  sjgnea  me  mem  form. 

^'ecse  orovce  me  Proennoners  icsf  nome  cs  s*c'ea  on  me  mam  form,  as  -^eii  as  me  mmea  for  me  fJsf  arya  micoie 
“omes.  oria  a sufTlx.  if  used. 

n me  acoroonare  section,  nil  in  me  acaiHonoi  rformaron  .Tems  fonowiryj  me  msmjcnors  for  me  mcm  form,  if  more 
soGce  4 neeaeo.  oioce  on  'X*  in  me  Aaa  i.  info  * box.  ana  continue  to  orovce  oi  known  rtormation  on  onomer  form. 
After  o(  Gcamonai  ntormonon  nos  oeen  ccrricie^ea.  encose  (co  nor  green)  fp<m(s)  wim  me  mom  form 
«OUl{3/^  S6£  MA-^FCr^fOOCOr*rOSTTJ8uiicmi 
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mUIIHINI  NO.:  U’J'.'jb 


APPENDIX  C 

REPORT  VERFICATION  DOCUMENT 
(Adverse  Action) 


I’HOCESS  DATE:  HM/UO/YT 
PAGE  01 


IKE  FOLLOUiNG  ADVERSE  ACTION  INFORMATION  WAS  REPORTED  BY  YOU  TO  THE  NATIONAL  PRACTITIONER  DATA  DANK.  ENTITIES  AND  INDIVIDUALS  ARE 
RESI'ONSIBLE  FOR  THE  ACCURACY  OF  INFORMATION  THEY  REPORT  TO  THE  DATA  BANK.  THE  INFORMATION  YOU  REPORTED  WILL  BE  HELD  FOR  30 
CALENDAR  DAYS  BEFORE  BEING  MADE  AVAILABLE  FOR  DISCLOSURE  IN  RESPONSE  TO  A REQUEST  FOR  INFORMATION  FROM  THE  DATA  BANK  ON  THE 
PPACTIIIONER  NAMED  IN  SECTION  B.  TO  AVOID  THE  DISCLOSURE  OF  AMY  INACCURATE  OR  INCOMPLETE  INFORMATION  YttJ  MAY  HAVE  REPORTED,  YOU 
ARE  STRONGLY  ENCOURAGED  TO  REVIEW  TIIL  FOUOUING  INFORMATION  AND  SUBMIT  ANY  CORRECT  lON(S)  AS  SOON  AS  POSSIBLE  WITHIN  30  DAYS  FROM 
Tilt  PROCESS  DATE  IN  THE  UPPER  RIGHIHAHO  CORNER  OF  THIS  DOCUMLNI.  HOWEVER,  CORRECT  IONS  WILL  DC  ACCEPTED  BY  THE  DATA  BANK  AFTER 
THAI  TIME. 


IF  ERRORS  OR  OMISSIONS  ARE  FOUND,  CORRECT lON(S)  MUST  BE  SUBMITTED  BY  ANNOTATING  THIS  DOCUMENT  OR  BY  SUBMITTING  A NEW,  FULLY 
COMPLETED  ADVERSE  ACTION  REPORT  FORM.  THERE  ARE  TWO  CATEGORIES  OF  CHANGES:  (1)  "CORRECTION  OR  ADDITION,"  AND  (2)  "VOID  PREVIOUS 
REPORT."  A CORRECTION  OR  ADDITION  IS  A CHANGE  INTENDED  TO  SUPERCEDE  OR  ADO  INFORMATION  TO  THE  CONTENTS  OF  THE  CURRENT  VERSION  OF  A 
REPORT.  A VOID  PREVIOUS  REPORT  MEANS  RETRACTING  A REPORT  IN  ITS  ENTIRETY  SO  THAT  II  IS  TREATED  AS  THOUGH  IT  WAS  NEVER  SUBMITTED 
(E.G.,  A RIPORT  WAS  MADE  ON  WRONG  INDIVIDUAL). 

TO  SUBMIT  A CORRECTION  OR  ADDITION  BY  ANNOIATIHG  THIS  DOCUMENT,  Yai  MUST:  (1)  CROSS  OUT  THE  INACCURATE  INFORMATION.  (2)  PRINT  THE 
CORRECT  INFORMATION  DIRECUY  BELOW  IT.  AND  (3)  COMPLETE  AND  SIGH  SECTION  D.  TO  VOID  THE  REPORT  USING  THIS  DOCUMENT,  YOU  MUST 
COMPLETE  AND  SIGN  SECTION  D.  DO  HOT  RETURN  THIS  DOCUMENT  IF  IT  CONTAINS  COMPLETE  AND  ACCURATE  INFORMATION.  YOU  MAY  KEEP  IT  FOR 
TOUR  FILES  OR  DESTROY  IT.  IF  THIS  DOCUMENT  IS  RETAINED  FOR  YOUR  FILES,  PROPER  PRECAUTIONS  MUST  BE  TAKEN  TO  PRESERVE  THE 
COMF IDl N1 I At  n Y OF  IHL  INFURMAtlON. 

UHLH  USING  A NIW  FORM.  YOU  MUSI:  (1)  CAREFUILY  FOLLOW  THE  INSTRUCTIONS  FOR  COMPLETING  AN  ADVERSE  ACTION  REPORT  FORM,  AND  (2) 

INCLUDE  THE  DOCUMENT  HUMBER  LISTED  IN  THE  UPPER  LEFT-HAND  CORNER  OF  THIS  DOCUMENT. 

If  THE  REPORT  WAS  SUBHIMEO  ON  THE  WRONG  PRACTITIONER.  YOU  MUST:  (1)  WD  THE  REPORT  EITHER  BY  COMPLETING  AND  SIGHING  SECTION  D OF 
THIS  DOCUMENT.  OR  USE  A NEW  REPORT  FORM  (CHECK  THE  "VOID  PREVIOUS  REPORT"  BOX  AND  INCLUDE  THE  pnCUHENT  HUMBER  LISTED  IN  THE  UPPER 
lEFT-HAND  CORNER  OF  THIS  DOCUMLNI),  ^ (2)  SUBMIT  A NEW  REPORT  FORM  (WITH  THE  "INITIAL  REPORT"  BOX  CHECKED)  OH  THE  CORRECTLY 
IDENTIFIED  PRACTITIONER. 


YOUR  ORGANISATION'S  INFORMATION  IN  SECTION  A (ADDRESS,  AUIHORI2EO  REPRESENTATIVE,  AND  STAFF  TITLE  TO  RECEIVE  DATA  BANK  HAIL)  IS  THE 
INFORMATION  CONTAINED  IN  THE  DATA  BANK.  THIS  INFORMATION  HAY  NOT  BE  THE  SAME  AS  THAT  CONTAINED  IN  THE  REPORT  YOU  SUBMITTED.  IF 
YOU  WISH  TO  CHANGE  THIS  INfORHAIION:  (1)  CROSS  OUT  THE  INACCURATE  iNfORHATlOH,  (2)  PRINT  THE  CORRECT  INFORMATION  OIRECILY  BELOW  IT, 
AND  (3)  CCtHI-UIE  AND  SI(>N  SICTION  0. 

THIS  ANNOIATED  DOCUMENT  OR  A NEW,  FUllY  COMPLETED  FORM  MUST  BE  SUOMIIIED  BY  THE  HOSPITAL,  OTHER  HEALTH  CARE  ENTITY,  OR  PROFESSIONAL 
SOCIETY  10  THE  STATE  MEDICAL  OR  DENTAL  BOARD,  AS  APPROPRIATE,  IN  THE  STATE  IN  WHICH  THE  ENTITY  IS  LOCATED.  STATE  MEDICAL  AND 
DENIAL  HOARDS  ARE  RESPONSIBLE  FOR  SUBMITTING  ALL  REPORTS  DIRECTLY  TO  THE  DATA  BANK  AND.  IF  NECESSARY,  TO  THE  APPROPRIATE  STATE 
I ICLNSING  BOAK'O  IN  THE  CASE  OF  LK.LNSLO  OK  OIHEKUISE  AU1HURI2ED  HLAMH  CARE  PRACTITIONERS  WHO  ARE  NOT  PHYSICIANS  OR  DENTISTS. 

APPENDIX  C 

DOCUMENT  HO.:  123456789  123456  REPORT  VERFICATION  DOCUMENT  PROCESS  DATE:  HH/DO/YY 

DATA  BANK  10:  T23456789  12345  (AdvefSe  Action)  PAGE  02 

THE  FOLLOUING  ADVERSE  ACTION  INFORMATION  WAS  REPORTED  BY  YOU  TO  THE  NATIONAL  PRACTITIONER  DATA  BANK. 


SECTION  A:  REPORTING  ENTITY  INFORMATION 

DATA  BANK  ID:  123456709  12345 

ENTITY  NAME:  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX 

STREET  ADDRESS:  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX 

CITY,  STATE,  ZIP  CODE:  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XX 

AUTHORIZED  REP:  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX 

TITLE  OF  REP:  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX 

STAFF  TITLE  (FOR  HAIL):  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX 


TYPE 

OF 

REPORT; 

XXXXXXXXX 

XXXXXXXXX 

XXXXX 

TYPE 

OF 

ADVERSE  ACTION  TAKEN: 

XXXXXXXXX 

XXXXXXXXX 

XXXXX 

TELEPHONE  NO.:  123456789  12345 


SECTION  B:  PRACTITIONER  INFORMATION  REPORTED 


NAME  : 

(LAST,  FIRST.  MIDDLE,  SUFFIX) 
XXXXXXXXX  XXXXXXXXX  XXXXXXXX  XXXXXXXX 

XXXXXXXX 

OTHER  NAME  USED: 

XXXXXXXXX 

XXXXXXXXX 

XXXXXXXX 

XXXXXXXX 

XXXXXXXX 

ORGANIZATION  NAME: 

XXXXXXXXX 

XXXXXXXXX 

XXXXXXXX 

XXXXXXXX 

WORK  ADDRESS; 

XXXXXXXXX 

XXXXXXXXX 

XXXXXXXX 

XXXXXXXX 

CITY,  STATE.  ZIP  CODE: 

XXXXXXXXX 

XXXXXXXXX 

XXXXXXXX 

XXXXXXXX 

XX 

WORK  COUNTRY: 

XXXXXXXXX 

HOME  ADDRESS: 

XXXXXXXXX 

XXXXXXXXX 

XXXXXXXX 

XXXXXXXX 

CITY.  SIAIE.  ZIP  CODE: 

XXXXXXXXX 

XXXXXXXXX 

XXXXXXXX 

XXXXXXXX 

XX 

HOME  CCXJNIRY: 

XXXXXXXXX 

LICENSE  NO.: 

123456709 

123456 

STATE  OF  LICENSURE: 

XX  FIELD  OF  LICENSURE 

DATE  OF  BIRTH: 

MM/OO/YY 

SOCIAL  SECURITY  NO.: 

123  US  6789 

FEDERAL  DEA  NO. : 

123456789 

12 

FEDERAL  OEA  NO.: 

123456789  12 

PKOICSSIONAL  SCHOOL: 

XXXXXXXXX 

XXXXXXXXX 

XXXXXXXX 

XXXXXXXX 

YEAR  OF  GRADUATION: 

1234 

368 
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OOCUHEHT  NO.:  123456709  123456 
DATA  6AN»:  10:  123456709  12345 


APPENDIX  C 

REPORT  VERFICATION  DOCUMENT 
(Adverse  Action) 


PROCESS  OAIE:  HM/OD/TY 
PACE  03 


IHE  FOUOUING  ADVERSE  ACTION  INFORMATION  WAS  REPORTED  BY  YCXT  TO  THE  NATIONAL  PRACTITIONER  DATA  OANkl. 
SECTION  C:  ADVERSE  ACTION  INFORMATION  REPORTEO 


DATE  OF  ACTION:  HH/OD/YY 

ADVERSE  ACTION  CODE:  123.45.  XXXXXXXXX  XXXXXXXX  XXXXXXXX  XXXXXXXXX  XXXXXXXX  XX 


LENGTH  OF  ACTION:  123  MONTHS 

EFFECTIVE  DATE  OF  ACTION;  HH/DO/YY 

ACTS/OHISSIONS  DESCRIPTION: 

XXXXXXXXX  XXXXXXXXX  XXXXXXXXX 
XXXXXXXXX  XXXXXXXXX  XXXXXXXXX 
XXXXXXXXX  XXXXXXXXX  XXXXXXXXX 
XXXXXXXXX  XXXXXXXXX  XXXXXXXXX 
XXXXXXXXX  XXXXXXXXX  XXXXXXXXX 
XXXXXXXXX  XXXXXXXXX  XXXXXXXXX 
XXXXXXXXX  XXXXXXXXX  XXXXXXXXX 
XXXXXXXXX  XXXXXXXXX  XXXXXXXXX 


SFCIION  D:  CERTIFICATION 


XXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  xxxxx 
XXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  xxxxx 
XXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  xxxxx 
XXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  xxxxx 
XXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  xxxxx 
XXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  xxxxx 
XXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  xxxxx 
XXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  xxxxx 


CHECK  THE  TYPE  OF  REPORT  BEING  SUBMITTED:  CORRECTION  OR  ADDITION  VOID  PREVIOUS  REPORT 

I CERTIFY  THAT  THE  REPORTING  ENTITY  lOENTIFlEO  IN  SECTION  A Of  THIS  DOCUMENT  IS  AUTHORIZED.  UNDER  THE  PROVISIONS  OF  PUBLIC  LAW  99* 
660.  AS  AMENDED.  AND  AS  SPECIFIED  IN  45  CFR  PART  60.  TO  PROVIDE  THIS  INFORMATION  TO  THE  NATIONAL  PRACTITIONER  DATA  BANK.  I FURTHER 
CERTIFY  THAT  THE  REPORTING  ENTITY  OR  INDIVIDUAL  HAS  AUTHORIZED  HE  TO  SUBMIT  THIS  RESPONSE  TO  THE  DATA  BANK  AND  THAT  THE  INFORMATION 
PROVIDED  IS  TRUE  AND  COMPLETE. 

WARNING:  ANY  PERSON  WHO  KNOWINGLY  MAKES  A FALSE  STATEMENT  OR  MISREPRESENTATION  TO  THE  NATIONAL  PRACTITIONER  DATA  BANK  IS  SUBJECT 

TO  A FINE  AND  IMPRISONMENT  UNDER  FEDERAL  STATUTE. 

PRINTED  NAME  AND  TITLE  Of  AUTHORIZED  REPRESENTATIVE  

TELEPHONE  NUMUFR  ^ ) SIGNATURE  DATE  

SIGNATURE  Of  AUTHORIZED  REPRESENTATIVE  


APPENDIX  D 

DOCUMENT  NO.;  123456789  123456  PRACTITIONER  NOTIFICATION  DOCUMENT 

DATA  BANK  ID:  123456709  12345  (Adverse  Action) 

THE  FOLLOWING  INFORMATION  WAS  REPORTED  TO  THE  NATIONAL  PRACTITIONER  DATA  BANK  CONCERNING  YOU. 


SECTION  C:  ADVCRSE  ACTION  INFORMATION  REPORTED 


PROCESS  DATE:  HH/OO/YY 
PAGE  02 


HM/OO/YY 

123.45.  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XX 

123  MONTHS 

MM/OO/YY 


DATE  OF  ACTION: 

ADVERSE  ACTION  CODE: 

LENGTH  OF  ACTION: 

EFFECTIVE  DATE  OF  ACTION: 

ACIS/OMISSIONS  DESCRIPTION: 

XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXX 

XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXX 

XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  xxxxx 

XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  xxxxx 

XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  xxxxx 

XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  xxxxx 

XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  xxxxx 

XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  xxxxx 


SECTION  D:  INITIATION  OF  DISPUTE 


I HEREBY  INFORM  THE  SECRETARY  OF  THE  U.S.  DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES  UNDER  THE  PROVISIONS  OF  PUBLIC  LAW  99*660,  AS 
AMENDED,  THAT  I AM  DISPUTING  THE  ACCURACY  OF  INFORMATION  CONTAINED  IN  THE  REPORT.  I HEREBY  REQUEST  THAT  THE  REPORT  BE  ENTERED  INTO 
A '‘DISPUTED"  STATUS,  AND  THAT  ALL  PREVIOUS  AND  SUBSEQUENT  INQUIRERS  BE  NOTIFIED  OF  THE  "DISPUTED"  STATUS.  I HAVE  INDICATED  MY 
DISAGREEMENT  BELOW  AND  THE  BASIS  FOR  IT.  I CERTIFY  THAT  I HAVE  NOTIFIED  THE  REPORTING  ENTITY  IN  WRITING  Of  MY  DISAGREEMENT  WITH 
THE  FACTS  IN  THE  REPORT.  AND  I AH  ATTEMPTING  TO  ENTER  INTO  DISCUSSION  WITH  THE  REPORTING  ENTITY  TO  RESOLVE  THE  DISPUTE. 

NAME  

SIGNATURE  DATE  

BASIS  FOR  DISPUTE:  
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OOCUHEMT  NO.:  123656709  123656 
DATA  BANK  10:  123656769  12365 


APPENDIX  D 

PRACTITIONER  NOTIFICATION  DOCUMENT 
(ADVERSE  ACTION) 


PROCESS  DATE:  HM/OD/TT 
PAGE  01 


1HE  FOLlOWiNG  INFORMATION  WAS  REPORTED  TO  THE  NATIONAL  PRACTITIONER  DATA  BANK  CONCERNING  YOU.  TITLE  IV  OF  PUBLIC  LAU  99-660,  AS 
AMENDED.  REQUIRES  THAT  STATE  MEDICAL  AND  DENTAL  BOARDS  MUST  REPORT  CERTAIN  LICENSURE  DISCIPLINARY  ACTIONS  TAKEN  AGAINST  PHYSICIANS 
AND  DENTISTS.  EACH  HOSPITAL.  OTHER  HEALTH  CARE  ENTITY.  OR  PROFESSIONAL  SOCIETY  MUST  REPORT  CERTAIN  PROFESSIONAL  REVIEW  ACTIONS 
ADVERSELY  AFFECTING  THE  CLINICAL  PRIVILEGES  AND  SOCIETY  MEMBERSHIP  OF  A PHYSICIAN  OR  DENTIST,  AND  MAY  REPORT  SUCH  ACTIONS  WHEN 
TAKEN  AGAINST  OTHER  LICENSED  HEALTH  CARE  PRACTITIONERS. 

ENTITIES  AND  INDIVIDUALS  ARC  RESPONSIBLE  FOR  THE  ACCURACY  OF  INFORMATION  THEY  REPORT  TO  THE  DATA  BANK.  THE  INFORMATION  REPORTED  ON 
YOU  WILL  BE  HELD  FOR  30  CALENDAR  DAYS  BEFORE  BEING  HADE  AVAILABIE  FOR  DISCLOSURE  IN  RESPONSE  TO  A REQUEST  FOR  INFORMATION  FROM  THE 
DATA  BANK  CONCERNING  YOU.  IF  YOU  BELIEVE  THE  INFORMATION  IN  THE  REPORT  TO  BE  INACCURATE  (E.G.,  INCORRECT  DATE  OF  ACTION).  YOU 
SHOULD  ATTEMPT  TO  DISCUSS  YOUR  D I SACREEMENT ( S ) DIRECTLY  WITH  THE  ENTITY  THAT  SUBMITTED  THE  REPORT.  CORRECT lON(S)  MUST  BE  SUBMITTED 
TO  THE  DATA  BANK  BY  THE  REPORTING  ENTITY.  DO  NOT  SUBMIT  CHANGES  YOURSELF. 

TO  DISPUTE  THE  ACCURACY  OF  THE  INFORMATION  IN  THE  REPORT.  YOU  MUST:  (1)  COMPLETE  AND  SIGN  SECTION  D,  (2)  STIPULATE  IN  WRITING  THE 
BASIS  OF  YOUR  0 1 SACREEME NT ( S ) WITH  THE  FACTS  IN  THE  REPORT.  (3)  RETURN  THIS  DOCUMENT  TO  THE  DATA  BANK  WITHIN  60  DAYS  OF  THE  PROCESS 
DATE  IN  THE  UPPER  RIGHT-HAND  CORNER  OF  THIS  DOCUMENT.  (6)  NOTIFY  THE  REPORTING  ENTITY  IN  WRITING  OF  YOUR  DISAGREEMENT  AND  THE  BASIS 
FOR  IT,  AND  (5)  AITEHPT  TO  RESOLVE  THE  DISPUTE  WITH  THE  ENTITY.  DOCUMENTS  SENT  THROUGH  THE  U.S.  POSTAL  SERVICE  (INCLUDING  EXPRESS 
HAIL)  SHOULD  BE  ADDRESSED  TO  THE  NATIONAL  PRACTITIONER  DATA  BANK.  P.O.  BOX  6068,  CAMARILLO,  CA  93011-6068.  DOCUMENTS  SENT  VIA  NON- 
U.  S.  POSTAL  SERVICE  CARRIERS  SHOULD  BE  ADDRESSED  TO  THE  NATIONAL  PRACimOHFR  DATA  DANK,  5151  CAMINO  RUIZ.  HAIL  DROP  £-102. 
CAMARILLO,  CA  93012.  IF  YWIR  0 1 SAf.RE E ME N I ( S ) CANNOT  BE  RESOLVED  THROUGH  DISCUSSIONS  WITH  THE  REPORTING  ENTITY.  YOU  MAY  REQUEST  THE 
SECRETARY  OF  THE  U.S.  DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES  TO  REVIEW  THE  ACCURACY  OF  THE  REPORT  BEING  DISPUTED  BY  FOLLOWING  THE 
DIRECTIONS  ON  THE  DISPUTE  ACKMOUl  rOGFHFNT  OOCUHENT  YOU  WILL  RECEIVE  FROM  THE  DATA  BANK.  THE  SECRETARY  WILL  THEN  MAKE  THE  FINAL 
DETERMINATION. 

A UNIQUE  DATA  BANK  IDENTIFICATION  NUMBER  (ID)  APPEARS  IN  THE  UPPER  LEFT-HAND  CORNER  OF  THIS  DOCUMENT.  THIS  DATA  BANK  ID  IS  NEVER 
DISCLOSED  TO  ANY  ENTITY  OR  INDIVIDUAL  THAT  REPORTS  TO  OR  REQUESTS  INFORMATION  FROM  THE  DATA  BANK  CONCERNING  YOU.  A DATA  BANK  10  IS 
USED  TO  ASSURE  PROPER  IDENTIFICATION  OF  EACH  PRACTITIONER  ON  WHOM  INFORMATION  HAS  BEEN  REPORTED.  TO  OBTAIN  INFORMATION  REPORTED  TO 
THE  DATA  BANK  CONCERNING  YOU,  SUBMIT  A FULLY  COMPLETED  REQUEST  FOR  INFORHAMQN  DISCLOSURE  FORM  TO  THE  DATA  BANK.  FORMS  CAN  BE 
OBTAINED  BY  CONTACTING  THE  DATA  BANK  AT  1-800-767-6732.  THIS  DATA  BANK  ID  MUST  BE  USED  WHEN  REQUESTING  INFORMATION  FROM  THE  DATA 
BANK  OR  WHEN  SUBMITTING  ANY  WRITTEN  CORRESPONDENCE.  ANY  CORRESPONDENCE  CONCERNING  THE  FOLLOWING  INFORMATION  MUST  INCLUDE  THE 
DOCUMENT  NUMBER  WHICH  APPEARS  IN  THE  UPPER  LEFT-HAND  CORNER  OF  THIS  DOCUMENT. 


SECTION  A:  REPORTING  ENTITY  INFORMATION 

ENTI1T  NAME:  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  TYPE  OF  REPORT:  INITIAL  REPORT 

STREET  ADDRESS:  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  TYPE  OF  ADVERSE  ACTION  TAKEN:  XXXXXXXXX  XXXXXXXXX  XXXXX 

CITY,  STATE,  ZIP  CODE:  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XXXXXXXXX  XX  TELEPHONE  NO.:  123656789  12365 


SECTION  B:  PRACTITIONER  iNfORHATION  REPORTED 


MAMC  : 

UIHLH  NAHL  USIU: 
ORGANIZATION  NAME: 

WORK  ADDRESS; 

CITY.  SIAIE,  ZIP  CODE; 
HOME  ADDRESS: 

CITY,  STATE.  ZIP  CODE: 
I ICEHSE  NO. : 

DATE  OF  BIRTH: 
rroERAl  OEA  NO. : 
IKOIESSIONAI  SCHOOL: 


(LAST,  FIRST,  MIDDLE,  SUFFIX) 

XXXXXXXXX  XXXXXXXXX  XXXXKXXX  xxxxxxxx  xxxxxxxx 
XXXXXXXXX  XXXXXXXXX  xxxxxxxx  xxxxxxxx  xxxxxxxx 


XXXXXXXXX  XXXXXXXXX  XXXXKXXX  xxxxxxxx 
XXXXXXXXX  XXXXXXXXX  xxxxxxxx  xxxxxxxx 
XXXXXXXXX  XXXXXXXXX  xxxxxxxx  xxxxxxxx  XX 
XXXXXXXXX  XXXXXXXXX  XXXXXXXX  XXXXXXXX 
XXXXXXXXX  XXXXXXXXX  xxxxxxxx  xxxxxxxx  XX 
123656709  123656 
MH/DO/YY 
123656709  12 

XXXXXXXXX  XXXXXXXXX  XXXXXXXX  XXXXXXXX 


WORK  COUNTRY: 


YEAH  OF  GRADUATION: 


STATE  Of  LICENSURE: 
SOCIAL  SECURITY  NO.: 
FEDERAL  DEA  NO. : 


HOME  COUNTRY: 


XXXXXXXXX 

XX 

123  65  6789 
123656789  12 
1236 


XXXXXXXXX 


FIELD  OF  LICENSURE:  XXX 
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V3Tiora  ftocflt»ona»  Odo  Bar* 
®0  B016O6O 
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ECMO  Update:  What's  new  after  3 years? 


LYNNE  IX  WILLETT,  M.D. 

Joint  Division  of  Newborn  Medicine 
University  of  Nebraska  Medical  Center  & Creighton  University 
3001  Douglas  St..  Omaha.  NE  60131 


ECMO  or  Extracorporeal  Mem- 
brane Oxygenation  remains 
a controversial  but  lifesav- 
ing therapy  for  severely  ill  infants.  The  program 
at  the  University  of  Nebraska  Medical  Center 
has  been  in  existence  for  over  3 years  and  45 
children  have  been  treated.  Currently  58  cen- 
ters from  the  United  States  and  8 other  coun- 
tries participate  in  the  International  ECMO  Reg- 
istry which  collects  and  reports  data  on  all 
ECMO  patients.  Their  data  show  5100  neo- 
nates treated  with  this  therapy  with  an  overall 
survival  rate  of  83%.’  Selection  criteria  for 
ECMO  are  similar  for  most  institutions:  weight  > 
2 kg,  gestational  age  over  35  weeks,  reversible 
underlying  disease  and  failure  of  maximum  con- 
ventional medical  management  with  an  esti- 
mated 80%  chance  of  death.  Mortality  predic- 
tions are  institutionally  derived  based  on  retro- 
spective data  and  involve  individual  ventilator 
"settings",  and  arterial  blood  gas  data.^  The 
questionable  ability  to  accurately  predict  mor- 
tality in  any  given  patient  and  the  lack  of  a 
prospective  control  group  for  ECMO  have  re- 
sulted in  major  criticisms  of  it's  use. 

Extracorporeal  membrane  oxygenation  is  a 
temporary  means  of  life  support  utilizing  car- 
diopulmonary bypass  technique  to  act  as  an 
artificial  heart  and  lung  in  a moribund  infant  until 
the  baby's  own  organs  recover  sufficiently  to 
resume  normal  function.  Usually  cannulation  of 
the  internal  jugular  vein  and  carotid  artery  are 
employed,  resulting  in  permanent  ligation  of 
these  vessels.  Average  length  of  support  is  5 
days  but  can  go  up  to  3 weeks  or  more  in  special 
situations.  Babies  are  systemically  heparinized 
during  bypass  and  this  results  in  the  most  com- 
mon complication  of  ECMO  therapy  which  is 
bleeding.  Other  complications  include  renal 
failure,  hypertension,  myocardial  "stun",  air  leak 
syndrome,  infection  and  mechanical  problems 
with  the  bypass  circuit.  Table  1 lists  demograph- 
ics of  all  patients  receiving  ECMO  therapy  and 
Table  2 details  survival  by  diagnosis.  Included  in 
the  statistics  presented  from  UNMC  are  6 pedi- 
atrics cases  (infants  > 2 months  of  age)  treated 


with  ECMO  with  67%  survival  in  this  small 
group.  Currently  at  UNMC,  we  are  able  to  treat 
infants  < 1 0 kg  with  the  limitations  of  our  present 
device.  Pediatric  and  adult  criteria  for  ECMO 
have  not  been  established.  Nationally,  750  pe- 
diatric and  adult  patients  have  received  ECMO 
with  40-50%  survival  in  these  groups. 

The  population  in  Nebraska  differs  by  pre- 
senting diagnoses.  This  area  has  proportion- 
ately more  infants  with  congenital  diaphrag- 
matic hernia  (CDH)  and  unusual  other  diag- 
noses including  adult  type  respiratory  distress 
syndrome  (2),  cystic  adenomatoid  malforma- 
tion of  the  lung  (1),  pneumocystis  pneumonia 


Table  1:  ECMO  DEMOGRAPHICS 


UNMC 

INTERNATIONAL 

Number 

45 

5162 

M;F 

1.4:1 

1.5:1 

Age  at  ECMO  (hrs) 

47 

50 

Weight 

3.3 

3.3 

Diagnosed  (%) 

Meconium  Aspiration 

Syndrome 

16 

38 

Persistent  Pulmonary 

Hypertension 

14 

13 

Hyaline  Membrane 

Disease 

16 

15 

Sepsis 

14 

13 

CDH 

28 

18 

Other 

14 

3 

ECMO  length  (hrs) 

149 

128 

Arterial  Blood  Cases 

pre  ECMO 

49 

41 

PaCO, 

40 

41 

pH 

7.37 

7.39 

Length  of  Hospital  Stay  (d) 

39 

N/A 

*ECMO  Registry  Report  of  the  Extracorporeal  Life  Support 
Organization  - July  1991. 


Table  2:  % SURVIVAL  BY  DIAGNOSIS  - 
UNMC  VS  INTERNATIONAL  REGISTRY 

UNMC  Survival  Registry 


Meconium  Aspiration  Syndrome 

(%) 

100 

93 

Persistent  Pulmonary  Hypertension 

85 

87 

Hyaline  Membrane  Disease 

71 

84 

Sepsis 

50 

77 

Congenital  Diaphragmatic  Hernia 

58 

61 

Other 

83 

82 
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(1 ),  and  overwhelming  RSV  pneumonia  (2).  The 
large  number  of  infants  with  CDH  and  the 
relatively  poor  outcome  for  these  infants,  prima- 
rily dependent  on  the  degree  of  underlying 
pulmonary  hypoplasia,  has  skewed  the  overall 
survival  statistics  at  UNMC.  In  the  last  18 
months,  however,  we  began  treating  all  infants 
with  CDH  by  early  medical  stabilization  with 
conventional  means  or  with  ECMO  therapy 
followed  by  elective  repair  of  the  hernia  when 
the  child  was  stable  and  pulmonary  hyperten- 
sion controlled.  Since  then,  survival  to  discharge 
for  these  children  has  increased  at  UNMC  from 
50%  to  88%.  The  Nebraska  numbers  are  still 
small  and  national  data  conflicting,  therefore 
the  best  treatment  for  infants  with  diaphrag- 
matic hernia  remains  controversial  and  under 
investigation.^'"*  In  utero  surgical  repair  has  now 
been  attempted  on  a limited  basis  with  some 
success. 

Of  the  12  non-surviving  ECMO  patients  at 
UNMC,  5 had  conditions  incompatible  with  life 
that  were  confirmed  by  autopsy  (ie.  pulmonary 
hypoplasia,  congenital  lymphangiectasia).  Three 
patients  placed  on  ECMO  were  diagnosed  with 
complete  cerebral  inactivity  secondary  to  mul- 
tiple cardiac  resuscitations  prior  to  ECMO  and 
the  therapy  was  electively  terminated,  one  pa- 
tient succumbed  from  chronic  lung  disease 
related  to  barotrauma  prior  to  ECMO,  and  two 
patients  were  referred  for  ECMO  and  died  en 
route.  By  national  statistics,  25%  of  infants  die 
en  route  to  an  ECMO  facility.  These  data 
emphasize  the  need  for  consultation  or  early 
referral  of  a sick  infant  when  ECMO  is  a treat- 
ment possibility. 

Much  controversy  surrounds  the  permanent 
ligation  of  the  carotid  artery  that  veno-arterial 
ECMO  necessitates.  Several  groups  are  now 
reconstructing  the  artery  at  decannulation  how- 
ever there  is  no  data  suggesting  long  term 
results  are  better  and  concerns  remain  about 
embolic  phenomenon  from  the  damaged  ca- 
rotid lumen.  Many  feel  the  major  risk  of  carotid 
ligation  is  primarily  related  to  acute  changes  at 
ligation  and  ultrasound  flow  studies  show  right 
hemisphere  blood  flow  rapidly  returns  to  nor- 
mal after  ligation  via  collateral  channels.  These 
acute  changes  would  not  be  helped  by  recon- 
struction. 

Veno-venous  ECMO  is  now  a reality  and  we 
have  successfully  used  this  technology  in  2 
infants.  The  carotid  artery  is  preserved  in  this 


method  but  only  pulmonary  support  can  be 
provided.  Therefore  normal  myocardial  func- 
tion is  required,  severely  limiting  the  patients 
who  might  benefit. 

Hemorrhage  secondary  to  systemic 
heparinization  is  the  other  major  concern  of 
ECMO.  The  University  of  Michigan  is  currently 
undergoing  clinical  trials  to  evaluate  a heparin 
bonded  plastic  circuit  for  use  in  ECMO  which 
would  preclude  the  need  for  heparin.  This 
should  dramatically  decrease  the  risk  of  ECMO 
and  is  anticipated  for  general  use  in  the  next  1- 
2 years. 

Lastly,  long  term  follow  up  of  these  infants 
remains  encouraging.  At  UNMC  75%  of  infants 
are  developmentally  normal  at  6 month  follow- 
up and  85-90%  are  normal  at  12-36  months  of 
age.  National  data  are  similar  with  80%  infants 
normal  at  2-4  years  of  age,  the  longest  follow  up 
currently  available.^  One  center  attempted  to 
match  ECMO  survivors  to  comparably  ill  NICU 
infants  who  did  not  receive  ECMO  therapy  and 
who  survived.  Their  results  showed  better  long- 
term neurologic  outcome  in  the  ECMO  treated 
group,  although  this  sort  of  comparison  is  frought 
with  pitfalls.^  ECMO  therapy  will  remain  a con- 
troversial and  high  risk  therapy  in  neonates  until 
more  data  and  newer  techniques  are  available 
but  it  certainly  appears  to  be  life  saving  in  select 
intants. 
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Thanksgiving  went  out  the  window!  A televi- 
sion report  the  other  week  detailed  a case  of 
woman  who  had  gallbladder  surgery  here  lo- 
cally. She  had  been  turned  away  from  a hospital 
because  of  no  insurance,  and  had  gallbladder 
surgery  done  at  the  County  Hospital.  She  did 
very  well. 

That  event  was  portrayed  as  a failure  of  "the 
system"  and  a tragedy,  with  the  strong  implica- 
tion that  a change  in  the  medical  delivery  sys- 
tem must  be  forced  soon. 

From  our  perspective,  there  comes  a differ- 
ent interpretation.  I was  thankful  that  the  patient 
received  excellent  care  even  though  she  had  no 
medical  insurance.  Her  surgery  was  very  well 
done  and  successful  at  no  cost  to  her  or  her 
family.  Hospitalization  without  insurance  cov- 
erage can  be  a heavy  financial  burden  to  a 
family,  or  a burden  to  the  hospital  if  not  paid.  But 
in  receiving  free,  good  medical  care  as  in  this 
case,  I feel  the  recipient  should  be  portrayed  as 
grateful  for  having  received  proper  care  and 
thankful  that  the  taxpayers  are  willing  to  support 
such  costs.  This  is  the  season  for  thanksgiving 
and  almost  everyone  should  be  grateful  for 
what  we  have  and  thank  the  people  who  pro- 
vided and  pay  for  care. 

Misinformation,  miseducation,  and  misguided 
perspectives  are  clouding  the  serious  issues 
facing  medicine  and  all  citizens  today  as  we  try 
to  achieve  improvement  in  health  insurance 
and  financial  administration. 

We  look  to  the  patient.  I am  the  patient's 
advocate.  You  are  the  patient's  advocate.  To- 


Pcrry  T.  Williams,  M.D. 


gether  the  medical  profession  through  our  As- 
sociation and  organizations  are  the  patients' 
advocates  primarily.  If  we  are  to  fulfill  our  duties, 
we  will  hold  the  opinion  that  a sick  patient 
should  receive  what  he  or  she  needs.  Medically, 
the  patient  should  be  able  to  obtain  what  is 
really  required  to  assist  or  maintain  a healthy 
status  of  being  if  it  is  possible. 

How  that  desire  is  to  be  achieved  is  an 
entirely  more  complicated  situation.  Someone 
else  other  than  the  profession  is  going  to  have 
to  determine  how  to  finance  those  endeavors, 
but  we  should  be  seriously  involved.  Someone 
else  is  going  to  have  to  mold  the  political 
activity,  but  we  must  be  seriously  involved. 

There  are  tough,  difficult  problems  ahead, 
but  our  vision  is  becoming  more  clear  as  the 
story  unfolds. 
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NMAA  Member 


The  contributing  author  of  the  article  for  this  months 
Auxiliary  page  is  Helen  Krause  (Mrs.  Duane)  from  Fremont 

Long  a member  of  the  NMAA,  Helen  has  served  in  many 
capacities  including  that  of  president  and  is  currently  a 
member  of  the  NMAA  board  of  directors  serving  as  chair- 
man of  the  membership  committee. 

If  you  are  reading  this,  you  are  probably  a 
member  of  the  Nebraska  Medical  Association 
Auxiliary,  one  of  the  81  7 members. 

If  you  are  not  a member,  we  would  love  to 
have  you  as  a member,  and  I can  tell  you  there 
are  many  good  reasons  to  join. 

You  don't  have  to  live  in  a county  with  an 
organized  auxiliary  to  be  a member  — you  can 
be  a member-at-large. 

Our  National  President,  Sherry  Streber, 
stresses  the  importance  of  physicians  and  their 
spouses  being  active  in  their  communities,  to  be 
leaders  in  health-related  issues  and  to  educate 
in  such  areas  as  family  violence  and  its  conse- 
quences, in  support  for  victims  and  in  providing 
resources  to  share  with  their  patients  who  are 
victims. 

There  is  a wealth  of  information  in  brochures 
and  videotapes  you  can  get  for  your  offices  and 
share  with  your  community. 

As  an  organization  of  physicians'  spouses, 
the  AMA  Auxiliary  has  always  taken  the  lead  in 
the  issues  that  matter.  When  measles  took  their 
toll  on  children,  AMA  Auxiliary  members  made 
sure  they  were  immunized.  When  older  Ameri- 
cans needed  help.  Auxiliary  members  mobi- 
lized community  resources.  When  legislation 
was  needed  to  keep  drunk  drivers  off  the  road, 
AMA  Auxiliary  members  saw  that  it  was  en- 
acted. And  when  professional  liability  threat- 
ened to  drive  physicians  out  of  practice,  AMA 
Auxiliary  members  went  to  their  capitols  to  call 
for  tort  reform. 

That  proven  record  ofachievementisatwork 
today  ...  in  programs  to  prevent  teen  preg- 
nancy, drug  use  and  suicide;  in  forums  that 


teach  people  about  HIV  infection  and  AIDS;  in 
phone  banks  that  rally  medical  community  sup- 
port for  legislation;  in  fund-raisers  to  see  that  the 
best  and  brightest  study  medicine.  Through 
phone  banks  that  mobilize  the  medical  commu- 
nity to  action,  one-on-one  liaison  with  legisla- 
tors, letter  writing  campaigns  and  other  contact 
systems,  AMA  Auxiliary  members  work  with 
their  state  and  county  medical  associations  to 
urge  physicians  and  their  spouses  to  speak  up 
and  speak  out  on  healthcare  issues. 

So,  if  you're  frustrated  by  the  role  of  govern- 
ment in  health  care,  don't  get  angry.  Get 
involved  in  the  organization  that  can  help  you 
make  a difference. 

Even  if  you  can't  be  actively  involved,  your 
dues  will  mean  those  who  can,  will  be  able  to 
work  on  your  behalf. 

To  join,  contact  your  local  or  state  Medical 
Auxiliary  by  calling  (402)  474-4472. 

Following  are  1 7 reasons  why  you  may  want 
to  join  the  Medical  Auxiliary.  People  join  be- 
cause . . . 

1.  They  believe  in  the  organization  and  its 
objectives. 

2.  They  can  use  the  services  of  the  organiza- 
tion. 

3.  They  like  to  attend  its  meetings. 

4.  They  appreciate  contacts  and  compan- 
ionship. 

5.  They  want  to  join  because  their  friends 
belong. 

6.  They  seek  personal  recognition. 

7.  They  want  to  keep  informed. 

8.  They  can  obtain  educational  advantages. 

9.  They  like  the  social  and  recreational  fea- 
tures. 

1 0.  They  want  to  work  with  others  on  mutual 
problems. 

1 1.  They  feel  it  is  expected  by  the  commu- 
nity. 
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12.  They  want  to  be  of  service  to  others. 

13.  They  want  to  be  part  of  a worthwhile 
activity. 

1 4.  They  received  an  invitation  from  a friend. 

1 5.  They  were  urged  by  their  spouse. 

16.  They  want  to  exercise  leadership. 

1 7.  They  want  to  utilize  talents  and  skills. 

We  hope  to  retain  our  817  members  and 
have  a goal  of  recruiting  81  new  members, 
which  is  a 10  percent  increase. 

The  Nebraska  Medical  Association  Auxiliary 
has  the  following  cassettes  and  videos  available 
in  the  Resource  Library.  These  are  available  for 
use  by  any  county  auxiliary  or  auxilian  in  the 
state. 

Cassettes: 

HIV/AIDS  Education  for  Youth 

The  Health  of  Adolescents 


Comprehensive  School  Health  Education 
Parenting 

Parliamentary  Procedure 
So  Now  You're  Going  to  be  an  Auxiliary 
President 

Dealing  with  Auxiliary  Finances 
Videos: 

Message  from  AMAA's  President 

Putting  Life  Into  a Newsletter 

AIDS  and  Adolescents 

Aids  Information,  How  Much  is  Too  Much 

Seat  Belts  and  the  Family 

Health  Access  America 

To  request  a cassette  or  video,  please  call  or 
write  the  NMA  office  at  1512  FirsTier  Bank 
Building,  Lincoln,  NE  68508.  (402)-474-4472. 
Your  request  will  be  mailed  to  you.  The  only 
cost  to  you  is  the  return  postage. 
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PHOTO  GALLERY 


Nebraska  Medical 
Association 


1991  Fall  Session 


Dr.  Perry  Williams,  NMA  President,  chairing  the  Board  of 
Directors'  meeting. 


Dr.  Perry  Williams,  NMA  President,  addresses  the  House 
of  Delegates. 


Dr.  Stanley  Nabity,  Chairman,  presiding  at  the  Board  of 
Councilors’  meeting. 


Reference  Committee  in  session 


Dr.  Richard  Meissner,  Speaker,  calls  the  first  session  of  the 
House  of  Delegates  to  order. 


Reference  Committee  in  session 
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Dr.  Darroll  Loschen,  NMA  President-Elect,  discusses  labo- 
ratory issues  at  a Reference  Committee. 


Dr.  Frederick  Faustian  presents  the  report  of  Reference 
Committee  #1. 


Reference  Committee  in  session 


Dr.  Charles  Damico  presents  the  report  of  Reference 
Committee  #2. 


Reference  Committee  in  session 


Reference  Committee  in  session 


Dr.  Elvin  Brown  presents  the  report  of  Reference  Commit- 
tee #3. 


Mr.  David  Cloud,  AMA  Office  of  Medical  Society  Rela- 
tions, responding  to  a question  during  the  House  of  Del- 
egates. 
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Dr.  Jack  Mathews  presenting  the  report  of  Reference 
Committee  #4. 


Dr.  Peter  Whitted  presenting  the  report  of  Reference 
Committee  #5. 


Dr.  Edward  Holyoke,  Jr.  presenting  the  report  of  Refer- 
ence Committee  #6. 


Dr.  David  Little,  Vice  Speaker,  presiding  over  the  House 
of  Delegates. 


WELCOME  NEW  MEMBERS 


Richard  W.  Slovek,  M.D.  (reinstated) 
220  W.  Leota 
North  Platte,  NE  69101 

Frederick  H.  Albrink,  M.D. 

6751  N.  72nd  St. 

Omaha,  NE  68122 

Elarry  S.  Klein,  M.D. 

650  Doctors  Bldg.,  N.  Tower 
4242  Farnam  St. 

Omaha,  NE  68131 

Richard  H.  Legge,  M.D. 

8111  Dodge  St.,  #143 
Omaha,  NE  68114-4115 

David  L.  Olson,  M.D. 

11819  Miracle  Hills  Dr. 

Omaha,  NE  681 54 


Jonathan  W.  Rouse,  M.D. 
Dept,  of  Pathology 
6901  N.  72nd  St. 

Omaha,  NE  681 22 

Ronald  G.  Stinson,  M.D. 

601  N.  30th  St. 

Omaha,  NE  68131 

Jerry  L.  McLain,  M.D. 

300  Shelton  St. 

Chadron,  NE  69337 

Peter  D.  Lueninghoener,  M.D. 
Box  551 

O'Neill,  NE  68763 


Howard  W.  Needelman,  M.D. 
Childrens  Memorial  Hospital 
8301  Dodge  St 
Omaha,  NE  681 1 4 

Rebecca  J.  Rezaei,  M.D. 

10060  Regency  Circle 
Omaha,  NE  681 1 4 

Jeffrey  D.  Harrison,  M.D. 

11111  S.  84th  St. 

Papillion,  NE  681 28 


Virgle  Herrin,  M.D. 

Clarkson  Hospital  Emergency  Room 
44th  & Dewey  Ave. 

Omaha,  NE  68105 
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COMING  MEETINGS 


MAYO  FOUNDATION 

FEBRUARY  6-9,  1992  — Prostatic  Diseases: 
Current  concepts  in  Diagnosis  and  Manage- 
ment, The  Breakers,  Palm  Beach,  Florida. 

MARCFH  13-18,  1992  — Neurology  in  Clinical 
Practice,  Captiva  Island,  Florida. 

APRIL  27-29,  1992  — Bone  & Soft  Tissue  Tu- 
mors, Hilton  Beach  and  Tennis  Resort,  San 
Diego,  California,  Contact:  Postgraduate 
Courses,  Section  of  Continuing  Education, 
Mayo  Foundation,  Rochester,  MN  55905, 
Phone:  (507)  284-2509  orToll  Free  800-323- 
2688. 

For  more  information  contact  Postgraduate  Courses,  Sec- 
tion of  Continuing  Education,  Mayo  Foundation,  Rochester, 

MN  55905,  Phone  (507)  284-2509  or  Toll  Free  800-323-2688. 

CREIGHTON  UNIVERSITY 
CME  CONFERENCES 

DECEMBER  7,  1991  — Urology  Conference  — 
Marriott  Hotel,  Omaha,  NE. 

The  contact  person  for  these  courses  is  Sally  C.  O’Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CMF  Division, 

2500  California  Street,  Omaha,  NF  68178.  Phone:  (800) 

548-CMFD  or  (402)  280-1830. 

SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha;  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 


MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical 
Education  Division,  Omaha,  Nebraska  68178-0072, 
1-800-548-CMFD  or  1-402-280-1830. 


UNIVERSITY  OF  NEBRASKA 
CONTINUING  MEDICAL  EDUCATION 

DECEMBER  5-7, 1991  — AdvancedTrauma  Life 
Support,  UNMC  Campus. 

DECEMBER  5-8,  1991  - Nebraska  OB-GYN 
Society  Scientific  Session,  Bally's,  Las  Vegas, 
Nevada. 

DECEMBER  10-11,  1991  — Advanced  Cardiac 
Life  Support,  UNMC  Campus. 

FEBRUARY  1-4,  1992  - 10th  Annual  Park  City 
Multidisciplinary  Eye  & Facial  Plastic  Surgery 
Conference,  Park  City,  Utah. 

MARCH  8-13,  1992  - ENT  Ski  Conference, 
Keystone,  Colorado. 

MARCH  23-APRIL  4,  1992  — Family  Practice 
Review,  UNMC  Campus. 

APRIL  27-MAY  8,  1992  — Family  Practice  Re- 
view, UNMC  Campus. 

JUNE  4-5, 1 992  -41  St  Annual  OB-GYN  Confer- 
ence, UNMC  Campus. 
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JUNE  12-13,  1992  — Merck  Sharp  & Dohme 
Program,  Mahoney  State  Park. 

*SEPTEMBER  21-26,  1992  — Emergency  Medi- 
cine Review,  UNMC  Campus. 

*OCTOBER  12-17,  1992  — Emergency  Medi- 
cine Review,  UNMC  Campus. 

NOVEMBER  12-13,  1992  — Student  Research 
Forum  '92,  UNMC  Campus. 

*Tentative 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 


how  to  access  information  from  their  own 
PC's  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600  South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 
Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 
Lincoln. 
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AUDIO-DIGEST  INVITES  YOU  TO . . . 

Try  One  On  Us! 

Discover  what  Audio-Digest  is  all  about.  Why?  Because  we  want  you  as  a subscriber— 
and  what  better  way— than  for  you  to  experience  an  actual  Audio-Digest  postgraduate 
medical  program’  So  the  hrst  issue  is  on  us.  And  here’s  what  you  get. 

Current  clinical  information  — recorded  live  from  major  medical  sessions— months 
ahead  of  printed  publication  • meticulous  electronic  fine  editing  • valuable  accompany- 
ing printed  reference  materials  • two  hours  Category  1 credit  for  every  one-hour  program 
toward  the  AMA’s  Physician’s  Recognition  Aw'ard  and  additional  credit  where  designated 
by  qualihed  boaids  and  associations  • tax  deductible  eligibility. 

Check  the  FREE  issue  you'd  like— no  strings  attached 

□ Anesthesiology—  Topks  in  Pain  Management 

□ Emergency  Medicine  — Coordinating  your  EMS  System:  Are  you  Prepared? 
n Family  Practice— //ig/;  Stood /VessMrc 

□ *Gastroenterology— (7/  Board  Review 

□ General  Surgery—  Critical  Issues  in  Intensive  Care 

□ Internal  Medicine—  and  Preventing  Hypertension 

□ Obstetrics/Gynecology— Ardtototto  Update 

□ Ophthalmology— Wwer  Ideas  in  Glaucoma 

□ *Orthopaedics— /topainn.9  the  Hand  and  Wrist 

□ Otolaryngology— SocMS  on  the  Sinuses 

n Pediatrics— Aw  Hour  with  Sydney  S.  Gellis:  Recent  Clinical  Advances 
n Psychiatry— .V/dwi/cs/o/tows  and  Management  of  Anxiety 
Q *Urology— Srrwto.te  Cancer:  A Progress  Report 

*Gastroenterology,  Orthopaedics  and  Urology  are  once-a-month  issues.  All  other  specialties 
are  twice-a-month  issues.  NEW  SUBSCRIBERS  ONLY 

□ I’m  already  sold.  Please  rush  me  the  FREE  cassette  I’ve  checked  above  as  follows: 

□ For  7 months,  14  issues,  enclosed  is  my  check  for  $49.00 

□ For  7 months,  7 issues,  enclosed  is  my  check  for  $24.50 
Place  in  envelope  and  mail  (be  sure  to  list  your  name,  address  and  telephone 
number). 


MEDl^ 


Call  Toll-Free:  1-800/423-2308 

FAX  Your  Order:  1-800/845-4375 
(24  Hours) 

If  you  call,  please  refer  to  the  Nebraska 
Medical  Association  Code  # 8510 

Audio-Digest  Foundation* 

A Son  Profit  Subsidiary  of  the  California  Medical  Association 

1.577  East  Chevy  Chase  Drive 
Glendale,  California  91206 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Perry  T Williams,  M.D.,  Omaha President 

Darroll  J.  Loschen,  M.D.,  York President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Huigh,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney: 

— John  D.  Coe,  M.D.,  Omaha:  — Blaine  Y.  Roffman, 

M.D.,  Omaha:  — Paul  E.  Collicott,  M.D.,  Lincoln. 

NMA  BOARD  OF  DIRECTORS 

Perry  T.  Williams,  M.D,,  Chairman Omaha 

Darroll  J.  Loschen,  M.D.,  Vice-Chairman  York 

Chris  C.  Caudill,  M.D.,  Secretary-Treasurer Lincoln 

Paul  E.  Collicott,  M.D.,  Past  President Lincoln 

Richard  A.  Raymond,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

Stanley  F.  Nabity,  M.D Grand  Island 

David  R.  Little,  M.D Hastings 

Richard  H.  Meissner,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairman Kearney 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Robert  M.  Cochran,  M.D Omaha 

Richard  Q.  Crotty,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

Warren  T.  Kable,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Richard  A.  Raymond,  M.D Omaha 

Joseph  E.  Stitcher,  M.D Lincoln 

John  C.  Wilcox,  M.D Aurora 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Chairman  Lincoln 

David  L.  Bacon,  M.D Kearney 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  J.  Fitzgibbons,  Jr.,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Charles  D.  Gregorius,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Wesley  G.  Wilhelm,  M.D Omaha 


COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 


Steven  A.  Schwid,  M.D.,  Chairman Omaha 

John  B.  Byrd,  M.D., Neligh 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

David  R.  Little,  M.D., Hastings 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D.,  Lincoln 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D., Kearney 


COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 


Allen  D.  Dvorak,  M.D.,  Chairman Omaha 

Ronald  W.  Klutman,  M.D,  Vice-Chairman Columbus 

Judith  A.  Butler,  M.D Superior 

Robert  M.  Cochran  II,  M.D Omaha 

Donald  A.  Dynek,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Michael  J.  Germer,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

D.  G.  O'Leary,  M.D Omaha 

George  W,  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

James  N.  Shreck,  M.D North  Platte 

Jeffrey  L.  Susman,  M.D Omaha 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman  Omaha 

Joel  T Johnson,  M.D., Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Willis  L.  Wiseman,  M.D Wayne 


AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 


Blaine  Y.  Roffman,  M.D.,  Chairman  Omaha 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

George  W.  Orr,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman Omaha 

Ronald  L.  Asher,  M.D., North  Platte 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Donald  A.  Dynek,  M.D Lincoln 

Richard  O.  Forsman,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Y.  Scott  Moore,  M.D Lincoln 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Patrick  E.  Clare,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

F.  William  KeoTer,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairman Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairman  Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Craig  A.  Bassett,  M.D Omaha 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

Howard  W.  Needelman Omaha 

George  W.  Orr,  M.D Omaha 

Richard  P.  Perkins,  M.D Omaha 

Carl  V.  Smith,  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

Clarence  Davis,  Jr.,  M.D Osceola 

Jaime  L.  Frias,  M.D Omaha 

Howard  W.  Needleman,  M.D Omaha 

Robert  M.  Nelson,  M.D Omaha 

James  M.  Plate,  M.D Kimball 

Jon  A.  Vanderhoof,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman Lincoln 

Judith  A.  Butler,  M.D.,  Superior 

Dale  W.  Ebers,  M.D Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Roger  A.  Jacobs,  M.D Seward 

Ronald  W.  Klutman,  M.D Columbus 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Carl  J.  Troia,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R.  Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R.  Jones,  M.D Lexington 

George  Sullivan,  R.P.T Lincoln 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 
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NMA  PRO  OVERVIEW  COMMITI  EE 


Herbert  A.  Hartman,  Jr.,  M.D.,  Chairman Omaha 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  C.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Gordon  J.  Hrnicek,  M.D Grand  Island 

Richard  E.  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

J.  T.  McGreer,  M.D Lincoln 

Frederick  F.  Faustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GFHEVANCE  COMMITTEE 

John  C.  Sage,  M.D.,  Chairman Omaha 

Timothy  J.  Biga,  M.D Norfolk 

C.  T.  Frerichs,  M.D., Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  LOW  LEVEL 
RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Albert  R.  Frank,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Ernest  O.  Jones,  Ph.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairman  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Thomas  F.  Eastman,  M.D Scottsbluff 

Stuart  P.  Embury,  M.D Holdrege 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairman Lincoln 

David  A.  Bigler,  M.D Lincoln 

David  E.  Borg,  M.D Falls  City 

William  C.  Bruns,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairman Lincoln 

Robert  F.  Shapiro,  M.D.,  Vice-Chairman Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

David  H.  Filipi,  M.D Omaha 

Robert  D.  Harry,  M.D Lexington 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  O.  Martin,  M.D Ord 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A,  Raymond,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

Milton  C.  Zadina,  M.D Columbus 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D.,  Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Scott  G.  Rose,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 


AD-HOC  COMMITTEE  ON  YOUNG  PHYSK'IANS 


Kevin  D.  Nohner,  M.D.,  Chairman Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

Verlin  K.  Janzen,  M.D., Nebra.sku  City 

Tamara  R.  Johnson,  M.D.,  Cambridge 

Michael  J.  McGahan,  M.D Lincoln 

Marjorie  J.  Mellor,  M.D Central  City 

Royce  Mueller,  M.D Lincoln 

Kirk  B.  Muffly,  M.D Omaha 

Timothy  P.  O'Holleran,  M.D North  Platte 

Edward  P.  Raines,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Bidder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky,  M.D Norfolk 

NMA  AD-HOC  COMMITFEE  ON  VIOLENCE  AND  NEGLECT 

John  J.  Hoesing,  M.D.,  Chairman  Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Paul  J.  Nelson,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

John  F.  Riedler,  M.D Omaha 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen,  M.D.,  Chairman  Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Richard  A.  Morin,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

NMA/CREIGHTON  COORDINATING  COMMi  rFEE 
N.MA  Representatives 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMAAJNCM  COORDINATING  COMMi  ri  EE 
NMA  Representatives 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  island 

David  R.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  W.  Klutman,  M.D Columbus 

David  R.  Little,  M.D Hastings 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

Janies  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairman  Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer Lincoln 

John  I.  Cherry,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Mrs.  Richard  Jirovec Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  Robert  Osborne Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone  Lincoln 

Charles  S.  Wilson,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1 51 2 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
Wiliam  J Landis.  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 

OBSILTRICS- GYNECOLOGY  Karen  M.  Higgins,  M.  D. 
WHIiam  Gomes,  M.D.  Larry  J.  Marshall,  M.D. 

John  P.  Reilly,  M.D.  SURGERY 

James  V.  Reiss.  M.D. 

11-91 


LINCOLN,  cont 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-91 


LINCOLN  : 

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
SURGERY  OF  TRAUMA 
GENERAL  SURGERY 
• COLON  & RECTAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 
PAUL  E.  COLLICOTT,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

CHESTER  N.  PAUL,  M.D.,  FACS  LOUIS  J.  GOGELA,  JR.  M.D.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  6851 0 
Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462 


□■■■■■  CONSULTATIVE 

□"■■■■  nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/ Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 


Walt  F.  Weaver,  M.D. 

Dale  A.  Hansen,  M.D. 

Joseph  R.  Gard,  M.D. 

Steven  K.  Krueger,  M.D. 

Kyong  T. 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghaiili,  M.D. 

Turk,  M.D. 


(402)489-6554  or  1-800-MED-LINC 

11-91 


pathology 

medical 

services 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D, 
JOHN  H.  CASEY.  M.D. 
DEBORAH  K.  DAVIDSON,  D O. 
MICHAELJ.  DUGGAN,  M D 
DONALD  A.  DYNEK,  M.D 
GEORGE  E.GAMMEL,  M.D 
ORINR.  HAYES.  M.D. 
DAVID  L.KUTSCH.MD. 
STEFFANR,  LACEY,  M.D. 
MATTHIAS  I.OKOYE.M  D. 
JOHNF  PORTERFIELD.  M.D 
AINA  I.SILENIEKS,  M.D. 
ROBERTF.  SHAPIRO,  M.D 
DANIEL  J.  TILL,  M.D. 
LARRY  D.  TOALSON,  M D, 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053or800/742-7414  6-9i 
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PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont. 


SURGICAL  ASSOCIATES  OF  LINCOLN,  P.C. 

GENERAL SURGERY 

PERIPHERAL  VASCULAR  SURGERY 

Lloyd  E.  Tenney,  M.D. 

David  H.  Bingham,  M.D. 

Richard  C.  Toren,  M.D. 

R,  Michael  Norris,  M.D. 
Stephen  M,  Nagengast,  M.D. 

George  Papanicolaou.  M.D. 

•General  Surgery 

•Non-invasive  Vascular  Diagnosis 

• Laser  and  Laparoscopic 

•Surgery  Angioplasty  - Angioscopy 

•Colon  and  Rectal  Surgery 

•Vascular  Reconstruction  Surgery 

Day  or  Night  Phone: 

Med-Linc  Phone: 

(402)  476-7561 

1 -800-633-5462 

2221  South  17th  Street,  Suite  106,  Lincoln,  NE  68502 

11-91 

OMAHA ^ cont. 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.A.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


4840  V STREET 
P.O,  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402-731-4145 
WATS:  800-642-1117 


7441  -O'  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


OMAHA 


Eye  Physicians 
Omaha 

4353  Dcxlge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

11-91 


ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha,  Nebraska  68114  Omaha.  Nebraska  68122 

(402)  391-1922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

11-91 


SCOTTSBLUFF 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 

329  West  40th  Street  Phone;  (308)  635-391 1 

Scottsbiuff,  Nebraska  69361  Day  or  Night 


1.  SCOTTSBLUFF 

(308)635-3911 

2.  ALLIANCE 

(308)635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)635-3911  8-9i 
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Physicians’  Ciassified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  25  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  jOURNAL,  ^512  FirsTier  Bank 
Building,  Lincoln,  NE  68508. 


DENSION,  lA  — Seeking  director,  full-time  and 
part-time  physicians  for  newer  low  volume  72-bed 
hospital  emergency  department.  Democratic  group, 
excellent  compensation,  paid  malpractice  insur- 
ance with  unlimited  tail  coverage  and  full  benefit 
package  to  full-time  staff.  License  reimbursement 
for  out-of-state  physicians.  Other  locations  cur- 
rently available.  Contact  ACUTE  CARE,  INC.,  P.O. 
Box  51  5,  Ankeny,  Iowa,  50021;  1-800-729-781 3. 

GENERAL  SURGEION  — Join  established  lucra- 
tive practice  serving  2 excellent  hospitals  and  2 
county  population  of  35,000.  Peaceful  scenic  city 
of  8,500.  Excellent  housing,  school  system,  shop- 
ping, progressive  medical  staff.  Send  C.V.  to  Jim 
Schneckloth,  4 Sunset  Place,  Charles  City,  Iowa 
50616. 

OCCUPATIONAL  MEDICINE  OPPORTUNITY 
— Opportunities  available  for  permanent  part-time 
positions  in  occupational  medicine  in  the  Kansas 
City  metropolitan  area.  Responsibilities  include 
pre-employment  screenings,  periodic  evaluations 
and  evaluation  and  treatment  of  work  related  inju- 
ries. Previous  experience  in  occupational  medicine 
is  desirable,  however,  training  in  general  surgery, 
orthopedic  surgery,  internal  medicine  or  family 
practice  may  be  acceptable.  Because  this  is  a part- 
time  position,  we  are  looking  for  a physician  inter- 
ested in  having  scheduling  flexibility  to  ensure  the 
maximum  use  of  your  spare  time  for  those  impor- 
tant "extra  curricular"  activities.  If  you  are  interested 
in  these  positions,  please  contact  Judith  M.  Iggens, 
Professional  Relations,  3101  Broadway,  Suite  1 000, 
Kansas  City,  Missouri  641 1 1 ; (800)  821-5147. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

INTERNIST —With  or  withoutsubspecialty.  Busy 
practice  45  minutes  north  of  Denver  in  community 
of  50,000.  Base  salary  plus  percentage.  CV  to  Peter 
B.  Elolt,  M.D.,  1319  Frontier  Street,  Longmont,  CO 
80501. 

FAMILY  PRACTICE  — Fine  opportunity  for  grow- 
ing and  lucrative  group  practice.  Progressive  medi- 
cal staff  serves  61  bed  hospital  and  county  popula- 
tion of  1 9,000.  Peaceful,  scenic  city  of  8,500  with 
excellent  housing,  schools,  shopping,  hunting,  sports, 
wide  range  of  community  and  hospital/health  ser- 
vices. Send  C.V.  to  Jim  Schneckloth,  4 Sunset  Place, 
Charles  City,  Iowa  50616. 


KANSAS/MISSOURI  — Emergency  Medical  Ser- 
vices, Inc.,  (EMS),  the  leader  in  providing  Kansas 
City  with  quality  emergency  medicine,  is  currently 
seeking  primary  care  and  ABEM  certified  and  pre- 
pared physicians  for  excellent  full-time  and  part- 
time  opportunities  in  emergency  medicine.  Facili- 
ties range  from  3,000  to  20,000  patients  visits  per 
year.  Originating  in  1975,  our  unique  philosophy 
has  gained  us  the  confidence  and  trust  of  our  client 
hospitals,  enabling  us  to  provide  them  with  quality 
emergency  medicine  care  for  1 5 consecutive  years. 
For  more  information  regarding  these  excellent 
opportunities,  please  contact  Judith  M.  Iggens,  Phy- 
sician Recruiter  at  Emergency  Medical  Services, 
Inc.,  3101  Broadway,  Suite  1000,  Kansas  City, 
Missouri  64111;  (800)821-5147. 

OTOLARYNGOLOGY,  BRAINERD,  MINNE- 
SOTA—Join  22  MD  multispecialty  clinic.  No  capita- 
tion. No  start-up  costs.  Two  hours  from  Minneapo- 
lis. Beautiful  lakes  and  trees;  ideal  for  families.  Call 
collect/write  Curtis  Nielsen,  281/828-71 05  or  21 8/ 
829-4901,  P.O.  Box  524,  Brainerd,  MN  56401. 

DERMATOLOGY,  BRAINERD,  MINNESOTA - 
Join  22  MD  multispecialty  clinic.  No  capitation.  No 
start-up  costs.  Two  hours  from  Minneapolis.  Beau- 
tiful lakes  and  trees;  ideal  for  families.  Call  collect/ 
write  Curtis  Nielsen,  218/828-7105  or  218/829- 
4901,  P.O.  Box  524,  Brainerd,  MN  56401. 

PEDIATRICS,  BRAINERD,  MINNESOTA  - Join 
pediatrician  in  22  MD  multispecialty  clinic.  No 
capitation.  No  start-up  costs.  Two  hours  from  Min- 
neapolis. Beautiful  lakes  and  trees;  ideal  for  families. 
Call  collect/write  Curtis  Nielsen,  218/829-7105  or 
218/829-4901,  P.O.  Box  524,  Brainerd,  MN  56401 . 

INTERNAL  MEDICINE,  BRAINERD,  MINNE- 
SOTA — Join  7 internists  in  22  MD  multispecialty 
clinic.  No  capitation.  No  start-up  costs.  Two  hours 
from  Minneapolis.  Beautiful  lakes  and  trees;  ideal 
for  families.  Call  collect/write  Curtis  Nielsen,  218/ 
828-71 05  or  2 1 8/829-4901 , P.O.  Box  524,  Brainerd, 
MN  56401 . 

OBSTETRICS/GYNECOLOGY,  BRAINERD, 
MINNESOTA  - Join  2 OB/CYNs  in  22  MD 
multispecialty  clinic.  No  capitation.  No  start-up 
costs.  Two  hours  from  Minneapolis.  Beautiful  lakes 
and  trees;  ideal  for  families.  Call  collect/write  Curtis 
Nielsen,  2 1 8/828-7105  or  21 8/829-4901 , P.O.  Box 
524,  Brainerd,  MN  56401. 
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COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  Richard  B. 

Svehia,  M.D.,  Omaha.  Counties:  Douglas, 
Sarpy. 

SECOND  DISTRICT:  Councilor:  Sushil  S.  Lacy, 
M.D.,  Lincoln.  Counties:  Cass,  Lancaster,Otoe 

THIRD  DISTRICT:  Councilor:  Paul  M.  Scott, 

M.D.,  Auburn.  Counties:  Gage,  Johnson, 
Nemaha, Pawnee, Richardson. 

FOURTH  DISTRICT : Councilor:  Gordon  Adams, 
M.D.,  Norfolk.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 

RMH  DISTRICT:  Councilor:KennethC.Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton, 
Polk,  Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 

M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D. 

Fitch,  M.D.,  O'Neill.  Counties:  Boyd,  Brown, 
Cherry,  Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISTRICT:  Councilor:  Stanley  Nabity, 

M.D.,  Grand  Island.  Counties:  Blaine,  Buf- 
falo, Custer,  Dawson,  Garfield,  Grant,  Gree- 
ley, Hall,  Hooker,  Howard,  Loup,  Sherman, 
Thomas,  Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.  Hastings.  Counties:  Adams,  Chase, 
Dundy,  Franklin,  Frontier,  Furnas,  Gosper, 
Harlan,  Hayes,  Hitchcock,  Kearney,  Phelps, 
Red  Willow,  Webster. 

ELEVENTH  DISTRICT:  Councilor:  Ronald  L. 

Asher,  M.D.,  No.  Platte.  Counties:  Arthur, 
Deuel,  Garden,  Keitli,  Lincoln,  Logan, 
McPherson,  Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R. 

Johnson,  M.D.,  Scottsbluff.  Counties:  Ban- 
ner, Box  Butte,  Cheyeime,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 

COUNTY  PRESIDENT  SECftETARY -TREASURER 

Adams  Robert  Anderson,  Hastings Elvin  Brown,  Hastings 

Antelope-Pierce Roger  Massie,  Plainview  David  Johnson,  Osmond 

Box  Butte Ed  Pierce,  Alliance Wendell  Fairbanks,  Allaince 

Buffalo George  Bascom,  Kearney Katherine  Keifer,  Kearney 

Butler Gerald  Luckey,  David  City 

Cass R,  R.  Andersen,  Nehawka  

Cheyenne-Kimball-Deuel  ...Calvin  Cutright,  Sidney  Clinton  Dorwart,  Sidney 

Cuming Eugene  Sucha,  West  Point 

Custer Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Dawson David  Hult,  Gothenburg Elodney  Sitorius,  Cozad 

Dodge Gred  Haskins,  Fremont W.  B.  Eaton,  Fremont 

Five Willis  L.  Wiseman,  Wayne Robert  Benthack,  Wayne 

Four Tom  Martin,  Ord Otis  Miller,  Ord 

Gage  Donald  Weldon,  Beatrice 

Hall Lawrence  Lisiak,  Grand  Island  Gordon  Hmicek,  Gremd  Island 

Hamilton J.  C.  Wilcox,  Aurora M.  D.,  Jobman,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth  

Jefferson Gordon  O.  Johnson,  Fairbury  R A.  Blatny,  Fairbury 

Keith-Perkins-Case Berl  W.  Spencer,  Ogallala Kurt  Johnson,  Ogallala 

Knox D.  M.  Laflan,  Creighton  D.  J.  Nagengast,  Bloomfield 

Lancaster Dale  Michels,  Lincoln Ronald  Schwab,  Lincoln 

Lincoln  Jeffrey  Brittan,  North  Platte  Gary  Connell,  North  Platte 

Madison Steffan  Lacey,  Norfolk P.  K.  Mistry,  Norfolk 

Metropolitan  Omaha F.  F.  Paustian,  Omaha Eugene  M.  Zweiback,  Omaha 

Northeast C.  R.  Adams,  Norfolk Tod  Voss,  Norfolk 

Northwest  A.  J.  Alderman,  Chadron R H.  Rasmussen,  Chadron 

Otoe Dean  R.  Thomson,  Nebraska  City  Paul  R Madison,  Nebraska  City 

Platte-Loup  Valley  Richard  Cimpl,  Columbus Milton  Zadina,  Columbus 

Saline  Robert  E.  Tuma,  Crete 

Sarpy Michael  Moran,  Papillion Tracy  Osborne,  Papillion 

Saunders John  Hansen,  Wahoo Richard  Bell,  Wahoo 

Scottsbluff David  Holdt,  Scottsbluff Vince  Bjorling,  Scottsbluff 

Seward  Roger  Meyer,  Utica Paul  Plessmen,  Seward  f. 

South  Central  Jeff  Hollis,  Geneva Chas.  F.  Ashby,  Geneva  ^C/A/ 

Southeast  Nebr Gary  Ensz,  Auburn Stacey  Goodrich,  Tecumseh  'V 

Southwest  Nebr Richard  F.  Klug,  McCook Lennie  Deaver'/C^nbridge 

Washington-Burt Ronald  Morse,  Tekamah  Hans  Rath,  Omana^ 

York Darroll  Loschen,  York  Harold  Nordlund, 

% 
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Clarkson  Hospital 4 

D 

Donley  Medical  Supply 6 

I 

Immanuel  Medical  Center 1 2 

L 

Eli  Lilly  & Company 1 0,  1 1 

M 

Medical  Protective  Co 7 

Methodist  Hospital 3 

N 

Nebraska  Beef  Board 9 

Norfolk  Printing  Co.,  Inc 6 

S 

St.  Paul  Fire  & Marine  Insurance  Co 2 

G.  D.  Searle 28 

U 

U.S.  Air  Force 8 

University  of  Nebraska  College  of  Medicine 1 7 

W 

West  Pines  Hospital 1 5 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call; 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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- CAPlfTS 


The  recommended  starting  dose  for  Calan  SR  is  180  mg 
once  daily.  Dose  titration  will  be  required  in 
some  patients  to  achieve  blood  pressure  control. 

A lower  Initial  starting  dosage  of  120  mg/dav  may  be  warranted  in  some  patients 
(eg,  the  elderty,  patients  of  small  stature) 

Constipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hgl  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibriilation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventncular  dysfunction  if  they  are  receiving  a beta-blocker  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil  Penodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  pmdeni.  Some  patients  with  paroxysmal  and/or  chronic  atnal  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  L(jL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventncular  response  or  ventncular  fibrillation  after  receiving  I.V,  verapamil  (or  digitalis)  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropnate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atnoventncular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  hean  block.  The  nsks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitonng.  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil.  A vanable  effect  has  been  seen 
with  combined  use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  dunng  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 
monitored.  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure- 
lowenng  agents.  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects 
on  myocardial  contractility,  AV  conduction,  and  repolanzation.  Combined  verapamil  and  quinidine 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of 
serum  lithium  levels  or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentrations  dunng  combined  use. 
Rifampin  may  reduce  verapamil  bioavailability  Phenobarbital  may  increase  verapamil  clearance 
Verapamil  may  increase  serum  levels  of  cyclosporin.  Verapamil  may  Inhibit  the  clearance  and 
increase  the  plasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolanzing),  dosage 
reduction  may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed 
One  study  in  rats  did  not  suggest  a tumongenic  potential,  and  verapamil  was  not  mutagenic  in 
the  Ames  test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  This  drug  should  be  used  dunng  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  Verapamil  is  excreted  in  breast  milk;  therefore,  nursing  should  be  discontinued  dunng 
verapamil  use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3  3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus.  The 
following  reactions,  reported  in  1.0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain:  angina  pectons,  atnoventncular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibnum  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticana,  Stevens- Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco- 
mastia, galactorrhea/hyperprolactinemia,  increased  unnation,  spotty  menstruation,  impotence 
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Address  medical  inquiries  to 
G D Seade  & Co 
Medical  & Scientific 
Information  Department 
4901  Seade  Parkway 
Skokie.  IL  60077 


SEARLE 


G D Seade  & Co 

Box  5110.  Chicago,  li  60680 
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WhenYouJoin 
The  American 
Medical  Association. . . 


Ifou  Can  Save 
Hundreds 


Of  dollars.  x\merican  Medical  Association 
(MMA)  membership  brings  you  The  Toumal  of  the 
American  Medical  Association  (JAMA),  American 
Medical  News,  the  Member  Matters  New^sletter 
and  important  career  assistance...  all  free.  You'll 
also  be  eligible  for  substantial  members-only 
discounts  on  seminars,  workshops,  a catalog  full 
of  products  and  career  and  financial  services  that 
can  help  you  in  your  practice  and  throughout 
your  career. 


In  fact,  when  you  add  it  all  up,  your  money- 
sa\’ing  benefits  could  more  than  pay  for  your 
membership.  So,  if  you're  looking  to  sa\’e  some 
money,  you  can  start  by  joining  the  AMA. 

The  time  to  start  saving  is  now 

join  The  American  Medical  Association. 


Return  the  attached  coupon  today. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


And 

Thousands 


Of  lives.  When  you  join  the  AMA,  you  are 
not  the  only  one  who  benefits.  Your  membership 
helps  make  possible  our  efforts  on  behalf  of  our 
patients.  The  AMA  is  a leader  in  the  battle  against 
cigarettes,  drug  and  alcohol  abuse,  infant  mortal- 
ity and  adolescent  suicide.  In  fact,  wherever  the 
stmggle  for  quality'  health  care  is  fought,  you’ll 
find  the  AMA. 


Joining  a cmsade  to  alleviate  suffering.  Extending 
Tiealth  care  to  all.  Fulfilling  our  commitment  as 
physicians  and  as  citizens.  These  are  the  most 
important  benefits  of  AMA  membership. 


I 1 

A/Tj'C  II  want  to  join  the  American  Medical  Association 
I JTO. because  of  all  it  offers  me  ...  and  my  patients. 

Please  send  me  a membership  application. 

( Please  print  clearly) 

Name 


.Address 
Cit\' 


State . 
) 


Zip 


Telephone  Number  { 

Mail  tliis  coupon  to  the  Nebraska  Medical  Asociation, 
1512  FirsTier  Bank  Building,  Lincoln,  NE  68508. 


Another 

Methodist 

Innovation: 

Computerized  Remote 
Afterloading  Brach)1:herapy 

Methodist  is  proud  to  be  the  first  hospital  in  the  Midlands  to  offer 
Remote  Afterloading  Brachytherapy  to  treat  cancer  patients. 

This  new,  innovative  outpatient  treatment  technique  allows  a 
higher  dose  of  short  range  radiation  (brachytherapy)  to  be  concentrated 
on  a cancerous  tumor  without  harming  healthy  cells  surrounding  it.  Its 
advantages  include: 

• shorter  treatment  times/outpatient  treatment 

• greater  patient  comfort 

• improved  accuracy  of  treatment 

• multicatheter  implant  possibilities  (18  separate  channels) 

• computerized  dose  optimization 

• endobronchial  treatments  possible 

Computerized  Remote  Afterloading  Brachytherapy  has  appli- 
cations to  palliative  and  curative  cases.  It  can  be  safely  combined  with 
chemotherapy  and  allows  for  “on-site”  radioactive  isotopes,  eliminating 
the  need  to  order  new  radioactive  sources  for  each  new  case. 

Computerized  Remote  Afterloading  Brachytherapy  — one  of  many 
reasons  why  people  turn  to  Methodist  Hospital  for  cancer  treatment. 

METHODIST 

HOSPI1AL 

84th  and  Dodge 


STEREOTACTIC 

RADIOSURGERY 

At  Clarkson  hospital 


STEIOTACTICRADIOSIRCERI' 

Stereotactic  radiosurgery  has  proved  remark- 
ably successful  for  patients  with  selected  benign 
and  malignant  brain  and  skull-base  tumors.  It  is 
also  very  effective  in  retreating  lesions  that  have 
not  responded  to  surgery,  chemotherapy  or 
conventional  external  irradiation. 

In  this  procedure,  six  arcs  of  megavoltage 
radiation  "pencil  beams"  converge  precisely  to 
eliminate  brain  lesions  safely  and  effectively 
without  craniotomy.  It  is  curative  therapy  for 
treatment  of  arteriovenous  malformations  (AVMs) 
found  within  critical  areas  of  the  brain.  Some 
AVMs  are  inoperable,  but  treatment  is  still 
necessary  because  of  a bleed  or  progressive 
neurological  deficits  and  seizures.  Radiosurgery 
reduces  the  risk  of  a subsequent  bleeding 
episode.  The  pinpoint  accuracy  (less  than  one 
millimeter)  of  stereotactic  radiosurgery  also 
effectively  and  safely  manages  lesions  in  proxim- 
ity to  critical  areas  (optic  tracts,  motor  strip  and 
brain  stem). 


The  Clarkson  Cancer  Center  is  a member  of  the 
Radiation  Therapy  Oncology  Group  (RTOG)  and 
participates  in  the  national  radiosurgery  clinical 
trials. 


Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital. 


CLARKSON 
M HOSPITAL 


Nebraska’s^^^^^^^^/T  Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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Bergan  Mercy 


Introducing  the  Bergan  Mercy  Wound  Care  Center.  The  first  facility  of  its  kind  in 
Omaha,  specializing  in  the  healing  of  chronic  wounds  and  sores.  The  Wound  Care 
Center  will  be  a valued  resource  for  all  of  the  Omaha  medical  community  in  providing 
comprehensive  wound  care,  patient  education,  and  specific  treatment  using  the  new 
growth  factor  technology. 

You’re  invited  to  stop  by  for  refreshments  and  a personal  tour  of  the  new  Bergan 
Mercy  Wound  Care  Center  at  2011  South  75th  Street,  from  4 to  7 p.m.,  Monday,  January  6. 
This  open  house  will  provide  an  excellent  opportunity  for  you  to  inspect  the  facility  and 
discuss  how  we  can  be  of  service  to  you  and  your  patients. 


Wound  Care  Center 
Open  House 
January  6 
4-7  p.m. 
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MEDICAL  CENTER 

Wound  Care  Center® 


2011  South  75th  Street 
Omaha,  NE  68124 
(402)  398-5500 
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cellular  phone 
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The  MicroTAC  Lite  from  Motorola  weighs  just  7.7  ounces,  yet  is 
packed  with  features  to  make  staying  in  touch  more  convenient. 

• Fits  easily  into  a pocket,  purse  or  briefcase  so  you  can  take  it  with  you  anywhere 

• Ergonomic  design  for  comfortable  ear-to-mouth  fit 

• 832'Channel  availability  means  fewer  service  busy  tones 

• Motorola  product  quality  and  reliability 


Save  5% 


now  on  the  purchase  of  a MicroTAC  Lite  with  your 
Nebraska  Medical  Association  membership. 

The  Association  will  also  receive  non-dues  income  from  your  purchase. 


LincolnTdephone 

SILUIRR 

436-5050 

Comer  and  "0"  Streets 
Sales  • Service  • Installation 
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ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING  • LINCOLN,  NEBRASKA  68508 
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• FAX:  (402)  474-2198 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Our 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 

The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while 

We  hop>e  that  you  will  take  advantage  of  this  offer  that  provides  extended  benefits  to 
you.  Simply  complete  the  brief  application  on  the  reverse  side  of  this  letter 
and  return  to  FirsTier  Bank,  National  Association,  Omaha, 

Nebraska. 

Sincerely, 

Perry  T.  Williams,  M.D.,  President 
Nebraska  Medical  Association 


Please  mail  to:  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101 
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The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  added 
benefits  package  designed  specifically  to  meet  our  members’  needs. 


Our  benefits  package  includes: 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

• 18%  A.P.R. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  VISA  or 
Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit  line. 

• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
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• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/stolen 

PLUS,  a special  credit  card  protection  package. 
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TRANSFER  CURRENT  BALANCE 


Please  transfer  my  current  bank  credit  card  balance  to  my  FirsTier  VISA 
VISA  Aevount  Number 


MasterCard  Account  Number- 
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TO  FIRSTIER  BANK.  NATIONAL  ASSOCIATION 
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Annual  Percentage  Rale  For  Purchases:  18%  A PR 

Grace  Period  For  Repayment  of  the  Balance  For  Purchases:  You  have  25  days  from  the  billing  cycle 
closing  date  to  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases 

Method  of  Computing  the  Balance  For  Purchases:  Average  Daily  Balance  (including  new  purchases) 
Annual  Fees:  S20  per  year 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  I>ec.  1989. 
when  It  was  printed.  This  information  may  change  after  the  printing  date. 

To  find  out  what  may  have  changed,  call  us  at  1-800-432-3209  Or.  write  to  us  at  FirsTier  Bank  Credit 
Card  Center.  PO  Box  7.  Omaha.  NE  68101-9972. 


When  considering 
cancer  treatments, 
hyperthermia  could 
be  a smart  call. 

Many  physicians  are  now  calling 
on  hyperthermia  to  assist  radiation  and 
chemotherapy  in  the  treatment  of 
certain  cancers. 

Hyperthermia  means  concentrated 
heat.  High  temperatures  have  been 
known  to  destroy  cancerous  cells  within 
tumors.  In  documented  cases,  the  use 
of  focus  heat  inhibited  cancer  cell  repair 
and  enhanced  the  effect  of  radiation 
sixfold. 

With  technology  available  at  the 
Immanuel  Cancer  Center,  cancerous 
cells  are  effectively  heated  to  between 
107  and  113  degrees  without  harming 
surrounding  tissue.  Patients  report 
feeling  a mild  warming  sensation. 

Hyperthermia  may  hold  promise 
for  your  inoperable  cancer  patients. 

For  clinical  information  and  response 
figures,  call  the  Immanuel  Cancer 
Center  at  572-2266. 


Immanuel 

CANCER  CENTER 

6901  North  72nd  Street  • Omaha,  Nebraska  68122 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 

fy.  Call  health  professions 

TOLL  FREE  — 1-800-423-USAF 


MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1991.  Judging 
of  articles  will  be  done  by  members 
of  the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 


AMA  NEWS  NOTES 

Physical  and  sexual  violence  against  women 
has  reached  epidemic  proportions,  the  Council 
on  Scientific  Affairs  said  in  a report  that  was 
approved  by  the  Board  of  Trustees.  At  least  one 
in  five  women  who  are  seen  in  emergency 
rooms  is  suffering  from  symptoms  of  abuse. 
Frequently,  the  perpetrator  is  a father,  husband 
or  boyfriend.  The  council  recommended  that 
the  AMA  should  work  with  the  federation  and 
other  organizations  to  alert  the  health  care 
community. 

★ ★ ★ 

On  average,  women  physicians  pay  approxi- 
mately $2,100  less  than  men  in  professional 
liability  insurance  premiums.  That's  the  conclu- 
sion the  AMA  Center  for  Health  Policy  Research 
reached  in  a study  of  survey  data  from  1 989,  the 
latest  year  for  which  complete  information  is 
available.  The  gender  gap  may  be  explained  by 
differences  in  claims  experience.  While  women 
generally  pay  lower  insurance  premiums,  the 
gap  is  narrowing;  the  difference  between  men's 
and  women's  average  premiums  decreased  from 
$5,000  in  1988  to  $2,100  in  1989,  the  center 
said  in  its  publication,  "Physician  Market-place 
Update." 
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While  fish  and  chicken  are  appropriate  choices 
for  fat-modified  diets,  so  are  lean  cuts  of  today’s 
beef. 

The  fat  profile  of  lean  beef  may  surprise  you. 
And  with  beef  s good  taste  and  versatility,  you 
can  improve  the  chance  of  patient  compliance 
with  your  dietary  recommendations. 

Today,  beef  cuts  are  lower  in  fat 

According  to  a national  supermarket  survey, 
there  is  on  average  21%  less  trimmable  fat  on 
retail  beef  today  than  in  the  late  ’70s  and  early 
’80s.'  A follow-up  survey  in  1990  confirms  a 
continued  reduction  in  fat  trim.- 

AHA  and  NCEP  guidelines 
allow  lean  beef 

The  American  Heart  Association  and  the 
National  Cholesterol  Education  Program  have 
recognized  the  place  for  lean  beef  in  a varied, 
balanced  diet.  Both  of  their  dietary  guidelines 
recommend  up  to  6 oz  daily  of  lean  beef  and 
meats,  poultry,  or  seafood.^  "* 


Here  are  guidelines  that  can  help  your  patients 
enjoy  beef  that’s  compatible  with  a heart- 
healthy  diet: 

• Purchase  lean  cuts 

• Keep  portions  moderate  (3  oz  cooked) 

• Remove  visible  fat  before  cooking 

• Prepare  without  additional  fat 

References: 

1 . Saveli  JW.  et  al.  National  Beef  Market  Basket  Survey.  J Anim  Sci.  In  press. 

2.  Morgan  JB.  et  al.  National  Beef  Tenderness  Survey:  Meat  Research  Brief.  College 
Station,  Tex:  Meals  and  Muscle  Biology  Section.  Department  of  Animal  Science. 
Texas  A & M University;  1990. 

3.  American  Heart  Association.  Dietary  Guidelines  for  Healthy  American  Adults. 
(Document  No.  71-1003).  Circulation.  1988;  77  (3). 

4.  National  Cholesterol  Education  Program.  Report  of  the  E.xpert  Panel  on  the  Detec- 
tion. Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults.  Washington.  DC 
National  Institutes  of  Health;  January  1988.  NTH  publication  88-2925. 


A Heart-Healthy 
Choice 


©1991  Beef  Industry  Council  and  Beef  Board 


For  more  information,  contact  the 
Nebraska  Beef  Council  at 
1-800-421-5326 


We  offer 


However,  currently  we  have  opportunities  at  only  three 
client  facilities,  which  further  stiffens  the  competition. 


one  practice 
opportunity 


Grand  Island  - Staff  physician  for  139-bed  hospital  with 
an  annual  ED  volume  of  12,000.  Excellent  hunting  and 
fishing  area.  Located  two  hours  west  of  Lincoln. 


for  every  76 
Family  Practice 
physicians  in 
Nebraska. 

SPECTRUM’ 

EMERGENCY  CARE 


Norfolk  - Emergency  Department  staff  physicians  needed 
for  two  small  community  hospitals  with  annual  ED  volume 
of  5,700  each.  Located  in  northeast  Nebraska,  100 
miles  northwest  of  Omaha. 

Hastings  - ED  staff  physician  for  180-bed  modem 
community  hospital.  Annual  ED  volume  of  8,000. 
Excellent  physician  back-up  with  most  major  specialties 
represented.  Located  in  western  Nebraska.  Service  area 
of  approximately  50,000. 

For  information  call  Marlene  Milner,  1-800-288-8044. 


A member  of  The  ARA  Group 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor:  Richard  B. 

Svehla,  M.D.,  Omaha.  Counties:  Douglas, 
Sarpy. 

SECOND  DISTRICT:  Councilor:  Sushil  S.Lacy, 
M.D.,  Lincoln.  Counties:  Cass,  Lancaster,Otoe 

THIRD  DISTOICT:  Councilor:  Paul  M.  Scott, 

M.D.,  Auburn.  Counties:  Gage,  Johnson, 
Nemaha, Pawnee, Richardson. 

FOURTH  DISTRICT : Cotincilor:  Gordon  Adams, 
M.D.,  Norfolk.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor  Kenneth  C.Baeby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton, 
Polk,  Saunders,  Seward,  York 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 

M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D. 

Fitch,  M.D.,  O'Neill.  Counties:  Boyd,  Brown, 
Cherry,  Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISTRICT:  Councilor;  Stanley  Nabity, 

M.D.,  Grand  Island.  Counties:  Blaine,  Buf- 
falo, Custer,  Dawson,  Garfield,  Grant,  Nee- 
ley, Hall,  Hooker,  Howard,  Loup,  Shennan, 
Thomas,  Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.  Hastings.  Counties:  Adams,  Chase, 
Dundy,  Franklin,  Frontier,  Furnas,  Gosper, 
Harlan,  Hayes,  Hitchcock,  Kearney,  Phelps, 
Red  Willow,  Webster. 

ELEVENTH  DISTRICT:  Councilor:  Ronald  L. 

Asher,  M.D.,  No.  Platte.  Counties:  Arthur, 
Deuel,  Garden,  Keitli,  Lincoln,  Logan, 
McPherson,  Perkins. 

TWELFTH  DISTRICT;  Councilor:  Milton  R. 
Johnson,  M.D.,  Scottsbluff.  Counties:  Ban- 
ner, Box  Butte,  Cheyenne,  Dawes,  Kimball, 
MorriU,  Scotts  Bluff,  Sioux. 


COUNTY  PRESIDENT 

Adams  Robert  Anderson,  Hastings  .... 

Antelope-F*ierce Roger  Massie,  Plainview  

Box  Butte Ed  Pierce,  Alliance 

Buffalo George  Bascom,  Kearney 

Butler Gerald  Luckey,  David  City 

Ceiss R.  R Andersen,  Nehawka 

Cheyenne-Kimball-Deuel  ...Calvin  Cutright,  Sidney  

Cuming Eugene  Sucha,  West  Point 

Custer Loren  Jacobsen,  Broken  Bow  . 

Dawson David  Hult,  Gothenburg 

Dodge Gred  Haskins,  Fremont 

Five Willis  L.  Wiseman,  Wayne 

Four Tom  Martin,  Ord 

Gage  


Hall Lawrence  Lisiak,  Grand  Island  ... 

Hamilton J.  C.  Wilcox,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth  

Jefferson Gordon  O.  Johnson,  Fairbury  

Keith-Perkins-Case Berl  W.  Spencer,  Ogallala 

Knox D.  M.  Laflan,  Creighton  

Lancaster  Dale  Michels,  Lincoln 

Lincoln  Jeffrey  Brittan,  North  Platte 

Madison Steffan  Lacey,  Norfolk 

Metropolitan  Omaha F.  F.  Paustian,  Omaha 

Northeast C.  R Adams,  Norfolk 

Northwest  A.  J.  Alderman,  Chgdron 

Otoe Dean  R Thomson,  Nebraska  City 

Platte-Loup  Valley  Richemd  Cimpl,  Columbus 

Saline  


Sarpy Michael  Moran,  Papillion 

Saunders John  Hansen,  Wahoo 

Scottsbluff David  Holdt,  Scottsbluff  .. 

Seward  Roger  Meyer,  Utica 

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Gary  Ensz,  Auburn 

Southwest  Nebr Richard  F.  Klug,  McCook 

Washington-Burt Ronald  Morse,  Tekamah  . 

York Darroll  Loschen,  York  


SECRETARY-TREASURER 
Elvin  Brown,  Hastings 
David  Johnson,  Osmond 
Wendell  Fairbanks,  Allaince 
Katherine  Keifer,  Kearney 


Clinton  Dorwart,  Sidney 


N.  Leon  Books,  Broken  Bow 
Rodney  Sitorius,  Cozad 
W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  Miller,  Ord 
Donald  Weldon,  Beatrice 
Gordon  Hmicek,  Grand  Island 
M.  D.,  Jobman,  Aurora 


R A.  Blatny,  Fairbur>' 

Kurt  Johnson,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Ronald  Schwab,  Lincoln 
Gar>'  Connell,  North  Platte 
P.  K.  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
Tod  Voss,  Norfolk 
R H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Tracy  Osborne,  Papillion 
Richard  Bell,  Wahoo 
Vince  Bjorling,  Scottsbluff 
Paul  Plessmen,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Lennie  Deaver,  Cambridge 
Hans  Rath,  Omaha 
Harold  Nordlund,  York 
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Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 


I 

L 


Congratulations.  You’ve  taken  that  diffi- 
cult first  step. 

You’ve  made  the  decision  to  get  help  for 
a drinking  or  drug  abuse  problem.  Now 
what? 

Where  can  you  go  for  the  specialized  care 
you  need?  Where  can  you  find  people  with 
the  knowledge  and  expertise  to  help? 

The  Answer  Is  West  Pines. 

West  Pines  is  a premier  hospital  and 
treatment  center  in  Denver,  Colorado. 

Our  chemical  dependency  programs 
have  provided  effective  treatment  for  even 


repeat  substance  abuse  cases.  Our  people 
are  seasoned  health  professionals,  with 
training  and  experience  second  to  none. 

At  West  Pines,  we’re  dedicated  not  just 
to  ending  addiction  but  to  giving  you  a 
fresh  start  on  a new  life. 

CaU  1-800-779-2701. 

West  Pines  services  are  covered  by  many 
types  of  health  insurance.  And,  of  course, 
they’re  completely  confidential. 

Call  today  for  information.  West  Pines 
is  ready  to  help  your  life  take  a turn  for 
the  better. 


West  Pines  Hospital 

3400  Lutheran  Parkway,  Denver,  CO  80033 

1-800-779-2701 


NATIONAL  ORGANIZATIONS 


AMA  NEWS  NOTES 


In  correspondence  with  members  of  Con- 
gress, the  AMA  expressed  its  support  for 
reauthorizing  the  Health  Education  Assistance 
Loan  program.  The  letters  to  legislators  de- 
scribed the  Health  program  as  having  enabled 
scores  of  highly  qualified  individuals  to  enter  the 
health  and  medical  professions.  The  loan  pro- 
gram has  been  a particularly  valuable  funding 
source  of  minority  students,  who  have  used  it 
more  than  non-minority  students,  who  have 
used  it  more  than  non-minority  students.  In 
related  correspondence,  the  AMA  supported 
the  reauthorization  of  the  Higher  Education 
Act. 

* ★ * 


The  resource-based  relative  value  scale, 

which  will  be  applied  to  Medicare  physician 
payments  beginning  Jan.  1,  could  have  a long- 
term impact  on  private-sector  health  insurance 
as  well.  An  AMA  survey  of  30  major  third-party 
payers  — including  commercial  health  insur- 
ance companies,  third-party  ad-ministrators  and 
Blue  Cross  and  Blue  Shield  Plans  — suggested 
that  their  responses  to  payment  reform  would 
be  gradual.  Two-thirds  of  the  respondents  were 
not  planning  to  make  any  changes  in  their 
physician  payment  programs.  Existing  AMA 
policy  advocates  the  need  for  "caution  in  sup- 
port for  any  wider  third-party  payer  use"  of  the 
RBRVS. 

★ ★ ★ 

Despite  newspaper  and  magazine  articles 
claiming  that  some  jobs  involving  repetitive 
wrist  motion  can  cause  a painful  and  disabling 
condition  called  carpal  tunnel  syndrome,  there 
is  little  evidence  that  the  condition  has  become 
a "rampant  work  place  hazard."  That's  the  con- 
clusion the  AMA  Council  on  Scientific  Affairs 
reached  in  a report  to  the  Board  of  Trustees. 
Meat  and  seafood  packers,  garment  workers, 
carpenters,  butchers,  typists,  drillers  and  power 
tool  workers  are  said  to  be  at  higher  risk  for  the 
syndrome,  which  is  allegedly  caused  by  cumu- 
lative nerve  damage.  "The  available  data,  incom- 
plete and  conflicting  as  they  may  be  do  not 
suggest  that  the  incidence  of  carpal  tunnel 
syndrome  approaches  the  levels  suggested  in 
the  popular  press,"  the  council  concluded. 

★ ★ ★ 


American  Academy  of  Family  I'liysicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

F.  Lymi  May,  Executive  Vice  President 

950  N.  Washington  Street,  Alexatidria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  61991 1,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 
Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Warren  II.  Pcarse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C.,  20024-2188 
American  College  of  Physicians 

Jolm  R.  Ball,  M.D.,  J.D.,  Exec.  Vice  President 
Independence  Mall  West,  6th  St.,  at  Race 
Pliiladelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A Ebert,  M.D.,  Director 
55  East  Eric  St.,  Chicago,  IL  6061 1 
American  Diabetes  Association,  Inc. 

John  II.  Graham  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  llafner.  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 
American  Hospital  Association 
Richard  J.  Davidson,  President 

Capitol  Place,  Bldg.  #3, 50  F Street,  N.  W.,  #1 100,  Wasliington,  DC  20001 
American  Medical  Association 

Janies  S.  Todd,  M.D.,  Exec.  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
515  Busse  Hwy.,  Park  Ridge,  IL  60068-3189 
American  Society  of  Clinical  Pathologists 

Robert  A.  Dietrich,  M.D.,  J.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 
1101  Vennont  N W.,  Ste.  500,  Washington,  D C.  20005 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 

1 120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  C.A.E.,  CFRE  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph  D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  ^9^0 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


Specify 

HumuHri 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®.  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage. 


Leadership  In  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis.  Indiana 
46285 


c 1991,  ELI  LILLY  AND  COMPANY  HI  2921-B-149322 


EDITORIAL 


Physician  Payment  Reform:  A Paradox 

ARTHUR  L.  WEAVER,  M.D.,  F.A.C.P.,  E.A.C.R. 


Cost  and  access  to  health  care  have  become 
the  major  domestic  concerns  confronting  Con- 
gress and  the  administration.  These  issues  have 
evolved  as  a result  of  several  factors:  new 
technology  is  expensive,  public  finances  are 
limited,  the  recession  continues,  and  the  gen- 
eral population  is  aging.  Thirty-six  million  Ameri- 
cans do  not  have  adequate  health  care  insur- 
ance. Even  though  we  are  spending  a higher 
percentage  of  our  gross  national  product  on 
health  care  than  any  other  nation  in  the  world, 
there  continues  to  be  a feeling  among  many  that 
all  new  procedures  and  technology  should  be 
available  to  all  Americans  regardless  of  cost.  In 
addition,  training  programs  in  internal  medi- 
cine, family  practice,  and  non-procedural 
subspecialties  (endocrinology,  infectious  dis- 
ease, and  rheumatology)  are  having  significant 
difficulty  attracting  young  physicians  into  these 
fields.  In  response  to  these  problems.  Congress 
has  mandated  physician  payment  reform. 

Unfortunately,  thefederal  budget  deficit  with 
its  associated  major  reductions  in  the  Medicare 
budget  will  result  in  a reduced  budget  for  phy- 
sician payment  reform.  As  a result,  these  reduc- 
tions will  compromise  the  Resource  Based  Rela- 
tive Value  Scale  (RBRVS)  which  was  developed 
to  improve  reimbursement  for  evaluation  and 
management  services  which  were  thought  to 
be  significantly  undervalued.  In  1987,  a coro- 
nary bypass  was  valued  1 33  times  greater  than 
an  intermediate  office  visit  and  under  the  cur- 
rent RBRVS,  it  will  be  65  times  greater.  The 
Physician  Payment  Review  Commission's 
(PPRC)  1991  Report  to  Congress  suggested 
that  because  of  the  proposed  shift  in  relative 
values,  the  average  gain  for  evaluation  and 
management  services  was  to  have  been  ap- 
proximately 30%.  However,  a 30%  gain  in 
terms  of  dollars  will  be  not  realized  because  of 
budgetary  constraints,  inflation,  geographic  in- 
dices, Medicare  Volume  Performance  Standards 
(MVPS),  limits  on  balanced  billing,  the  contro- 
versial behavioral  offset  issue,  and  the  yet-to-be- 
defined  conversion  factor. 


A poorly  understood,  overlooked,  and 
unchallenged  portion  of  the  RBRVS  is  the  prac- 
tice cost  component  or  practice  overhead. 
Under  the  current  projections,  one  would  have 
to  see  1 02  intermediate  office  visits  to  equal  the 
overhead  that  would  be  assigned  to  one  coro- 
nary bypass  procedure.  At  this  time,  the  prac- 
tice cost  component  of  RBRVS  is  based  on 
historical  charge  data.  This  needs  to  be  cor- 
rected and  re-calculated  on  the  basis  of  re- 
source costs.  Such  a change  would  serve  to 
further  correct  the  present  disparities  in  reim- 
bursement. If  all  specialties  and  subspetialties 
of  medicine  are  to  survive  in  a regulated  system, 
then  we  must  begin  with  a level  playing  field. 
Furthermore,  if  extensive  Medicare  reform  is  to 
occur,  further  discussions  should  include  the 
problems  of  malpractice  and  tort  reform,  and 
the  increasingly  burdensome  paperwork  require- 
ment on  physicians. 

The  RBRVS  is  not  a panacea,  but  it  helps  to 
place  an  appropriate  value  on  the  services  that 
physicians  provide  to  patients  on  a daily  basis. 
Whether  these  changes  will  result  in  increased 
availability  of  and  access  to  quality  health  care 
is  unknown.  Quality  of  care  and  benefit  to  the 
patient  remain  central  to  the  issue  of  the  value 
of  care  and  a market  system  determined  by  the 
consumer's  objective  impressions.  No  such 
indices  exist  under  the  RBRVS  and  it  remains 
unclear  as  to  how  the  Health  Care  Financing 
Administration  (HCFA)  will  account  for  these 
factors  in  updatingtheregulationsforthe  RBRVS. 

At  present,  it  is  unknown  if  this  system  of 
price  control  will  drive  out  many  physicians 
who  feel  reimbursement  for  their  services  is 
inadequate.  It's  conceivable  that  physicians 
may  try  to  make  up  monetary  losses  on  Medi- 
care patients  by  increasing  fees  for  private  sec- 
tor patients  (cost  shifting),  decreasing  participa- 
tion in  the  Medicare  program,  or  accepting 
fewer  Medicare  patients,  thus  undermining  the 
availability  of  quality  health  care  to  the  elderly. 

Many  physicians,  physician  groups,  and  en- 
tire specialties  have  complained  that  the  RBRVS 
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is  unjust.  It  must  be  emphasized  that  physician 
payment  reform  was  mandated  by  Congress 
and  thus  the  question  regarding  the  fairness  of 
the  RBRVS  becomes  irrelevant  to  a degree. 
Rather  we  need  to  consider  whether  this  new- 
est and  largest  regulatory  expansion  of  price 
controls  will  further  distort  the  health  care  mar- 
ket, undermine  the  credibility  of  the  Medicare 
program  amongst  physicians  and  patients  alike, 
compromise  the  integrity  and  independence  of 


private  practice  and  create  a regulatory  and 
bureaucratic  nightmare.  A remarkable  paradox 
is  being  created.  While  many  nations  through- 
out the  world  are  eagerly  re-discovering  the  free 
market  place  with  the  assistance  of  our  foreign 
policy,  our  domestic  policies  of  health  care  are 
becoming  increasingly  socialistic  and  based  less 
upon  the  free  enterprise  economics  of  supply 
and  demand. 
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INTRODUCTION 

WITH  improvements  in  organ  re- 
trieval technology,  refinements 
in  surgical  techniques,  and  ad- 
vances in  clinical  immunosuppression,  allograft 
survival  rates  have  improved  dramatically  and  a 
resurgence  of  interest  has  occurred  in 
vascularized  pancreas  transplantation.  As  of 
December  31,1 990, 3082  pancreas  transplants 
have  been  performed  worldwide.'  In  1 990,  549 
pancreas  transplants  were  performed  among 
55  different  transplant  centers  in  the  United 
States. 

Since  generalized  immunosuppression  is 
necessary  to  prevent  allograft  rejection,  wide- 
spread application  of  pancreas  transplantation 
to  the  diabetic  population  cannot  be  offered  at 
this  time.  However,  vascularized  pancreas  trans- 
plantation is  rapidly  becoming  an  accepted 
form  of  therapy  for  selected  patients  with  Type 
I (insulin-dependent)  diabetes  mellitus.  The  pur- 
ported benefits  of  pancreas  transplantation  are: 
1 ) insulin-independence  with  restoration  of  nor- 
mal insulin  production;  2)  superior  metabolic 
control  by  improving  glucose  homeostasis;  and 
3)  stabilization  of  progressive  organ  system 
complications  of  diabetes  mellitus.^ 

There  is  a consensus  that  kidney  transplanta- 
tion is  the  treatment  of  choice  for  selected 
patients  with  diabetic  nephropathy.^  However, 
the  addition  of  a pancreas  transplant  remains 
somewhat  controversial  because  of  concerns 
over  an  increased  risk  of  rejection,  infection, 
technical  complications,  graft  failure,  and  mor- 
tality."''^ In  addition,  the  benefit-risk  ratio  of 
chronic  diabetes  versus  chronic  immunosup- 
pression with  regard  to  glycemic  control  and 
quality  of  life  remains  poorly  defined.^  The 
purpose  of  this  study  is  to  report  our  initial 
experience  with  the  design  and  development  of 
a combined  pancreas-kidney  transplant  pro- 
gram in  the  state  of  Nebraska. 

PATIENTS  AND  METHODS 
Study  Population 

Since  September  1988,  all  Type  I insulin- 


dependent  diabetic  patients  referred  to  our 
centerfortransplantation  have  undergone  evalu- 
ation for  combined  cadaveric  donor  pancreas 
and  kidney  transplantation.  Over  a 2 year  pe- 
riod extending  from  April  1989  through  April 

I 991,  38  intraperitoneal  whole-organ 
vascularized  pancreas  transplants  with 
pancreaticoduodenocystostomy  were  per- 
formed with  simultaneous  kidney  transplanta- 
tion. An  additional  10  patients  are  currently  on 
the  active  waiting  list  for  combined  pancreas- 
kidney  transplantation,  while  30  diabetic  pa- 
tients were  rejected.  The  reasons  for  the  latter 
were  varied  and  included  medical 
contraindications  (18),  presentation  too  early 
for  combined  pancreas-kidney  transplantation 
but  too  late  for  pancreas  transplantation  alone 
(8),  lack  of  interest  (2),  and  identification  of  Type 

II  diabetes  by  metabolic  testing  (2).  Of  these 
patients,  7 have  undergone  cadaveric  kidney 
transplantation,  7 are  currently  on  the  waiting 
list  for  kidney  transplantation  alone,  and  6 have 
died.  In  patients  accepted  for  combined  pan- 
creas-kidney transplantation,  none  have  died. 

Recipient  Evaluation 

All  patients  undergo  a thorough  pre-trans- 
plant medical  evaluation  which  includes  a com- 
plete history  and  physical  by  a nephrologist, 
endocrinologist,  and  transplantsurgeon;  screen- 
ing blood  and  urine  studies  including  complete 
serologic  testing;  abdominal  ultrasonography; 
chest  radiograph  and,  when  indicated,  pulmo- 
nary function  testing  and/or  arterial  blood  gases; 
1 2 lead  electrocardiogram,  exercise  treadmill  or 
Thallium  study,  and  when  indicated  either  by 
medical  history,  symptoms,  or  abnormalities  on 
the  non-invasive  studies,  consultation  by  cardi- 
ology with  subsequent  coronary  angiography; 
non-invasive  vascular  studies  of  the  lower  ex- 
tremities; carotid  doppler  examination  and  gas- 

*Address  correspondence  and  reprint  requests  to  Robert  J. 
Stratta,  M.D.,  Department  of  Surgery,  University  of  Nebraska 
Medical  Center,  600  South  42nd  Street,  Omaha,  Nebraska,  68198- 
3280,  Telephone:  (402)  559-4076,  FAX:  (402)  559-6107. 
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trie  emptying  scan  when  indicated; 
ophthalmologic  evaluation;  voiding 
cystourethrogram  (with  urodyamics  and  noc- 
turnal penile  tumescence  when  indicated); 
mammography  in  females  over  35  years  of  age; 
dental  examination;  and  social  work/psychologic 
evaluation  with  completion  of  a quality  of  life 
questionnaire.^  Patients  were  selected  for  com- 
bined pancreas-kidney  transplantation  based 
on:  1)  presence  of  Type  1 diabetes  mellitus;  2) 
significant  nephropathy  (defined  as  a creatinine 
clearance  below  40  ml/minute);  and  3)  no 
medical  or  psychosocial  contraindications.  The 
degree  of  nephropathy  is  based  on  previous 
work  with  regard  to  the  effects  of  cyclosporine 
on  native  kidney  function  in  the  setting  of 
nephropathy.’^ 

TABLE  1 

RECIPENT  CHARACTERISTICS 


Age  (mean) 

35.5  years 
(Range  24-51 ) 

Gender;  Male 

24  (63.2%) 

Female 

14  (36.8%) 

Duration  of  IDDM  (mean) 

22  years 
(Range  1 3-41 ) 

Daily  Insulin  Dose  (mean) 

39  units 
(Range  1 5-67) 

Glycosylated  FHemoglobin  (%) 

10.9 + .8 

(mean  + SD) 

Dialysis  Status:  None 

15  (39.5%) 

Hemodialysis 

6 (15.8%) 

Peritoneal  Dialysis 

16  (42.1%) 

Prior  Kidney  Transplant 

1 (2.6%) 

Diabetic  Complications: 

Retinopathy 

38  (100%) 

Blindness 

1 1 (28.9%) 

Neuropathy 

32  (84.2%) 

Amputations 

1 (2.6%) 

Recipient  Characteristics 

Demographic  and  clinical  characteristics  of 
the  recipient  population  are  summarized  in 
Table  1.  All  patients  had  a history  of  insulin- 
dependent  diabetes  for  at  least  1 3 years  (mean 
22  years)  and  elevated  glycosylated  hemoglo- 
bin levels  (mean  1 0.9%).  All  patients  had  under- 
gone previous  treatment  for  retinopathy,  in- 
cluding 6 patients  with  monocular  blindness 
and  5 patients  totally  blind.  A total  of  22  patients 
(57.9%)  were  on  dialysis  at  the  time  of  trans- 
plantation. One  patient  underwent  transplant 
nephrectomy  for  chronic  rejection  at  the  time  of 
combined  pancreas-kidney  transplantation  with- 
out intercurrent  dialysis.  Another  patient  under- 
went bilateral  native  nephrectomy  for  intrac- 
table nephrotic  syndrome  at  the  time  of  com- 
bined pancreas-kidney  transplantation  and  simi- 
larly avoided  dialysis. 


Organ  Procurement  and  Preservation 

In  all  cases,  both  the  pancreas  and  kidney 
were  procured  from  the  same  heart-beating 
cadaveric  donor  in  conjunction  with  multiple 
organ  retrieval.  Combined  hepatectomy  and 
pancreaticoduodenosplenectomy  was  per- 
formed via  an  en  bloc  technique  as  described 
previously.’®  Bilateral  native  nephrectomy  was 
likewise  performed  via  an  en  bloc  technique  as 
the  organs  were  then  separated  on  the  back 
table  under  cold  storage  conditions. 

The  age  of  the  organ  donors  ranged  from  7 to 
53  years,  with  all  donors  weighing  at  least  28  kg. 
All  organs  were  preserved  in  UW  solution,  with 
a mean  pancreas  preservation  time  of  16.1 
hours  (range  8.7-23)  and  a mean  kidney  preser- 
vation time  of  15.5  hours  (range  7.5-24.6). 

Recipient  Selection  and  Operation 

Recipients  were  selected  for  transplantation 
based  primarily  on  ABO  blood  type  compatibil- 
ity, length  of  time  on  the  waiting  list,  a negative 
T-lymphocytotoxic  crossmatch,  medical  ur- 
gency, and  HLA-DR  matching.  Following  prepa- 
ration of  the  organs,  the  recipient  operation  was 
begun  via  a midline  approach.^  The  kidney 
transplant  was  performed  first  to  the  left  iliac 
fossa  with  end-to-side  vascular  anastomoses  to 
the  iliac  vessels  with  an  extravesical 
ureteroneocystostomy.  The  transplant  ureter 
was  then  "retroperitonealized".  The  pancreas 
was  then  transplanted  to  the  right  iliac  fossa 
with  end-to-side  vascular  anastomoses  to  the 
iliac  vessels  including  a tension-free  venous 
reconstruction  with  the  iliac  vein  usually  posi- 
tioned lateral  to  the  artery  (Figure  1 ).  A two-layer 


Combined  pancreas-kidney  transplantation  via  the  whole 
organ  pancreatico-duodenal  technique  with  bladder 
drainage. 
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duodenocystostomy  was  then  performed  for 
pancreatic exocrinedrainage. The  mean  operat- 
ing time  was  five  hours  with  a mean  blood 
transfusion  requirement  of  2 units. 

Peri-operative  Management  and 
Immunosuppression 

Peri-operative  antibiotics  consisted  of 
Cefazolin,  Vancomycin,  and  Fluconazole.  All 
patients  also  received  oral  nystatin,  acyclovir, 
and  trimethoprim-sulfamethoxazole  prophylaxis. 
Anti-coagulant  therapy  was  not  used  but  all 
patients  did  receive  anti-platelet  therapy  con- 
sisting of  oral  aspirin  and  dipyrimadole. 
Nasogastric  tube  decompression  was  main- 
tained for  2-3  days  and  Foley  catheter  drainage 
for  7-1 0 days.  Intra-abdominal  drains  were  usu- 
ally removed  within  5 days. 

All  patients  received  quadruple  immunosup- 
pression with  OKT3  induction  for  two  weeks." 
Initial  rejection  episodes  were  treated  with  a 
steroid  pulse  and/or  recycle.  Minnesota  ALG 
was  employed  for  the  treatment  of  steroid- 
resistent  rejection  or  for  rejection  occuring  dur- 
ing OKT3  induction  therapy.  The  diagnosis  of 
rejection  was  based  on  clinical  criteria  and  renal 
allograft  dysfunction  in  the  absence  of  other 
causes.’^ 

After  transplantation,  recipients  were  serially 
monitored  for  daily  fasting  serum  glucose  and 
amylase  levels,  renal  profiles,  cyclosporine  lev- 
els, and  complete  blood  cell  counts.  In  addition, 
daily  urine  amylase  levels  were  monitored  by 
both  timed  (12  hour  collection)  and  spot  urine 
samples."  Duplex  ultrasonography  and  radio- 
nuclide perfusion  scans  of  both  the  pancreas 
and  kidney  were  performed  on  the  first  post- 
operative day  and  whenever  clinically  indi- 
cated." Metabolic  control  and  hormonal  pro- 
files were  assessed  by  intravenous  glucose  chal- 
lenge followed  by  arginine  stimulation  at  peri- 
odic intervals."  Glycohemoglobin  levels,  con- 
sisting of  a measurement  of  all  glycosylated 
hemoglobin  fractions,  were  obtained  pre-trans- 
plant,  at  the  time  of  hsopital  discharge,  and  then 
every  three  months. 

Statistical  Analysis 

Data  are  reported  as  mean  + SD.  Univariate 
analysis  was  performed  by  the  Students'  T-test 
for  continuous  variables  and  Fisher's  exact  test 
for  categorical  variables.  Patient  and  graft  sur- 
vival are  presented  as  actuarial  survival  by 
Wilcoxon  life-table  analysis.  A p-value  of  less 
than  0.05  was  considered  significant. 


RESULTS 

Survival  and  Graft  Function 

Over  a 2 year  period,  38  diabetic  patients 
underwent  pancreas-kidney  transplantation  with 
100%  patient  and  kidney  allograft  survival  and 
94.7%  pancreas  allograft  survival  after  a mean 
follow-up  interval  of  15  months  (range  4-29). 
Comparative  patient  and  graft  survival  rates 
between  combined  pancreas-kidney  transplant 
recipients,  non-diabetic  kidney  transplant  re- 
cipients during  the  period  of  study,  and  diabetic 
kidney  transplant  recipients  just  prior  to  the 
study  period  (1986-1989)  at  our  center  are 
illustrated  in  Figure  2.  Two  patients  required 
intravenous  insulin  for  more  than  1 2 hours  post- 
operatively;  all  other  patients  were  immediately 
insulin-independent.  One  pancreas  was  lost  at 
24  hours  due  to  venous  thrombosis  and  another 
at  5 months  to  refractory  rejection.  At  present, 
all  patients  with  functional  grafts  are  insulin-free 
with  apparently  normal  glucose  metabolism 
with  a mean  glycosylated  hemoglobin  level  of 
5.2%  (normal  range  up  to  8%)  (Table  2).  One 
patient  (2.6%)  required  dialysis  after  transplan- 
tation (a  single  hemodialysis  treatment  for 
hyperkalemia).  All  patients  currently  are  off  of 
dialysis  with  stable  renal  allograft  function  with 
a mean  serum  creatinine  of  1.9  mg/dl  (range 
1 .0-3.0)  (Table  2).  One  patient  has  biopsy-proven 
chronic  rejection  24  months  after  transplanta- 
tion with  a serum  creatinine  of  3.0  mg/dl. 
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FIGURE  2 

Actuarial  patient  and  graft  survival  after  kidney  trans- 
plantation at  our  center  according  to  three  recipient 
categories:  Combined  pancreas-kidney  transplant 
(N=38),  non-diabetic  kidney  transplant  (N=32),  and 
diabetic  kidney  transplant  recipients  (N=26). 
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Morbidity 

The  mean  duration  of  initial  hospitalization 
for  the  transplant  was  21  days  (range  14-50). 
The  mean  number  of  total  admissions  to  the 
hospital  per  patient  was  3.2  (range  1-15),  with 
22  patients  (57.9%)  requiring  3 or  fewer  admis- 
sions. A total  of  30  rejection  episodes  occurred 
in  22  patients  (57.9%),  with  24  (80%)  respon- 
sive to  pulsed  corticosteroids  alone.  All  rejec- 
tion episodes  were  initially  managed  by  hospi- 
talization, resulting  in  24  re-admissions.  Fifteen 
major  infections  occured  in  1 2 patients  (3 1 .6%), 
and  included  8 cases  of  cytomegalovirus  syn- 
drome, 2 cases  of  Clostridium  difficile  colitis,  2 
cases  of  urosepsis,  and  1 case  each  of  herpes 
zoster,  intra-abdominal  infection  and  pneumo- 
nia (community-acquired).  No  life-threatening 
infections  occurred.  Ten  patients  (26.3%)  un- 
derwent 15  reoperations  (3  duodenal  segment 
leaks,  3 ureter  leaks,  3 pancreatic  hemorrhage, 
2 duodenocystostomy  ulcers  with  persistent 
hematuria,  and  one  case  each  of  a retained 
stent,  small  bowel  obstruction,  pelvic 
lymphocele,  and  transplant  pancreatectomy  for 
thrombosis).  A total  of  22  episodes  of 
hyperamylasemia  in  15  patients  (39.5%)  were 
successfully  treated  with  a long-acting  soma- 
tostatin analog  (Sandostatin)  for  preservation- 
related  pancreatitis  (8),  reflux  pancreatitis  (6), 
pancreatic  fistula  (3),  rejection-associated 
pancreatitis  (2)  duodenitis  (2)  and  one  case  of 
splenic  artery  thrombosis.  Three  vascular  com- 
plications (7.9%)  occurred;  renal  artery  stenosis 
with  hypertension  which  was  successfully  treated 
with  balloon  angioplasty;  splenic  artery 
thrombosis  in  a pediatric  pancreas  allograft 
which  was  successfully  managed  non-opera- 
tively  with  preservation  of  pancreas  function; 
and  venous  thrombosis  of  a pancreas  allograft 
which  required  pancreatectomy. 

Most  patients  have  required  oral  bicarbonate 
supplementation  for  prevention  of  dehydration 


and  metabolic  acidosis.  About  50%  of  patients 
have  experienced  urinary  tract  infections  which 
are  usually  responsive  to  oral  antibiotics  on  an 
outpatient  basis.  A total  of  19  episodes  of 
significant  hematuria  occured  in  9 patients 
(23.7%),  with  only  2 patients  requiring 
cystoscopy  or  operative  intervention.  Most  epi- 
sodes of  hematuria  were  usually  transient  and 
responsive  to  temporary  foley  catheter  drain- 
age alone. 

Metabolic  Effects 

Diabetic  control  as  assessed  by  fasting  serum 
glucose  and  glycosylated  hemoglobin  levels  are 
listed  in  Table  2.  At  all  times  studied  post- 
transplant (up  to  1 year),  fasting  serum  glucose 
concentrations  have  been  essentially  normal 
without  any  apparent  decline  in  the  degree  of 
control.  Further,  glycosylated  hemoglobin  val- 
ues were  normal  by  the  time  of  hospital  dis- 
charge (normal  range  4-8%),  and  remained  so 
with  time  (up  to  1 year). 

Metaboliccontrol  and  hormonal  profiles  were 
further  assessed  by  an  intravenous  glucose  tol- 
erance test  (IVGTT)  followed  by  arginine  stimu- 
lation. A total  of  59  provocative  tests  in  the  first 
20  patients  (mean  3 per  patient)  were  per- 
formed at  periodic  intervals  following  com- 
bined pancreas-kidney  transplantation.  Figure  3 
shows  glucose  tolerance  curves  as  well  as  the 
timing  of  provocative  testing  post-operatively. 
The  peak  stimulated  serum  glucose  level  follow- 
ing IVGTT  was  initially  increased  but  gradually 
decreased  over  time  although  all  random  fast- 
ing blood  sugars  were  within  normal  limits. 
Figure  4 illustrates  that  serum  glucose  levels 
return  to  normal  by  the  end  of  the  testing  period 
(90  minutes)  after  the  administration  of  argin- 
ine. Figure  4 also  depicts  the  exaggerated  gluca- 
gon response  to  arginine,  which  may  be  in  part 
due  to  two  pancreases  responding  to  the  stimu- 
lation. Figure  5 shows  C-peptide  and  total  insu- 


TABLE  2 

PANCREAS  AND  KIDNEY  FUNCTION 


Time  After 

Fasting 

Glycosylated 

Serum 

Transplant 

Serum 

Hemoglobin 

Creatinine 

Glucose  (mg.dl) 

(%) 

(mg/dl) 

Pre-transplant  N=25) 

175  + 101 

10.9  + 2.1 

7.9  + 3.9 

1 Month  (N-25) 

92  + 168  * * 

6.2  + 0.9* 

1.8  + 0.5* 

3 Months  (N=20) 

82  + 8 

5.6  + 1.2** 

1.6  + 0.4 

6 Months  (N=1  7) 

85  + 15 

5.9  + 1.5 

1.7  + 0.4 

1 2 Months  (N=8) 

90+11 

5.4  + 1.0 

1.9  + 0.5 

1 8 Months  (N=1 ) 

112 

5.5 

1.6 

*p<0.001 

**p<0.05 
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FIGURE  3 

Glucose  tolerance  curves  at  different  time  intervals 
following  transplant. 


IV  GTT  + 

Arginine  Challenge 


Time  in  minutes 

Normal  range  65-110  mg/dl  Normal  range  50-250  ng/1 

Mean±SD  Meant  SD 

FIGURE  4 

Serum  glucose  and  glucagon  levels  during  provocative 
testing  after  transplantation.  (See  text  for  details) 


lin  concentrations  following  glucose  administra- 
tion and  are  also  markedly  elevated.  Metabolic 
effects  of  pancreas  transplantation  include  fast- 
ing hyperinsulinemia  and  hyperglucagonemia 
with  exaggerated  insulin  and  glucagon  responses 
to  glucose  and  arginine,  respectively.  No  pa- 
tients currently  require  exogenous  insulin  and 
hyperglycemia  or  hypoglycemia  has  not  been 
observed  on  a non-restricted  diet. 

Quality  of  Life 

Quality  of  life  and  rehabilitation  status  were 
determined  by  patient  interview  and  written 


FIGURE  5 

Serum  C-peptide  and  total  insulin  levels  during  provoca- 
tive testing  after  transplantation.  (See  text  for  details) 


questionnaire.  All  patients  have  stated  that  they 
feel  much  better  physically  and  overall  have  an 
improved  quality  of  life.  Thirty-two  patients 
(84.2%)  are  either  back  to  work,  back  to  school, 
actively  occupied  as  a homemaker,  or  have 
resumed  their  pre-transplant  level  of  activity. 
Four  patients  are  still  recovering  in  the  immedi- 
ate post-transplant  period.  Two  patients  have 
lost  their  jobs  after  transplantation;  one  due  to 
pre-transplant  and  the  other  due  to  post-trans- 
plant/morbidity. Both  are  seeking  alternate 
employment,  with  one  returning  to  school.  No 
patient  has  expressed  any  dissatisfaction  with 
their  decision  to  undergo  combined  pancreas- 
kidney  transplantation. 

DISCUSSION 

In  the  recent  past,  the  results  of  vascularized 
pancreas  transplantation  were  inferior  to  the 
excellent  results  achieved  in  kidney,  heart,  and 
liver  transplantation.  As  pancreas  transplanta- 
tion has  evolved,  technical  problems  have  been 
overcome  and  the  procedure  has  emerged  as 
an  effective  therapeutic  option  in  carefully  se- 
lected insulin-dependent  Type  I diabetic  pa- 
tients. A number  of  recent  innovations  have 
added  to  the  safety  and  reliability  of  pancreas 
transplantation  including:  1 ) the  introduction  of 
bladder  drainage  of  the  exocrine  secretions;’^ 
2)  the  evolution  from  segmental  to  whole-organ 
pancreas  to  pancreaticoduodental  transplanta- 
tion;’^ 3)  the  conversion  from  a duodenal  but- 
ton to  a duodenal  segment  technique  of  blad- 
der drainage;”'  4)  application  of  quadruple  im- 
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munosuppressive  therapy;"  ’®  5)  the  success  of 
combined  pancreas-kidney  transplantation, ‘’’®  ’®‘ 

6)  the  introduction  of  UW  solution  for  ex- 
tended preservation  of  the  pancreas;’®-^®  and  7) 
selective  use  of  Sandostatin.^'’ 

A number  of  observers  have  questioned  the 
wisdom  of  dual  organ  transplantation,  especially 
with  respect  to  the  increased  morbidity.  ®'^®‘^’'The 
purported  penalty  of  double  transplantation 
includes  increased  risks  of  rejection,  infection, 
and  technical  complications  which  may  result  in 
reoperation.^®  It  must  be  clearly  demonstrated 
that  the  risks  from  the  operative  procedure  and 
chronic  immunosuppression  versus  the  pro- 
gressive complications  of  diabetes  results  in 
more  than  just  a trade-off.  Since  most  patients 
with  diabetic  nephropathy  are  already  being 
considered  for  kidney  transplantation,  the  addi- 
tion of  a pancreas  transplant  is  a logical  way  of 
protecting  both  the  kidney  and  patient  from 
progressive  diabetic  complications  because  it 
entails  only  the  additional  risks  of  surgery  since 
immunosuppression  is  already  obligatory.^  With 
the  current  results  now  being  achieved  in  com- 
bined pancreas-kidney  transplantation,  we  be- 
lieve that  all  diabetic  patients  with  nephropathy 
should  at  least  be  considered  for  the  double 
transplant.’ 

In  our  experience,  only  about  50%  of  dia- 
betic patients  with  renal  failure  who  are  referred 
for  transplant  evaluation  are  candidates  for  the 
combined  procedure.  Exclusionary  criteria  in- 
clude prohibitive  cardiovascular  risk,  active  in- 
fection, recent  malignancy,  history  of  non-com- 
pliance, and  identification  of  Type  II  diabetes. 
The  issue  of  appropriate  patient  selection  is 
important,  especially  with  regard  to  assessing 
advanced  or  irreversible  diabetic  complications. 
9,29,30The  cardiovascular  evaluation  is  paramount, 
and  we  have  a low  threshold  for  performing 
coronary  angiography  in  cases  in  which  the 
history,  physical  or  non-invasive  cardiac  studies 
reveal  any  abnormality.^'® 

At  present,  vascularized  pancreas  transplan- 
tation results  in  a self-regulating  endogenous 
source  of  insulin  and  is  the  only  known  therapy 
that  results  in  euglycemia.  All  other  existing 
methods  of  insulin  administration  do  not  pro- 
vide sufficiently  good  metabolic  control  to  pre- 
vent the  progressive  diabetic  complications  of 
retinopathy,  peripheral  and  autonomic  neuro- 
pathy, nephropathy,  and  accelerated  athero- 
sclerosis. Preliminary  evidence  suggests  that 
vascularized  pancreas  transplantation  may  pre- 
vent the  recurrence  of  diabetic  nephropathy  in 


the  kidney  transplant,  stabilize  or  improve 
neuropathy  and  retinopathy,  increase  blood 
flow  to  the  microvasculature  of  the  lower  ex- 
tremities, and  markedly  improve  quality  of  life 
and  rehabilitation  status."’-®’®'’  However,  long- 
term studies  are  needed  to  document  and  char- 
acterize the  effects  of  pancreas  transplantation 
on  the  diabetic  condition.®® 

Vascularized  pancreas  transplantation  has 
assumed  an  increasing  role  in  the  treatment  of 
diabetes  mellitus.  Combined  pancreas-kidney 
transplantation  should  be  regarded  as  the  treat- 
ment of  choice  in  carefully  selected  Type  I 
diabetic  patients  with  significant  nephropathy. 
The  dual  transplant  procedure  eliminates  the 
need  both  for  dialysis  and  exogenous  insulin 
administration,  results  in  superior  metabolic 
control,  can  be  performed  with  acceptable 
morbidity,  and  improvesqualityof  life.  Although 
transplantation  results  in  euglycemia,  this  oc- 
curs at  the  expense  of  hyperinsulinemia  and 
increased  basal  and  stimulated  levels  of  gluca- 
gon. The  net  result  of  these  changes  on  diabetic 
complications  in  the  long-term  remains  to  be 
determined.  In  the  short-term,  marked  improve- 
ment in  the  quality  of  life  and  prevention  of 
morbidity  associated  with  dialysis  without  wors- 
ening outcome  over  kidney  transplantation 
alone,  makes  combined  pancreas-kidney  trans- 
plantation an  important  therapeutic  option  for 
many  diabetics  with  nephropathy. 

SUMMARY 

In  the  last  2 years,  we  have  performed  com- 
bined pancreas-kidney  transplantation  in  38 
Type  I diabetics  with  nephropathy.  The  mean 
age  of  the  recipient  group  was  35  years  (range 
24-51 ) with  a mean  duration  of  diabetes  of  22 
years  (range  13-41).  All  patients  received  qua- 
druple immunosuppression  with  OKT3  induc- 
tion. All  patients  are  normoglycemic  and  insulin 
independent  with  a mean  glycosylated  hemo- 
globin level  of  5.2  + 1.1%  and  a mean  serum 
creatinine  of  1 .9  + 0.5  mg/dl.  Metabolic  effects 
of  pancreas  transplantation  included  fasting 
hyperinsulinemia  and  hyperglucagonemia  with 
exaggerated  insulin  and  glucagon  responses  to 
glucose  and  arginine,  respectively,  that  improved 
slightly  with  time.  Patient  and  kidney  graft  sur- 
vival are  100%  and  pancreas  graft  survival  is 
94.7%  after  a mean  follow-up  interval  of  15 
months.  Conclusion:  Combined  pancreas-kid- 
ney transplantation  is  the  treatment  of  choice 
for  selected  Type  I diabetics  with  nephropathy 
and  results  in  euglycemia  despite  immunosup- 
pression. 
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ABSTRACT 

Thrombocytopenia  is  a well  known  complication  of  heparin.  It  occurs  when  heparin  is  used  in  full  therapeutic  dose 
or  in  subcutaneous  mini-doses  for  prophylaxis.  This  has  also  been  reported  with  minuscule  dose  of  heparin  used  in 
heparin-flushes  to  keep  vascular  access  catheters  patent.  We  are  reporting  for  the  first  time,  a case  of  severe  hemorrhage 
due  to  thrombocytopenia  associated  with  heparin  flushes. 


INTRODUCTION 

Heparin  is  a poly-dlspersed,  nega- 
tively charged  polysaccharide 
with  a molecular  weight  ranging 
from  3,000  to  60,000  daltons.  It  is  a potent 
antithrombotic  agent  used  extensively  in  condi- 
tions including  prevention  and  treatment  of 
deep  venous  thrombosis  (DVT),  pulmonary 
embolism,  anticoagulation  of  extra-corporeal 
circulation  of  blood  through  kidney  dialysis 
machines  and  heart  lung  bypass  machines  and 
in  heparin  flushes  to  keep  vascular  access  lines 
patent.  Complications  of  heparin  include  bleed- 
ing, allergic  reactions,  osteoporosis  and 
thrombocytopenia.’  Thrombocytopenia  (with 
or  without  arterial  thrombi)  as  a complication  of 
heparin  has  been  observed  with  full  dose  hepa- 
rin treatment,^  low  dose  subcutaneous  treat- 
ment^ and  heparin  flushes.'^  In  the  lone  case 
reporf*  of  thrombocytopenia  related  to  heparin 
flushes  the  platelet  count  was  as  low  as  50,000 
which  promptly  resolved  to  discontinuation  of 
heparin-flushes  and  no  bleeding  manifestation 
was  observed.  Although  iatrogenic  hemor- 
rhage secondary  to  heparin-flushes  has  been 
reported,^  it  was  attributed  to  heparinflush  in- 
duced coagulopathy  and  not  to  throm- 
bocytopenia. We  are  reporting  a case  of  severe 
urinary  bleeding  due  to  heparin  flush-associated 
thrombocytopenia.  To  our  knowledge  there  is 
no  such  case-report  in  literature. 

CASE  REPORT 

A 75  year  old  black  male  was  admitted  with 
diagnosis  of  respiratory  failure,  obstructive 
uropathy,  severe  anemia,  septic  shock,  dissemi- 
nated intravascularcoagulation  (DIC)  and  dehy- 
dration. His  medical  history  was  significant  for 
transurethral  resection  of  prostate  for  benign 
prostatic  hypertrophy,  chronic  renal  failure,  dia- 


betes mellitus  (diet  controlled),  tobacco  and 
alcohol  abuse.  He  was  taking  calcium  tablets 
prior  to  admission.  Laboratory  data  showed 
white  blood  cells  5,400/cmm,  hemoglobin  2.1 
gm/dl,  hematocrit  6.1  %,  platelet  1 57,000/cmm, 
prothrombin  time  (PT)  22.3  seconds,  partial 
thromboplastin  time  (PIT)  72.5  seconds,  fibrino- 
gen 225  mg/dl,  and  fibrinogen  degradation 
products  (FDP)  were  positive  (80-160  mg/dl). 
Liver  function  tests  were  total  bilirubin  1 .6  mg/ 
dl,  aspartate  amino  transferase  (AST)  577  lU/L, 
alanine  amino  transferase  (ALT)  406  lU/L  and 
lactic  acid  dehydrogenase  (LDH)  1537  lU/L. 
Arterial  blood  gases  showed  a pH  of  7.21,  p02 
of  89  mm  Hg,  pC02  of  32  mm  Hg  and  bicarb- 
onate of  1 2mEg/L.  Blood  urea  nitrogen  was  99 
mg/dl  and  creatinine  8.7  mg/dl.  Baseline  blood 
urea  nitrogen  and  creatinine  were  90  and  7.1 
mg/dl  respectively.  Peripheral  blood  smear 
showed  normal  morphology  of  formed  ele- 
ments and  there  was  no  evidence  of  hemolysis. 
Swan-Canz  catheter  was  placed  and  the  mea- 
surements were  consistent  with  septic  shock. 

Patient  was  intubated  and  mechanically  ven- 
tilated. He  was  treated  with  packed  red  blood 
cells,  fresh  frozen  plasma,  intravenous  fluids, 
vasopressor,  thiamine  and  antibiotics.  The  sepsis, 
septic  shock  and  anemia  resolved  although 
source  of  infection  could  not  be  localized. 
Blood,  urine  and  cerebrospinal  fluid  cultures 
were  negative.  For  urinary  retention  suprapubic 
cystostomy  (SPC)  tube  was  placed  along  with 
indwelling  Foley  Catheter.  Gross  hematuria 
started  and  persisted  following  decompression 
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of  urinary  bladder.  Blood  clots  formed  which 
recurrently  blocked  drainage  from  the  Foley 
catheter.  Therefore  we  performed  continuous 
bladder  irrigation  (CBI)  with  normal  saline  to 
keep  the  Foley  catheter  patent.  By  ninth  day 
Die  had  resolved  with  normal  fibrinogen,  nega- 
tive FDP,  and  platelet  count  of  70,000/cmm  but 
bleeding  was  persistent.  On  twelfth  day,  plate- 
let count  dropped  to  31,000  and  reached  its 
nadir  (1 6,000)  on  sixteenth  day.  In  an  attempt  to 
correct  thrombocytopenia  antibiotics 
(ceftazidime  and  gentamicin)  and  tagamet, 
which  may  induce  thrombocytopenia,  were 
withdrawn.  There  was  no  evidence  of  sepsis  or 
Die.  Platelet  transfusion  raised  thecountslightly 
and  transiently  and  gross  hematuria  was  persis- 
tent. Twenty  four  micrograms  of  desmopressin 
(DDAVP)  was  given  twice  by  slow  IV  infusion 
because  it  has  been  shown  to  stop  throm- 
bocytopenic bleeding^  but  was  not  helpful  in 
this  case.  Etiology  of  thrombocytopenic  bleed- 
ing was  uncertain. 

At  that  point,  heparin  flushes  were  stopped 
and  replaced  with  normal  saline  (NS)  flushes  to 
intravenous  (IV)  access  sites.  Protamin  sulfate 
(25mg)  was  given  to  neutralize  heparin  in  the 
body.  Bleeding  decreased  progressively  and 
stopped  completely  on  the  third  day  of  stop- 
ping heparin  flushes.  At  the  same  time,  platelet 
count  started  to  rise  within  24  hours  and  by  six 
days  it  was  70,000.  Renal  function  and  coagu- 
lation parameters  (PT,  PTT,  thrombin  clotting 
time  and  Reptilase  time)  were  unchanged  when 
patient  was  bleeding  with  heparin  flushes  and 
when  bleeding  stopped  following  replacement 
of  heparin  flushes  by  NS  flushes.  Subsequently, 
the  suprapubic  catheter  was  removed.  There 
was  no  recurrence  of  urinary  bleeding. 

DISCUSSION 

Heparin  is  an  extensively  used  pharmacologic 
agent.  It  is  well  established  that  heparin  is  one 
of  the  three  or  four  most  important  and  essential 


medications  used  in  clinical  medicine.^  In  addi- 
tion to  its  use  in  therapeutic  doses  in  the  treat- 
ment of  DVT  and  PE,  it  is  also  used  to  maintain 
anticoagulation  for  heart-lung  and  renal  dialysis 
machines.  In  low  subcutaneous  doses  it  is  used 
prophylactically  for  the  prevention  of  DVT  and 
PE  in  high  risk  patients.  Finally  it  is  also  used  in 
heparin  flushes  to  prolong  the  longevity  of 
vascular  access  catheters.  The  dose  of  heparin 
used  in  heparin  flushes  is  so  small  that  it  is  often 
overlooked  as  a cause  of  potentially  serious 
complications.  This  case  report  illustrates  one 
such  complication  by  heparin  flushes. 

This  patient  was  admitted  with  multiple  prob- 
lems including  gross  and  persistent  hematuria 
for  which  he  required  several  units  of  blood 
transfusion.  Blood  clots  formed  which  ob- 
structed the  Foley  catheter.  Therefore  CBI  was 
done  by  SPC  tube  to  keep  the  urethral  Foley 
catheter  patent.  He  developed  severe 
thrombocytopenia  which  persisted  despite  with- 
drawal of  antibiotics  and  cimetidine  as  well  as 
resolution  of  DIC  and  sepsis  which  may  cause 
thrombocytopenia.  The  precise  mechanism  of 
action  of  desmopressin  in  cessation  or  reduc- 
tion of  bleeding  in  the  setting  of  throm- 
bocytopenia is  unknown.  Probably  it  acts  by 
increasing  the  adhesiveness  of  platelets  to  the 
site  of  injury.  In  this  patient,  DDAVP  failed  to 
stop  bleeding.  Etiology  of  thrombocytopenia 
was  uncertain.  Replacement  of  heparin-flushes 
with  NS-flushes  and  administration  of  protamin 
sulfate  resulted  in  an  increase  in  platelet  count 
and  cessation  of  urinary  bleeding.  This  implies 
that  bleeding  was  due  to  thrombocytopenia 
secondary  to  heparin-flushes.  Coagulation  pa- 
rameters (PT,  PTT,  Reptilase  time,  TT)  were 
unchanged  before  and  after  cessation  of  bleed- 
ing (Table)  indicating  that  heparin-flush  associ- 
ated coagulopathy  was  not  the  cause  of  bleed- 
ing. 

Mechanism  of  heparin  induced 
thrombocytopenia  is  not  fully  understood  but  it 


TABLE 

COAGULATION  PARAMETERS 


Patient  on  heparin 

Patient  off  heparin 

Normal 

flushes  and  urinary 

flushes  and  urinary 

Values 

bleeding  present 

bleeding  stopped 

PT' 

13.6 

13.7 

10-13 

PTT' 

39.2 

39.3 

20-40 

Reptilase  Time' 

24.0 

26.0 

0-22 

Thrombin  Clotting  Time' 

36.6 

36.2 

15-22 

PlateleP 

1 6,000 

70,000 

150,000-350,000 

1 . In  seconds 

2.  Counts  per  cubic  millimeter  of  blood 
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has  many  aspects  of  immune-antibody  reac- 
tion.Heparin,  acting  as  hapten,  may  induce 
immune  response  against  the  platelet-heparin 
complex.  If  this  immunologic  mechanism  of 
heparin-associated  thrombocytopenia  is  true, 
small  doses  of  heparin  in  flushes  can  induce 
thrombocytopenia  as  in  this  case.  It  is  interest- 
ing to  note  that  several  investigators  have  ar- 
gued that  heparin-associated  thrombocytopenia 
is  not  only  secondary  to  immune-mediated  re- 
action and  they  have  suggested  the  possibility 
of  additional  unknown  mechanisms.^' 

In  conclusion,  if  unexplained  thrombo- 
cytopenia, coagulopathy  or  bleeding  are  ob- 
served in  a patient  there  should  be  a high  index 
of  suspicion  for  heparin-flushes  as  implicating 
cause  and  they  should  be  promptly  replaced 
with  NS  flushes.  NS  flush  has  been  shown  to  be 
effective  in  maintaining  the  patency  of  vascular 
access  catheters  and  heplocks."  Investigators 
have  reported  for"  and  against’^  use  of  NS 
flushes.  Increased  incidence  of  vascular  access 
occlusion  and  thrombophlebitis  with  NSflushes, 
as  compared  to  heparin  flushes  is  controver- 
sial."' " Clearly  further  studies  are  warranted  to 
assess  the  efficacy  and  safety  profile  of  NS 
flushes  so  that  heparin  flushes  may  safely  be 
replaced  with  NS  flushes  routinely  or  in  situa- 
tions where  complications  arise. 
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Current  Issues  In  Neural  Tube  Defects 
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INTRODUCTION 

At  present,  there  is  a vast  body  of 
literature  that  discusses  vari- 
ous aspects  of  neural  tube 
defects.  In  the  last  three  years  alone,  there  have 
been  over  1 ,000  articles  on  this  topic.  It  is  a field 
that  is  dynamically  changing  with  some  very 
recent  developments  that  are  exciting  and  have 
direct  clinical  applications,  in  this  article,  I do 
not  intend  to  provide  a comprehensive  review 
of  the  recent  literature,  nor  a complete  cover- 
age of  all  the  topics  related  to  neural  tube 
defects.  Rather  focus  on  a few  central  issues 
with  immediate  direct  application  to  the  clinical 
practitioner.  Many  of  the  issues  that  revolve 
around  neural  tube  defects  have  been  ethical 
and  moral  implications.  Again,  I do  not  plan  to 
delve  into  these;  rather,  I will  concentrate  on  the 
more  concrete  implications  of  what  is  happen- 
ingand  how  this  directly  affects  the  practitioner's 
life.  Clearly,  this  article  is  a consolidation,  and 
involves  some  of  my  own  subjective  interpreta- 
tion, and  thus  unavoidably  has  some  of  my 
personal  biases.  Still,  I hope  this  gives  a general 
overview  to  those  involved  in  the  health  care  of 
pregnant  women  and  children  as  relates  to 
neural  tube  defects.  The  topics  that  will  be 
covered  in  this  article  include: 

1 .  The  periconceptional  use  of  folate  [folic 
acid]  and  the  prevention  of  neural  tube 
defects. 

2.  Prenatal  diagnosis  of  neural  tube  de- 
fects. 

3.  The  choice  of  delivery  in  an  infant  pre- 
natally  detected  with  a neural  tube  de- 
fect. 

4.  Anencephalic  infants  as  organ  donors. 

5.  Ethical  issues  in  the  treatment  of  the 
neural  tube  defects. 

I.  Periconceptional  Use  of  Folic  Acid 

Periconceptional  use  of  folic  acid  as  an 
agent  that  is  protective  toward  the  occurrence 
of  neural  tube  defects  has  been  debated  over 
recent  years’-^  with  the  body  literature  being 


somewhat  confusing.  Recently,  however,  a very 
large  comprehensive  study^  has  been  com- 
pleted. This  study  encompassed  July  1983  to 
1 991  with  33  centers  involving  in  1 7 countries. 
A total  of  1817  women  who  were  at  an  in- 
creased risk  for  neural  tube  defects  were  en- 
rolled in  a randomized  double  blind  study  using 
folic  acid.  The  results  of  the  study  were  so 
compelling  that  in  fact  the  study  was  cut  short 
because  the  results  clearly  revealed  that  there 
were  protective  effects  from  folic  acid. 

Neural  tube  defects  clearly  have  multiple 
[heterogeneous]  etiologies,  but  what  this  study 
did  show  is  that  some,  but  not  all,  neural  tube 
defects  can  be  prevented  by  the  pericon- 
ceptional use  of  folic  acid. 

Current  recommendations  for  the  use  of 
folic  acid  periconceptionally  include: 

1 . Women  who  have  had  a previous  preg- 
nancy with  a neural  tube  defect  should 
start  folic  acid  at  4 mg  per  day  at  the 
time  when  they  plan  on  getting  preg- 
nant. 

2.  The  use  of  the  4 mg  per  day  dose  of  folic 
acid  should  be  used  only  under  physi- 
cian supervision.  Also,  the  large  dose  of 
folic  acid  should  not  be  obtained  with 
the  use  of  multivitamin  preparations 
and  the  amount  of  other  vitamins  taken 
during  pregancy  should  not  be  in- 
creased. 

3.  It  is  presently  not  recommended  that 
women  without  history  of  previous  preg- 
nancy with  neural  tube  defect,  nor 
women  on  valproic  acid,  or  relatives  of 
women  with  previous  conception  of 
neural  tube  defects,  should  be  pre- 
scribed this  "megadose"  of  folic  acid. 

II.  Prenatal  Diagnosis  of  NeuralTube  Defects 

A relatively  recent  reporf*  has  suggested 
that  women  who,  on  screening,  have  been 
found  to  have  an  elevated  maternal  serum 
alpha-fetoprotein  do  not  need  an  amniocente- 
sis to  follow  this  up.  Rather,  it  was  suggested 


December  1991  Nebraska  Medical  Journal  395 


that  high  resolution  [level  II]  ultrasound  is 
sufficent  to  rule  out  the  presence  of  a neural 
tube  defect  in  the  fetus.  The  resounding  re- 
sponse from  the  perinatal  community,  how- 
ever, has  been  that  very  few,  if  any,  other 
experts  in  the  field  are  ready  to  take  this  extreme 
stance.  At  present,  we  would  side  with  the 
conservatives  and  still  recommend  that  high 
maternal  serum  alpha-fetoproteins  be  followed 
with  amniocentesis  and  amniotic  fluid  alpha- 
fetoproteins  and  chromosome  analysis. 

III.  Choice  of  Delivery  with  Prenatal  Detec- 
tion of  Neural  Tube  Defects 

At  present  there  is  not  a more  controversial 
issue  in  our  society  than  the  selective  termina- 
tion of  pregnancy  [medical  abortion].  Unfortu- 
nately, many  people  directly  link  prenatal  diag- 
nosis to  the  decision  to  terminate  a pregnancy, 
which  in  many  cases  is  not  an  accurate  reflec- 
tion of  the  design  or  procedure  of  prenatal 
diagnosis.  This  issue  has  become  particularly 
clear  in  the  area  of  neural  tube  defects.  With  the 
advent  of  maternal  serum  alpha-fetoprotein 
screening  and  high  resolution  ultrasound  with 
selective  amniocentesis  and  amniotic  fluid  al- 
pha-fetoprotein, a large  percentage  of  pregnan- 
cies with  a fetus  affected  with  meningomyelocele 
[and  other  "open"  tube  defects]  can  be  de- 
tected. Recent  evidence  suggests  that  delivery 
by  Caesarian  section  before  the  onset  of  labor 
has  better  results  for  the  infants  in  the  areas  of 
subsequent  motor  function  than  vaginal  deliv- 
ery or  delivery  by  Caesarian  section  after  a trial 
period  of  labor.^ 

The  issue  then  is,  regardless  of  the  moral/ 
ethical  leanings  of  the  parient  [or  practitioner] 
and  regardless  of  whether  or  not  the  decision  to 
terminate  the  pregnancy  is  an  option,  prenatal 
detection  of  neural  tube  defects  is  of  great 
benefit  to  all  involved  — physicians  managing 
the  care  of  the  mother  and  infant,  the  mother, 
and  the  infant  itself  with  the  neural  tube  defect. 
Thus,  the  pregnant  patient  and  all  concerned 
health  care  workers  need  to  be  appropriately 
educated  and  encouraged  to  comply  with  mass 
screening  programs,  such  a maternal  serum 
alpha-fetoprotein,  and  such  programs  should 
be  supported  at  all  levels. 

IV.  Ethical  Issues  of  Treatment 

In  1 983,  Gross  and  colleagues^  reported  on 
early  management  and  decision  making  for  the 
treatment  of  meningomyeloceles.  This  article 


resulted  in  an  immediate  outcry  from  the  medi- 
cal, lay,  and  legal  communities  at  the  thought 
that  a decision  to  treat  or  not  to  treat  should  be 
based  on  socioeconomic  factors.  However, 
when  one  looks  objectively  at  the  article,  it  is 
clear  that  the  authors  did  not  suggest  that 
treatment  decisions  should  be  based  on  such 
factors;  rather,  this  was  a simple  retrospective 
study  which  noted  which  factors  were  associ- 
ated with  a better  outcome. 

Still,  positive  results  of  this  tremendous  re- 
sponse to  this  article  has  been  that  it  has  forced 
people  to  take  an  objective  look  at  the  treat- 
ment decisions  in  this  category  of  complex 
disorders.^  The  outcome  of  this  has  been  that 
most  tertiary  care  centers  surveyed  use  an  ag- 
gressive therapeutic  approach  for  patients  with 
meningomyelocele.  Recent  reports  suggest  that 
anywhere  from  75%  to  100%  of  such  centers 
are  advocating  closure  of  the  primary  defect 
within  the  first  week  of  life.  This  aggressive 
approach  has  resulted  in  very  encouraging  re- 
sults with  the  outcome  of  children  with 
meningomyelocele  being  much  better  in  recent 
years  than  previously  reported.® 

V.  Anencephalic  Infants  as  Organ  Donors 

Yet  another  area  that  has  generated  a great 
deal  of  controversy  has  been  the  use  of  anence- 
phalic infants  as  organ  donors.  Many  reports 
and  common  experience  of  practically  anyone 
in  the  health  care  profession  supports  the  fact 
that  there  is,  in  fact,  a shortage  of  organs  avail- 
able fordonation.  In  this  country,  individualsstill 
die  while  waiting  for  transplantation  that  poten- 
tially could  treat  or  cure  their  illness.  A sug- 
gested potential  source  of  organs,  especially  for 
the  pediatric  population  [where  suitable  organs 
for  donation  are  at  a particular  scarcity],  has 
been  anencephalic  infants.  A great  deal  has 
been  written  about  this  topic^-",  with  the  uni- 
form consensus  being  that  at  present  it  is  not 
morally  or  ethically  right  to  violate  the  existing 
law:  the  Uniform  Anatomical  Gift  Act.  This  act 
requires  that  there  is  total  loss  of  brain  function- 
ing, including  brain  stem,  before  an  organ  dona- 
tion can  be  procured.  Thus,  at  present,  it  is 
morally,  ethically,  and  legally  correct  to  use 
anencephalic  infants  as  organ  donors  only  after 
they  have  died,  and  only  because  they  have 
died. 

There  is  less  consensus  on  whether  special 
procedures  should  be  done  to  the  infant  to 
protect  his/her  organs  while  he/she  is  dying. 
Methods  that  have  been  advocated  include 
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cooling  for  organ  preservation,  or  a ventilator 
model  [mechanical  ventilation  while  organ  suit- 
ability is  determined  and  brain  death  certified]. 
In  this  country,  only  the  latter  of  these  modali- 
ties presently  fits  within  our  legal  guidelines,  e.g. 
the  ventilator  model.  A few  centers  in  this 
country  have  actively  used  this  method.  How- 
ever in  those  centers  which  have  tried  this 
method,  the  results  are  very  discouraging  with 
very  few  viable  organs  utimately  being  obtained 
for  donation.’^ 

CONCLUSION 

The  past  two  or  three  years  have  been  a very 
encouraging  time,  giving  a great  deal  of  room 
for  optimism  in  an  area  which  has  so  long  been 
associated  with  discouraging  results.  Current 
research  suggests  we  can  actually  "do"  some- 
thing in  this  area  to  benefit  our  patients.  Specifi- 
cally, we  have  reviewed  the  fact  that:  1 ) preven- 
tion of  a least  some  forms  of  neural  tube  defects 
is  possible  with  the  periconceptional  use  of  folic 
acid;  2)  when  neural  tube  defects  can't  be 
avoided  or  prevented,  pernatal  diagnosis  can 
detect  a significant  proportion  of  these  indi- 
viduals; and  3)  in  those  individuals  where  prena- 
tal detection  is  successful,  delivery  by  Caesarian 
section  before  onset  of  labor  and  early  [first 
week]  postnatal  surgical  correction  is  resulting 
in  a greatly  improved  clinical  outcome  for  the 
patients  and  theirfamilies.  Itstill  remainsan  area 
where  there  is  room  for  a large  volume  of 
continued  research.  Clearly,  there  are  many 
moral  an  ethical  issues  yet  to  be  resolved  in  this 
area,  but  for  the  first  time  in  a long  time,  we  can 
approach  these  issues  with  a great  deal  of 
optimism. 
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The  "Grinch"  That  Stole  Christmas 
(or  the  Defeat  of  Santa  Claus) 

PERRY  T.  WILLIAMS,  M.D. 

President.  Nebraska  Medical  Association 


On  Christmas  morning  the  world  lights  up  to 
the  brightest  day  of  the  year.  Childrens'  hopes 
and  delights  are  at  a peak  because  Santa  Claus 
has  provided  the  completion  of  dreams,  ambi- 
tions realized,  hopes  fulfilled  and  an  active 
loving  environment  to  make  a child  the  object  of 
receiving  the  best.  And  that's  the  way  it  should 
be.  We  wish  that  for  all  children  and  all  families. 

A robust  healthy  family  environment  doesn't 
exist  in  all  places.  Violence  has  intervened  to 
destroy  the  healthy  status.  Doctor  Seuss  might 
say  the  "Grinch"  has  stolen  it. 

Various  groups  of  society  are  analyzing  the 
terrible  rise  of  violence  and  intolerable  statistics. 
One  survey  reports  6%  have  been  victims  within 
the  past  year.  Thirty  percent  knew  someone 
victimized.  Homicide  is  one  of  the  three  leading 
causes  of  death  for  persons  under  35.  The 
homicide  rate  for  men  age  1 5-24  is  the  highest 
of  any  developed  nation. 

Family  violence  is  significant  enough  to  cause 
the  AMA  to  begin  a campaign  to  combat  it.  We 
applaud  their  formation  of  a National  Coalition 
of  Physicians  Against  Family  Violence  to  sup- 
port pro-family  legislation  and  lobby  for  political 
action.  Also  proposed  is  the  National  Medical 
Resource  Center  as  a clearinghouse  to  coordi- 
nate information  with  mental  health,  law  en- 
forcement, and  the  judicial  fields. 

Our  NMA  House  of  Delegates  formulated 
Resolution  #8  in  April,  1 991,  directing  the  Board 
to  establish  a task  force  to  serve  as  a liaison 
between  physicians,  the  executive  branch  of 
state  government,  the  judiciary  and  the  Depart- 
ment of  Social  Services  and  to  develop  guide- 
lines and  lines  of  authority  to  manage  problems 
of  social  violence,  specifically  including  prob- 
lems of  child  abuse  and  neglect. 

An  Ad-Hoc  Committee  on  Violence  and  Ne- 
glect was  therefore  formed  with  Dr.  John  Hoesing 
as  chairman.  They  first  met  with  the  Department 
of  Social  Services  in  June  and  have  placed  at 
least  one  physician  member  on  the  Governor's 
Foster  Care  Task  Force.  One  glaring  fact  stands 


Perry  T.  Williams,  M.D. 


out  from  that  meeting:  a lot  of  dysfunctional 
people  stem  from  dysfunctional  families  and 
where  proper  parenting  is  missing.  It  may  well 
be  that  a measure  of  our  attention  needs  to  be 
in  that  direction,  to  help  parenting  programs 
and  their  development  with  sufficient  funding 
from  society's  resources. 

Next,  a meeting  with  several  county  attor- 
neys in  November  produced  more  valuable 
insight  and  exchange  of  information.  Additional 
studies  and  meetings  are  scheduled  and  a full 
response  will  be  ready  for  the  spring  meeting  of 
our  House  of  Delegates. 

Our  Association  could  take  the  initiative  and 
become  pro-active  on  the  subject  of  violence  in 
America  and  violence  here  at  home  in  Ne- 
braska. There  is  hardly  a person  or  a family  that 
hasn't  been  very  near  violence.  It's  been  close  to 
every  one  of  us  and  every  one  of  our  neighbors. 
There  were  2.5  million  victims  of  violent  crimes 
in  1990.  Sixteen  thousand  youths  are  killed  in 
the  streets  every  year.  By  comparison,  50,000 
died  in  Vietnam  overa  7-year  period. The  United 
States  homicide  rate  is  4 times  the  next  highest 
rate,  which  is  in  Scotland,  and  20  times  the  rate 
of  the  lowest  countries  on  the  list.  That  is 
distressing  and  is  simply  too  high.  But  we  could 
quote  statistics  for  a long  time,  the  point  is  to 
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become  aware  that  a change  must  take  place. 
Everyone  has  the  responsibility  and  the  ability  to 
make  a difference. 

As  doctors  we  have  always  been  involved 
with  the  after  effects  of  violence  and  mayhem 
from  automobile  accidents,  shootings,  attacks, 
beatings,  murders,  suicides,  and  injuries  to  fami- 
lies and  children.  We  physicians  are  familiar 
with  the  results  and  readily  understand  the 
damage.  The  average  layman  only  connects 
with  some  of  the  emotional  realism  that  is 
evoked.  How  much  mental  violence  is  there  as 
well  as  physical  enactment  in  much  of  the 
programming  of  the  media?  Graphic  portrayals 
of  violent  behavior  and  neglect  at  home  or  in  a 
neighborhood  can  be  distressing  and  make 
impressionable  patterns  on  youngsters. 

Somehow  we  can  call  attention  to  the  terrible 
results  and  lend  our  efforts  toward  prevention. 
But  the  only  way  society  will  attempt  to  solve 
these  problems  is  to  first  become  aware  of  their 
magnitude  and  pervasiveness  and  then  to  un- 
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derstand  that  some  things  can  be  done  to  alter 
the  situation. 

Promoting  our  energies  along  these  lines  is 
most  appropriate.  There  exists  a major  health 
problem  here  and  the  public  needs  to  be  aware 
of  that  fact. 

Illicit  drugs  and  their  usage  are  symptoms  and 
are  responsible  for  a large  share  of  the  problem, 
but  by  no  means  all.  The  public  needs  to  prac- 
tice preventive  medicine  to  those  sick  areas  of 
our  society.  Too  often  everyone  thinks  of  vio- 
lent incidents  solely  as  a police  matter  instead  of 
social  sickness  also. 

We  are  preparing  to  add  leadership  and 
cooperation  to  help  guide  the  way  back  to 
healthy  environments  for  a great  number  of 
people  in  distress. 

We  appreciate  the  fine  program  initiated  by 
the  Auxiliary  to  educate  the  public,  support 
victims  of  violence,  and  inform  physicians  of 
resources  for  aiding  victims  of  family  violence. 


IN  MEMORIAM 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 


GEORGE  R.  ROBERTSON,  M.D.  (Born  June  14, 
1901  — died  November  3,  1991)  Medical 
Specialty  — Pediatrics.  Doctor  Robertson  was 
a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1 926  and  practiced  in 
Omaha.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association.  Doctor  Robertson  is  sur- 
vived by  his  wife,  Kate;  daughter,  Roseanne 
Almy,  Ft.  Worth,  Texas,  and  four  grandchil- 
dren. 
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THE  AUXILIARY 


DONNA  STONE 

President.  Nebraska  Medical  Association  Auxiliary 


Quest  Contributor  is  Debbie  Elson  (Mrs.  Ken- 
neth), Omaha,  NE.  She  is  currently  serving  as  the 
Coordinator  of  the  hiealth  Projects  Committee 
of  the  Nebraska  Medical  Association  Auxiliary. 

★ ★ ★ 

The  AMA/Auxiliary  are  joining  forces  against 
violence  this  year.  Othertopics  being  addressed 
on  a statewide  basis  are  Women's  Health  Issues, 
Healthy  Youth  2000,  and  Shape  Up  for  Life 
Campaign. 

According  to  Newsline,  AMA  Auxiliary's 
Newsletter,  violence,  termed  the  disease  of  the 
90s,  is  as  complex  and  lift-threatening  as  any  of 
the  killer  diseases  of  the  past  two  centuries.  It 
touches  as  many  as  one-fourth  of  all  American 
households  and  it  often  happens  between 
people  who  know  each  other  — friends,  parents 
and  children,  and  husbands  and  wives. 

As  the  National  Coalition  of  Physicians  Against 
Violence  expands,  it  is  hoped  that  local  physi- 
cians and  auxilians  can  team  together  to  estab- 
lish local  violence  prevention  committees. 

Since  family  violence  is  the  single  largest 
cause  of  injury  to  women  in  the  United  States, 
according  to  a recent  article  in  the  "Journal  of 
American  Medical  Association,"  it  is  most  ap- 
propriate that  the  Nebraska  Medical  Associa- 
tion Auxiliary  is  targeting  Women's  Health  Is- 
sues. 

As  a state  health  project,  local  auxiliaries  will 
be  planning  special  programs  related  to 
Women's  Health  Issues  during  February  1992. 
Some  auxiliaries  will  be  challenging  members  to 


get  a mammogram  during  that  month,  while 
other  auxiliaries  will  work  in  coalition  with  com- 
munity resources  to  plan  area  seminars  ta:"get- 
ing  various  aspects  of  women's  health,  such  as 
violence,  heart  and  lung  disease,  cancers, 
osteoporosis,  stress,  alcohol,  and  mental  health. 

Nebraska's  Medical  Auxiliary  continues  to 
support  the  "Healthier  Youth  for  the  Year  2000" 
program,  which  encourages  the  dissemination 
of  more  than  80  "Year  2000  National  Health 
Objectives"  targeted  at  the  nation's  youth.  Such 
objectives  target  tobacco  and  alcohol,  teen 
sexuality,  exercise,  and  obesity. 

"Make  good  health  a habit  — the  early  years 
. . . the  middle  years  . . . the  later  years  . . . it's 
never  too  soon  or  to  late  to  practice  good  health 
habits."  It  is  the  motto  of  the  Shape  Up  for  Life 
Campaign  that  began  in  1 979  and  was  designed 
to  promote  total  fitness  — physical  and  mental. 

The  NMAA  has  strongly  supported  this  pro- 
gram through  the  dissemination  of  brochures 
which  cover  health  topics  such  as  teen  sexual- 
ity, teen  suicide,  abuse  and  neglect,  prenatal 
and  post  natal  care,  keeping  fit,  drinking  and 
driving,  drug  use  and  abuse,  and  stress. 

One  popular  coloring  booklet  designed  for 
younger  children  entitled  "Be  a Winner,  Shape 
Up  for  Life,"  has  even  been  placed  in  various 
Nebraska  curriculums,  hospitals,  and  doctors' 
offices  by  Nebraska  auxilians. 

The  Nebraska  Medical  Association  Auxiliary 
continues  to  make  health  issues  a top  priority 
and  strives  to  influence  the  lives  of  all  Nebras- 
kans. 
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COMING  MEETINGS 


MAYO  FOUNDATION 

FEBRUARY  6-9,  1992  — Prostatic  Diseases: 
Current  concepts  in  Diagnosis  and  Manage- 
ment, The  Breakers,  Palm  Beach,  Florida. 

MARCH  13-18,  1992  — Neurology  in  Clinical 
Practice,  Captiva  Island,  Florida. 

APRIL  27-29,  1992  — Bone  & Soft  Tissue  Tu- 
mors, Hilton  Beach  and  Tennis  Resort,  San 
Diego,  California,  Contact:  Postgraduate 
Courses,  Section  of  Continuing  Education, 
Mayo  Foundation,  Rochester,  MN  55905, 
Phone:  (507)  284-2509  or  Toll  Free  800-323- 
2688. 

For  more  information  contact  Postgraduate  Courses,  Sec- 
tion of  Continuing  Education,  Mayo  Foundation,  Rochester, 

MN  55905,  Phone  (507)  284-2509  or  Toll  Free  800-323-2688. 


CREIGHTON  UNIVERSITY 
CME  CONFERENCES 

DECEMBER  18,  1991  — Distinguished  Lecture 
Series  — Claude  j.  Lenfent,  M.D.,  Boys  Town 
National  Research  Hospital  Auditorium, 
Omaha,  NE. 

JANUARY  22,  1992  — Distinguished  Lecture 
Series  — Richard  M.  Weinshilbaum,  M.D., 
Boys  Town  National  Research  Hospital  Audi- 
torium, Omaha,  NE. 

APRIL  29,  1992  — Distinguished  Lecture  Series 
— Samuel  Z.  Goldhaber,  M.D.,  Boys  Town 
National  Research  Hospital  Auditorium, 
Omaha,  NE. 

MAY  1 , 1 992  — Distinguished  Lecture  Series  — 
Joseph  Murray,  M.D.,  Boys  Town  National 
Research  Hospital  Auditorium,  Omaha,  NE. 

The  contact  person  for  these  courses  is  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street,  Omaha,  NE  68178. 


SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha;  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 

For  further  information  or  to  register,  contact:  Creighton 

University  School  of  Medicine,  Continuing  Medical 

Education  Division,  Omaha,  Nebraska  68178-0072, 

1-800-548-CMED  or  1-402-280-1830. 


UNIVERSITY  OF  NEBRASKA 
CONTINUING  MEDICAL  EDUCATION 

FEBRUARY  1-4,  1992  - 10th  Annual  Park  City 
Multidisciplinary  Eye  & Facial  Plastic  Surgery 
Conference,  Park  City,  Utah. 

MARCH  8-13,  1992  — ENT  Ski  Conference, 
Keystone,  Colorado. 
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MARCH  23-APRlL  4,  1992  — Family  Practice 
Review,  UNMC  Campus. 

APRIL  27-MAY  8,  1992  — Family  Practice  Re- 
view, UNMC  Campus. 

jUNE4-5, 1992-41stAnnualOB-GYN  Confer- 
ence, UNMC  Campus. 

JUNE  12-13,  1992  — Merck  Sharp  & Dohme 
Program,  Mahoney  State  Park. 

*SEPTEMBER  21-26,  1992  - Emergency  Medi- 
cine Review,  UNMC  Campus. 

*OCTOBER  12-17,  1992  - Emergency  Medi- 
cine Review,  UNMC  Campus. 

NOVEMBER  12-13,  1992  - Student  Research 
Eorum  '92,  UNMC  Campus. 

*Tentative 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  - A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff.  Dates 
and  length  of  time  are  scheduled  at  the 
mutual  convenience  of  registrant  and  faculty. 

FELLOWSHIPS  — Provide  in-depth  understand- 
ing of  an  area  of  medicine,  but  does  not  lead 
to  certification.  These  programs  are  usually 
scheduled  for  three  to  six  months  in  length. 
Registrations  are  accepted  on  an  individual 
basis  and  scheduled  at  the  mutual  conve- 
nience of  the  registrant  and  the  department. 


ON-LINE  BIBLIOGRAPHIC  RESEARCH  TECH- 
NIQUES — Brief  programs  are  offered  by  the 
Regional  Medical  Library  to  teach  physicans 
how  to  access  information  from  their  own 
PC's  and  can  be  scheduled  upon  request. 

To  register  or  for  further  information,  contact:  Center 
for  Continuing  Education,  University  of  Nebraska  Medical 
Center,  600 South  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Telephone  (402)  559-4152  or  our  toll-free  MD 
ADVANTAGE  number  and  ask  for  Continuing  Education 
1-800-642-1095  Nationwide,  or  use  our  FAX  number 
(402)  559-5915. 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates,  April 
24-26  1992,  Marriott  Hotel,  Omaha. 

EALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-1  1,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

EALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 
Lincoln. 
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REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS  AND 
COMMITTEES 

FALL  SESSION 
September  13-14,  1991 

(These  reports  appear  as  originally  submitted.  For  the  House  of  Delegates 
deliberations,  possible  changes,  and  final  action,  refer  to  the  minutes  which  follow 
these  reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Perry  T.  Williams,  M.D.,  Omaha  - Chairman;  Oarroll  J.  Loschen,  M.D.,  York; 
Christopher  C.  Caudill,  M.D.,  Lincoln;  Paul  E.  Collicotl,  M.D.,  Lincoln;  Richard  A. 
Raymond,  M.D.,  Omaha;  Ronald  W.  Klutman,  M.D.,  Columbus;  Herbert  A. 
Hartman,  jr.,  M.D.,  Omaha;  Robert  C.  Osborne,  M.D.,  Lincoln;  Richard  H. 
Meissner,  M.D.,  Omaha;  Stanley  F.  Nabily,  M.D.,  Grand  Island;  David  R.  Little, 
M.D.,  Hastings. 

The  Board  of  Directors  has  considered  numerous  items  of 
importance  to  the  Association  since  the  1991  Annual  Session 
and  presents  this  report  to  the  House  of  Delegates. 

1 . NMA  BLUE  CROSS  BLUE  SHIEED 
CROUP  HEAETH  INSURANCE  PLAN 

Members  who  participate  in  the  group  health  insurance  plan 
underwritten  by  Nebraska  Blue  Cross  Blue  Shield  have  been 
notified  that  there  will  not  be  an  increase  in  premium  rates  for 
the  coming  year.  The  existing  rates  for  the  Custom  Flex  and 
Traditional  plans  will  remain  the  same  through  August  31, 
1 992.  It  would  appear  that  the  revisions  to  the  program  made 
by  the  Board  have  had  a beneficial  impact  on  stabilizing  the 
rate  structure.  The  Board  is  working  with  the  carrier  to  broaden 
the  marketing  activities  of  the  coverage  to  Association  mem- 
bers currently  not  taking  advantage  of  this  product. 

2.  MEMBERSHIP 

The  Association  has  gained  71  new  members  in  1991.  In 
addition,  6 former  members  have  been  reinstated.  There  are 
currently  1 529  dues  paying  members  of  the  Association  and 
259  Fife  and  Associate  members.  Our  total  membership  is 
1 789  which  comprises  68%  of  Nebraska's  2634  physicians. 
The  Association  continues  to  experience  an  increase  in  total 
membership  each  year.  The  Board  continually  monitors  the 
member  and  non-member  lists  and  makes  contacts  to  augment 
the  mailings  which  invite  membership  in  the  Association.  The 
Board  has  asked  the  Commission  on  Association  Affairs  to 
become  active  in  the  effort  to  increase  our  membership  and 
will  work  with  the  Commission  in  this  endeavor. 

3.  FINANCES 

The  Board  spends  a substantial  amount  of  time  monitoring 
both  the  Association's  budget  and  the  various  categories  of 
income.  The  1991  Budget  is  $622,216.  Budget  expenditures 
for  the  year  are  on  course  with  46.9%  of  the  budget  having 
been  expended  through  June  30.  Projected  income  for  the  year 
is  $598,639,  presenting  a possible  deficit  of  approximately 
$24,000.  The  Board  anticipates  that  the  projected  deficit  will 
be  reduced  some  what  by  year's  end  if  non-dues  income 
sources  continue  to  produce  revenue  at  their  current  rate. 
These  non-dues  income  categories  include  administrative  ser- 
vices to  specialty  societies,  an  administrative  charge  applied  to 
the  Blue  Cross  Blue  Shield  group  coverage,  the  Bartling  & 
Hinkle  collection  service,  the  new  agreement  with  Eincoln 
Telecommunications,  the  VISA  card  project,  and  the  endorse- 
ment of  Audio-Digest  Foundation  tapes.  Based  on  continuing 
utilization  of  non-dues  income  services  and  products  by  Asso- 
ciation members,  the  Board  does  not  feel  it  necessary  to 
request  a dues  increase  for  1992. 

4.  MEDICARE  RBRVS  UPDATE 

Numerous  Nebraska  physicians  have  contacted  the  Health 
Care  Financing  Administration  regarding  the  proposed  rule  to 
implement  the  payment  reform  mechanism  (the  RBRVS)  for 


the  Medicare  program.  The  Association  office  has  received 
copies  of  letters  from  approximately  1 00  Nebraska  physicians 
who  expressed  concerns  regarding  the  16%  reduction  in  the 
expected  "conversion  factor"  for  the  RBRVS.  The  Association 
sent  letters  to  each  member  of  Nebraska's  Congressional 
Delegation  as  well  as  to  Flealth  and  Fluman  Services  Secretary 
Eouis  W.  Sullivan,  M.D.,  and  Gail  R.  Wilensky,  Ph.D.,  Adminis- 
trator of  the  Health  Care  Financing  Administration.  Favorable 
responses  were  received  from  several  members  of  the  delega- 
tion. The  Board  and  the  NMA  Ad-Hoc  Committee  Re:  Medi- 
care will  continue  to  address  this  matter. 

5.  PUBLIC  RELATIONS  FIRM  RETAINED 

The  Board  approved  the  agreement  proposed  by  the  Com- 
mission on  Public  Affairs  with  Communication  Associates  of 
Lincoln.  A basic  package  of  services  and  materials  has  been 
agreed  to  under  a monthly  fee  of  up  to  $400.  Specific  services 
beyond  the  basic  package  will  be  negotiated  as  they  are 
considered  and  proposed.  The  Board  feels  that  the  expansion 
of  our  public  relations  efforts  will  be  most  worthwhile,  and 
continues  to  play  an  active  role  in  the  development  of  our 
public  relations  program. 

6.  ANNUAL  SESSION  RESOLUTION  ENTITLED 
"DISCUSSION  OF  PRO  PROBLEMS  WITH 
REVIEWING  PHYSICIANS" 

During  the  1991  Annual  Session  the  House  adopted  a 
resolution  which  proposed  that  Sunderbruch  Corporation 
provide  for  telephone  discussion  of  problem  cases  with  review- 
ing physicians,  that  Sunderbruch  Corporation  be  asked  to 
provide  a list  of  the  credentials  of  reviewing  physicians  and 
publish  the  utilization  and  quality  assurance  criteria  they  are 
employing.  The  resolution  was  provided  to  the  Sunderbruch 
Corporation  with  a cover  letter  requesting  a response  followed 
by  a joint  meeting.  Copies  of  the  correspondence  were  pro- 
vided Nebraska's  Congressional  Delegation  and  the  Health 
Care  Financing  Administration.  Sunderbruch  Corporation's 
written  response  was  provided  to  the  NMA  PRO  Overview 
Committee  and  the  Committee  subsequently  met  with 
Sunderbruch  representatives  for  purposes  of  discussing  the 
resolution  and  related  matters  in  greater  detail.  The  PRO 
Overview  Committee's  report  will  address  this  issue. 

7.  RURAE  PRIMARY  CARE  PHYSICIAN  SHORTAGE 

The  Board  has  continued  to  address  the  situation  regarding 
the  availability  of  primary  care  physician  services  in  rural 
Nebraska.  The  importance  of  this  subject  resulted  in  the 
formation  of  an  NMA  Board  SuEr-committee  on  Rural  Health 
Coordination.  The  sub-committee  is  being  chaired  by  Darroll  J. 
Eoschen,  M.D.,  and  has  had  one  meeting  thus  far.  Initial 
discussion  took  place  regarding  methods  of  evaluating  the 
extent  of  the  rural  health  crisis  in  the  state  and  identifying  the 
role  the  Association  should  be  playing  in  the  matter.  The 
committee  has  requested  input  from  the  Nebraska  Academy  of 
Family  Physicians  and  is  considering  scheduling  a meeting  with 
Nebraska's  primary  care  specialty  organizations.  It  was  also 
suggested  that  a rural  caucus  of  NMA  delegates  be  established 
for  purposes  of  exchanging  information.  It  is  anticipated  the 
sub-committee  will  provide  specific  information  in  coming 
months. 

8.  CEINICAL  LABORATORY  IMPROVEMENT  ACT 
(CLIA  '88)  AND  NEBRASKA'S  CERTIFICATION  OF 
CLINICAL  LABORATORIES  STATUTE  (LB  551) 

The  reference  committee  considering  this  subject  during  the 
1991  Annual  Session  recommended  that  the  Association 
continue  to  provide  input  to  the  State  Department  of  Health, 
and  also  provide  information  to  physicians  in  reference  to  these 
statutes.  An  informational  segment  regarding  the  Nebraska 
statute  was  included  in  the  NMA  Newsletter  for  purposes  of 
clarifying  the  current  status  of  Nebraska's  certification  act.  The 
Board  has  continued  to  study  and  monitor  physician  office 
laboratory  certification,  primarily  looking  at  the  relationship 
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between  the  state  and  federal  legislation.  The  Association 
contacted  Nebraska's  Congressional  Delegation  expressing 
opposition  to  the  Health  Care  Financing  Administration's  pro- 
posal to  impose  a fee  for  "provisional  certification"  on  all  clinical 
laboratories.  Several  members  of  the  Congressional  Delega- 
tion responded  expressing  support  of  our  concerns  and  in  turn 
contacting  the  Health  Care  Financing  Administration  in  our 
behalf.  The  Association  provided  testimony  at  a Nebraska 
Department  of  Health  hearing  on  July  30,  when  proposed  rules 
and  regulations  for  Nebraska's  Clinical  Laboratory  Certification 
Act  were  considered.  Considerable  concern  was  expressed 
regarding  the  proposed  regulations.  The  document  is  now 
being  re-considered  by  the  advisory  committee  to  the  Depart- 
ment of  Health  which  was  structured  for  consideration  and 
development  of  the  rules  and  regulations.  Nebraska's  statute  is 
being  reviewed  in  light  of  the  current  status  of  the  Clinical 
Laboratory  Improvement  Amendments  (CLIA)  inasmuch  as  it 
is  assumed  that  the  rules  and  regulations  for  CLIA  will  be  made 
available  in  late  1991  or  early  1992.  The  NMA's  current 
position  on  this  matter  is  that  Nebraska's  statute  may  need  to 
be  amended  or  repealed  based  on  the  scope  and  specific 
criteria  which  will  come  forward  in  the  updated  CLIA  rules  and 
regulations.  The  Association  will  continue  to  monitor  this 
situation.  A more  detailed  analysis  of  the  matter  will  be 
presented  during  this  Fall  Session. 

9.  SOCIAL  VIOLENCE  INCLUDING  PROBLEMS 
OF  CHILD  ABUSE  AND  NEGLECT 

The  House  of  Delegates  adopted  a resolution  during  the 
Annual  Session  calling  for  the  Board  of  Directors  to  establish  a 
task  force  to  serve  as  liaison  between  physicians,  the  executive 
branch  of  state  government,  the  judiciary  and  the  Department 
of  Social  Services  and  to  develop  guidelines  and  lines  of 
authority  to  manage  problems  of  social  violence,  specifically 
problems  of  child  abuse  and  neglect.  An  Ad-Hoc  Committee 
was  formed  and  their  report  is  included  in  the  handbook  for  this 
Fall  Session.  In  addition,  a letter  was  sent  to  Governor  Nelson 
requesting  physician  representation  on  the  Foster  Care  Review 
Task  Force  he  is  forming.  It  is  anticipated  that  more  information 
on  this  subject  will  be  forthcoming  in  future  months. 

1 0.  NEBRASKA  DEPARTMENT  OF  HEALTH 
APPOINTMENTS 

The  Board  nominated  Doctors  Mike  Finkner  of  Kearney  and 
Richard  Rojas  of  Scottsbiuff  for  service  on  the  Board  of 
Advanced  Emergency  Medical  Care.  The  nominations  were 
accepted  by  the  State  Board  of  Health.  The  Board  also  nomi- 
nated Doctor  Donald  Dynek  for  service  on  the  Phlebotomy 
Technical  Review  Committee  and  he  was  accepted  for  this 
position  by  the  Department  of  Health. 

1 1 . CME  ACCREDITATION  FEE 

The  Board  approved  a proposal  submitted  by  the  Commis- 
sion on  Medical  Education  which  established  a new  fee 
schedule  applied  to  Nebraska  institutions/organizations  that 
are  accredited  by  the  Association  to  provide  CME  program- 
ming. The  amount  of  the  fee  is  based  on  the  number  of  licensed 
beds  in  each  facility,  and  is  structured  to  cover  the  hard  dollar 
costs  incurred  by  the  Association  in  providing  this  service. 

12.  BY-LAW  AMENDMENT 

The  Board  reviewed  the  matter  of  a by-law  stipulation  which 
specifies  that  a physician  must  have  been  a member  of  a 
component  society  and  the  Nebraska  Medical  Association  for 
at  least  two  years  immediately  preceding  his/her  election  as  a 
delegate  to  the  NMA  House.  It  is  the  Board's  opinion  that  this 
restriction  has  occasionally  had  a negative  effect  on  participa- 
tion and  should  be  eliminated.  The  Board  referred  this  matter 
to  the  Commission  on  Association  Affairs  for  its  review  and 
recommendation,  with  a Board  recommendation  that  the 
portion  of  the  by-laws  noting  a two-year  membership  require- 
ment be  deleted. 


1 3.  PAUL  E.  COLLICOTT,  M.D., 

APPOINTED  AMA  ALTERNATE  DELEGATE 

The  Board  selected  Paul  E.  Gollicott,  M.D.,  to  serve  as  an 
Alternate  Delegate  to  the  American  Medical  Association,  filling 
the  vacancy  created  by  the  resignation  of  Louis  j.  Gogela,  M.D. 
This  term  runs  through  calendar  year  1 991 . The  NMA  House 
of  Delegates  elected  Doctor  Collicott  to  a full  term  commenc- 
ing January  1,  1 992. 

1 4.  HHS  INSPEGTOR  GENERAL  KUSSEROW'S 
RESIGNATION  REQUEST 

An  Annual  Session  reference  committee  recommended  that 
the  Board  consider  re-submitting  a request  to  Secretary  Sullivan 
that  Inspector  General  Kusserow  be  asked  to  resign.  The  Board 
decided  to  monitor  the  situation  inasmuch  as  a letter  had 
previously  been  submitted  and  a response  had  been  received 
from  the  White  House. 

15.  SUPPORT  GROUP 

The  Board  has  continued  to  address  the  matter  of  develop- 
ment of  a support  group  relative  to  the  potential  negative 
emotional  impact  of  professional  liability  suits,  PRO  sanctions, 
and  possibly  other  situations  that  may  arise.  Robert  G.  Osborne, 
M.D.,  of  Lincoln  is  the  Chairman  of  the  Ad-Hoc  Committee  that 
is  developing  the  format  and  structure  of  the  support  group. 
More  information  will  be  provided  in  the  future. 

1 6.  HEALTH  USA  ACT  OF  1 991 

During  the  1991  Annual  Session,  the  House  of  Delegates 
referred  a resolution  to  the  Board  for  study  and  report  back 
regarding  development  of  the  Health  USA  Act  of  1991  by 
Senator  Kerrey.  The  Board  has  considered  the  resolution  in 
more  detail  and  determined  that  its  posture  at  this  time  will  be 
to  continue  to  monitor  Senator  Kerrey's  proposal  as  well  as 
others  that  have  been  developed  or  are  being  formulated. 

1 7.  NATIONAL  PRACTITIONER  DATA  BANK 

During  the  1991  Annual  Session,  the  House  of  Delegates 
referred  a resolution  to  the  Board  for  study  and  a report  back 
which  proposed  that  the  Association  and  the  AMA  lobby 
HCFA  to  cease  activities  of  the  National  Practitioner  Data 
Bank.  The  Board  considered  this  matter  and  determined  that 
primary  monitoring  of  this  activity  is  now  taking  place  at  the 
AMA  level.  Repeal  has  indeed  been  mentioned  by  the  AMA  as 
it  addresses  certain  legislative  changes  regarding  Medicare  and 
Medicaid,  which  threaten  to  overburden  the  data  bank.  The 
Board  has  determined  that  it  will  follow  the  lead  of  the  AMA  in 
continuing  to  analyze  the  impact  and  various  features  of  the 
data  bank. 

18.  LASER  SURGERY 

During  the  Annual  Session,  the  House  of  Delegates  referred 
a resolution  to  the  Board  which  asked  for  interpretation  and 
report  back.  The  resolution  proposed  that  the  use  of  lasers  and 
related  modalities  to  manipulate  human  tissue  be  performed 
only  by  individuals  licensed  to  practice  medicine  and  surgery 
in  the  State  of  Nebraska.  This  matter  was  considered  by  the 
Board  and  remains  under  study.  It  is  anticipated  clarifying 
information  regarding  this  matter  may  become  available  sub- 
sequent to  the  writing  of  this  report  and  before  the  Fall  Session. 
Additional  information  which  becomes  available  will  be  pre- 
sented to  the  House  of  Delegates. 

19.  IONIZING  RADIATION  REGULATIONS 

During  the  1991  Annual  Session,  the  House  adopted  a 
resolution  which  directed  the  NMA  seek  clarification  from  the 
Department  of  Health  as  to  how  physician's  offices  can  comply 
with  ionizing  radiation  regulations  when  no  approved  courses 
of  instruction  are  available  for  the  training  of  limited  system 
operators.  A clarification  letter  was  obtained  from  Department 
of  Health  Director  Gregg  F.  Wright,  M.D.,  which  specified  that 
several  courses  for  limited  system  operators  would  be  available 
in  Nebraska  prior  to  the  end  of  1 991 . It  further  pointed  out  that 
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limited  system  operators  should  be  able  to  start  meeting  the 
regulatory  requirements  towards  the  end  of  the  year.  The 
Department  also  specified  that  it  would  not  attempt  to  enforce 
provisions  of  the  regulations  which  can  not  be  complied  with. 
The  Department  stated  that  if  there  are  no  approved  training 
courses  available,  the  Department  of  Tlealth  division  which 
directs  this  activity  will  re-assess  the  applicability  of  the  regula- 
tions prior  to  January  1,  1992. 

20.  STATE  VACCINES  TO  ATTENDING  PHYSICIANS 

During  the  Annual  Session  of  the  Elouse  of  Delegates,  a 
resolution  was  referred  to  the  Board  of  Directors  and  the 
Commission  on  Legislation  and  Governmental  Affairs  with  the 
direction  that  a position  be  established  on  the  release  of  tax 
subsidized  vaccines  to  physicians  for  administration  to  infants 
and  children.  The  Department  of  Health  responded  that  is  it  not 
a simple  matter  to  provide  vaccine  available  under  the  federal 
contract  for  use  in  physicians'  offices,  however,  it  might  be 
possible  to  develop  a cost  effective  alternative  for  use  of 
vaccine  in  physicians'  offices,  perhaps  on  a pilot  basis.  Further 
information  from  the  department  has  proposed  the  possibility 
of  a pilot  project  in  this  regard  which  will  now  be  considered 
in  greater  detail  by  the  Board  and  possibly  the  Commission  on 
Legislation  and  Governmental  Affairs. 

21.  BUNDLING  OF  FEES  FOR  AUTOLOGOUS  BLOOD 

During  the  1991  Annual  Session,  the  House  of  Delegates 
referred  for  study,  by  the  Board  of  Directors,  a resolution  calling 
on  the  Association  to  strongly  protest  the  action  of  HCFA 
which  established  a policy  requiring  hospitals  to  cover  autolo- 
gous blood  donations  as  a bundled  service.  The  Board  has 
studied  this  matter  and  determined  it  was  addressed  by  the 
AMA  House  of  Delegates  during  their  June  1991  session.  A 
resolution  was  adopted  that  called  on  the  AMA  to  encourage 
the  Health  Care  Financing  Administration  to  reconsider  its 
position  of  prohibiting  hospitals  from  passing  on  an  extra 
charge  to  a patient  for  autologous  blood  and  further  resolved 
that  the  American  Medical  Association  encourage  all  insurers 
to  fully  reimburse  hospitals  and/or  blood  banks  for  the  added 
expenses  involved  in  autologous  blood  transfusion.  Subse- 
quent discussion  with  hospital  representatives  has  revealed 
that  the  prohibition  of  unbundling  hospital  outpatient  services 
is  a broad  based  problem  which  Nebraska's  Congressional 
Delegation  has  been  asked  to  address.  The  Board  of  Directors 
does  not  feel  further  action  on  this  issue  need  be  taken  at  this 
time. 

22.  PATIENT  SELF-DETERMINATION  ACT 

The  Board  is  continuing  to  monitor  Nebraska's  situation 
regarding  preparation  for  the  Patient  Self-Determination  Act 
which  takes  affect  December  1 , 1 991 . There  are  several  groups 
analyzing  the  impact  of  the  act  in  light  of  the  fact  that  Nebraska 
has  neither  a living  will  statute  nor  a durable  power  of  attorney 
for  health  care  statute.  NMA  legal  counsel  is  involved  in  the 
group  analyzing  the  situation  and  more  information  will  be 
provided  to  Association  members  as  it  becomes  available  in 
coming  weeks. 

23.  NMA  RESOLUTION  REGARDING 
PAYMENT  FOR  EKGS 

The  Association  forwarded  copies  of  a resolution  passed  by 
the  House  of  Delegates  during  the  1991  Annual  Session  to 
Nebraska's  Congressional  Delegation  which  noted  the  fact 
that  the  Medicare  Amendments  of  1990  had  authorized  the 
discontinuation  of  payment  for  the  interpretation  of  in-office 
EKCs  as  of  January  1,  1992.  Senators  Exon  and  Kerrey  re- 
sponded, indicating  that  they  would  monitor  the  progress  of 
the  review  of  this  matter  by  the  Senate  Finance  Committee  and 
would  continue  to  be  aware  of  our  comments.  In  addition,  this 
resolution  was  submitted  by  the  Association  to  the  AMA 
House  of  Delegates  and  was  adopted  in  wordage  stating  that 
the  AMA  should  seek  Congressional  sponsorship  of  legislation 
to  repeal  the  provision  of  the  Medicare  Amendments  of  1 990 


which  authorize  discontinuation  of  payment  for  interpretation 
of  in-house  EKCs. 

24.  MEDICARE  REIMBURSEMENT  FOR  NEW  PHYSICIANS 

The  Association  contacted  Nebraska's  three  U.S.  representa- 
tives requesting  that  they  support  LI.R.  1 898,  a bill  to  repeal  the 
Medicare  payment  reductions  for  new  physicians  implemented 
in  OBRA  1987  and  OBRA  1991.  The  Association  requested 
that  each  of  the  representatives  become  a co-sponsor  of  the 
bill.  We  pointed  out  that  discriminatory  payments  are  an 
additional  deterrent  to  beginning  practice  in  rural  areas  of  the 
country  where  Medicare  payments  are  already  substantially 
lower.  Congressman  Bereuter  responded  by  indicating  that 
H.R.  1898  was  referred  to  both  the  House  Energy  and  Com- 
merce and  Ways  and  Means  Committees,  however,  neither 
committee  had  held  hearings  as  of  the  date  of  his  response.  He 
expressed  appreciation  for  our  comments  and  indicated  that 
he  wished  to  see  the  committees'  recommendations  before 
taking  a position  on  the  measure. 

25.  HIV 

The  Board  reviewed  and  considered  several  reports  and  a 
substitute  resolution  considered  and  adopted  by  the  AMA 
House  of  Delegates  during  its  June  1 991  Annual  meeting.  The 
wording  of  the  substitute  resolution  regarding  AIDS  appears  in 
the  report  of  the  delegate  to  the  AMA.  In  a related  matter,  the 
Association  has  joined  the  AMA  in  expressing  opposition  to  a 
measure  introduced  by  Senator  Jesse  Helms  which  would 
make  it  a federal  crime  for  an  HIV-infected  physician  to  treat  a 
patient  without  disclosing  the  physician's  condition.  The  NMA 
Task  Force  on  AIDS  is  being  requested  to  address  these  issues 
and  informational  items  in  the  near  future. 

26.  RURAL  HEALTH  EDUCATION  NETWORK  (RHEN) 

During  the  1991  Annual  Session,  the  House  adopted  a 
resolution  expressing  support  to  the  University  of  Nebraska 
Medical  Center's  effort  to  promote  individual  programs  such  as 
RHEN.  The  resolution  also  encouraged  the  Nebraska  Legisla- 
ture to  support  this  effort  with  adequate  funding.  The  1991 
Legislature  provided  funding  for  the  RHEN  project.  The  Board 
of  Directors  has  requested  that  a representative  of  the  Medical 
Center  be  present  at  the  appropriate  reference  committee  to 
answer  questions  regarding  the  RHEN  project  and  to  discuss 
the  matter  in  more  detail. 

The  Board  submits  these  items  to  the  House  of  Delegates  for 
its  approval,  and  stands  ready  to  consider  additional  matters 
which  may  be  presented  to  the  Board  during  this  session. 

REPORT  OF  THE  DELEGATE  TO  THE  AMA 

The  AMA  House  of  Delegates  met  in  Chicago  from  June  23 
through  June  27,  1991.  There  were  438  delegates  seated  and 
the  House  voted  to  seat  four  additional  specialty  societies  to 
bring  the  total  voting  delegates  to  442. 

The  following  four  additional  specialty  societies  were  added; 
1)  American  Medical  Directors  Association,  2)  Society  of 
Cardiovascular  and  Interventional  Radiology,  3)  Society  of 
Critical  Care  Medicine,  and  4)  American  Orthopaedic  Foot  and 
Ankle  Society. 

The  delegates  agenda  contained  106  reports  and  263  reso- 
lutions. 

The  elections  for  AMA  officers,  trustees  and  council  mem- 
bers were  held  June  26.  Doctor  Jerald  R.  Schenken  was  re- 
elected for  his  third  term  on  the  Board  of  Trustees. 

A wide  variety  of  issues  were  considered  in  socio-economics, 
science  and  public  health.  The  following  is  a synopsis  of  the 
major  issues  considered  at  the  meeting: 

Medicare  Physician  Payment  System  (RBRVS) 

The  AMA  has  viewed  Medicare  adoption  of  RBRVS-based 
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payment  schedule  as  a means  of  preserving  fee-for-service  as 
a viable  Medicare  option,  and  has  used  its  support  for  such 
assistance  to  defeat  proposals  for  physician  DRCs  or  wide- 
spread capitation  for  Medicare,  as  well  as  to  fend  off  even  more 
severe  proposed  budget  cuts  than  those  actually  enacted  since 
1984. 

The  House  adopted  the  following  policies. 

1 . AMA  reaffirmed  its  policies  in  support  of  an  RBRVS-based 
Medicare  indemnity  payment  schedule.  However,  failing 
appropriate  adjustments  in  the  RBRVS  payment  meth- 
odologies for  Medicare,  the  AMA  Board  of  T rustees  was 
given  the  authority  to  withdraw  AMA  support  of  imple- 
mentation of  the  RBRVS; 

2.  The  AMA  strongly  opposes  reductions  in  the  payment 
schedule  conversion  factor  due  to  volume  offset  assump- 
tions and  spending  increases  resulting  from  the  transition 
formula; 

3.  The  AMA  carefully  evaluate  and  use  caution  in  support  of 
any  wider  program  use  of  either  the  RBRVS  or  the  new 
Medicare  physician  payment  system  until  the  conversion 
factor  reductions  are  reversed  and  until  there  is  an  accept- 
able level  of  Medicare  experience  with  this  new  system; 
and  that  the  AMA  produce  a current  evaluation  of  RBRVS 
and  the  new  Medicare  physician  payment  system  to 
ensure  that  reimbursements  for  physicians  are  equitable, 
appropriate  and  adequate,  with  a report  back  at  the  1 99 1 
Interim  Meeting; 

4.  The  AMA  oppose  any  further  public  program  use  of  either 
the  RBRVS  or  the  new  Medicare  physician  payment 
system  until  the  conversion  factor  reductions  are  reversed 
and  until  there  is  an  acceptable  level  of  Medicare  experi- 
ence with  this  new  system; 

5.  The  AMA  continue  to  work  productively  with  HCFA  on 
such  issues  as  revision  of  visit  and  consultation  codes, 
RVS  updating,  and  other  elements  of  the  pending  Medi- 
care physician  payment  system; 

6.  The  AMA  embark  on  a major  campaign  to  educate 
physicians  and  their  organizations  about  the  new  Medi- 
care payment  system,  and  that  the  Board  report  back  to 
the  House  on  its  status  at  the  1 991  Interim  Meeting;  and, 

7.  The  AMA  monitor  the  transition  to  the  new  system  and 
report  back  at  each  Interim  and  Annual  Meeting  of  the 
House  during  the  transition. 

HIV  Testing 

HIV  testing  involved  a great  deal  of  time  of  the  House  of 
Delegates.  Doctor  Roffman  served  on  the  Reference  Commit- 
tee concerning  this  issue. 

The  House  adopted  the  following  policy  positions  regarding 
routine  HIV  testing,  testing  for  health  care  workers  and  pa- 
tients, and  testing  for  prisoners: 

1 . Hospitals,  clinics  and  physicians  may  adopt  routine  HIV 
testing  based  on  their  local  circumstances.  Such  a pro- 
gram is  not  a substitute  for  universal  precautions.  Local 
considerations  may  include; 

a.  likelihood  that  knowledge  of  a patient's  serostatus  will 
improve  patient  care  and  reduce  HIV  transmission 
risk; 

b.  prevalence  of  HIV  in  patients  undergoing  invasive 
procedures; 

c.  costs,  liabilities,  and  benefits;  and 

d.  alternative  methods  of  patient  care  and  staff  protec- 
tion available  to  the  patient; 

2.  Routine  HIV  testing  should  include  appropriately  modi- 
fied informed  consent  and  modified  pre-test  and  post-test 
counseling  procedures.  The  Board  of  Trustees  will  de- 


velop a simplified,  modified  informed  consent  form  by 
Interim  1991.  Informed  consent  should  include  the  fol- 
lowing information: 

a.  patient  option  to  receive  more  information  and/or 
counseling  before  deciding  whether  or  not  to  be 
tested;  and, 

b.  patient  should  not  be  denied  treatment  if  he  or  she 
refuses  HIV  testing,  unless  knowledge  of  HIV  status  is 
vital  to  provide  appropriate  treatment.  In  this  instance, 
the  physician  may  refer  the  patient  to  another  physi- 
cian for  care; 

3.  All  negative  test  results  should  be  provided  in  a confiden- 
tial manner  accompanied  by  information  on  the  meaning 
of  these  results  and  the  offer,  directly  or  by  referral,  of 
appropriate  counseling; 

4.  All  positive  HIV  results  should  be  provided  in  a confiden- 
tial face-to-face  session  by  a professional  properly  trained 
in  HIV  post-test  counseling  and  with  sufficient  time  to 
address  the  patient's  concerns  about  medical,  social,  and 
other  consequences  of  HIV  infection; 

5.  When  an  individual  presents  to  a physician  with  concerns 
about  possible  exposure  to  HIV  or  when  a history  of  high 
risk  behavior  exists,  full  pre-test  and  post-test  counseling 
procedures  should  be  utilized;  and 

6.  State  medical  associations  should  be  encouraged  to 
review  and  seek  modification  of  state  laws  that  restrict  the 
ability  of  hospitals  and  other  medical  facilities  to  initiate 
routine  HIV  testing  programs; 

The  following  resolution  was  passed  regarding  HIV  testing 
for  health  care  workers  and  patients: 

RESOLVED,  That  the  American  Medical  Association  support 
HIV  testing  of  physicians,  healthcare  workers  and  students  in 
appropriate  situations;  and  be  it  further 

RESOLVED,  That  the  AMA  study  the  issues  related  to  such 
testing  including  specifying  situations  in  which  testing  should 
be  performed,  the  frequency  of  testing,  and  the  relationship  of 
such  testing  to  licensure,  professional  liability  insurance,  grant- 
ing of  privileges  or  any  credentialing  process  with  report  back 
at  Interim  '91;  and  be  it  further 

RESOLVED,  That  the  AMA  supports  the  position  that  HIV 
testing  be  done  on  physicians,  other  health  care  workers,  and 
patients  consistent  with  testing  for  other  infections  and  com- 
municable diseases;  and  be  it  further 

RESOLVED,  That  the  AMA  encourage  education  of  patients 
and  the  public  about  the  limited  risks  of  iatrogenic  HIV 
transmission. 

Considerable  debate  resulted  around  the  testing  of  prisoners 
for  HIV  infection  and  tuberculosis.  The  following  six  principles 
were  adopted: 

1.  Testing  for  HIV  infection  and  tuberculosis  should  be 
mandatory  for  all  inmates  in  federal  and  state  prisons. 

2.  During  incarceration,  prisoners  should  be  tested  for  HIV 
infection  as  medically  indicated  or  upon  their  request. 

3.  All  inmates  and  staff  should  be  screened  for  tuberculosis 
infection  and  retested  at  least  annually.  If  it  is  noted  that 
there  is  an  increase  in  cases  of  tuberculosis  or  HIV 
infection,  more  frequent  retesting  may  be  indicated. 

4.  Testing  for  HIV  infection  and  tuberculosis  should  be 
mandatory  for  all  prisoners  within  60  days  of  their  release 
from  prison. 

5.  During  their  post-test  counseling  procedures,  prison  medi- 
cal directors  should  encourage  HIV-infected  inmates  to 
confidentially  notify  their  sexual  or  drug-using  partners. 

6.  That  correctional  medical  care  must,  as  a minimum,  meet 
the  prevailing  standards  of  care  for  HIV-infected  persons 


406  Nebraska  Medical  Journal  December  1991 


in  the  outside  community  at  large.  Prisoners  should  have 
access  to  all  approved  therapeutic  drugs  and  generally 
employed  treatment  strategies. 

Assistants  at  Surgery 

The  following  policies  were  adopted; 

1 . That  the  American  Medical  Association  oppose  any  effort 
by  Medicare  or  any  other  third  party  payor  to  limit 
payment  for  medically  necessary  care,  especially  in  the 
area  of  assistants  at  surgery; 

2.  That  the  AMA  support  and  participate  in,  as  appropriate, 
the  efforts  of  state  and  specialty  societies  to  develop 
guidelines  for  appropriate  use  of  physicians  as  assistants 
at  surgery;  and, 

3.  That  the  AMA  continue  to  oppose  and  seek  regulatory 
and/or  legislative  relief  from  the  discriminatory  down- 
grading or  elimination  of  Medicare  payments  for  assis- 
tants at  surgery. 

Equitable  Reimbursement  for  Young  Physicians 

The  following  policies  were  adopted: 

1 . That  the  American  Medical  Association  maintain  passage 
of  H.R.  1898,  a bill  to  amend  the  Social  Security  Act  to 
repeal  reduced  Medicare  reimbursement  for  new  physi- 
cians, as  a top  rank  legislative  priority;  and, 

2.  That  the  AMA  urge  state  medical  societies  and  national 
medical  specialty  societies  to  join  with  it  in  actively 
seeking  co-sponsors  for  H.R.  1898  and  introduction  and 
co-sponsorship  of  a Senate  companion  bill. 

Bush  Administration  Professional  Liability  Proposal 

The  following  policies  were  adopted; 

1.  That  the  American  Medical  Association  commend  the 
Bush  Administration  for  its  legislative  efforts  designed  to 
achieve  medical  liability  reform;  and 

2.  That  the  AMA  support  the  elements  of  legislative  propos- 
als introduced  in  the  102nd  Congress  which  are  consis- 
tent with  Association  policy,  including: 

a.  limitations  of  $250,000  or  lower  on  recovery  of  non- 
economic damages; 

b.  the  mandatory  offset  of  collateral  sources  plaintiff 
compensation; 

c.  decreasing  sliding  scale  regulation  of  attorney  contin- 
gency fees. 

d.  periodic  payment  of  future  awards  of  damages;  and, 

e.  a limitation  on  the  period  for  suspending  the  applica- 
tion of  state  statutes  of  limitations  for  minors  to  no 
more  than  six  years  after  birth. 

National  Practitioner  Data  Bank 

The  following  policies  were  adopted: 

1 . That  the  American  Medical  Association  urge  the  Depart- 
ment of  Health  and  Human  Services  to  retain  an  indepen- 
dent consultant  to: 

a.  evaluate  the  utility  and  effectiveness  of  the  National 
Practitioner  Data  Bank, 

b.  evaluate  the  confidentiality  and  security  of  the  report- 
ing, processing,  and  distribution  of  Data  Bank  informa- 
tion, and  provide  the  findings  and  recommendations 
to  the  National  Practitioner  Data  Bank  Executive 
Committee  and  the  General  Accounting  Office; 

2.  That  the  AMA  take  appropriate  steps  to  have  Congress 
repeal  Section  4752  (f)  of  the  Omnibus  Budget  Reconcili- 
ation Act  of  1 990  requiring  peer  review  organizations  and 
private  accreditation  entities  to  report  any  negative  action 


or  finding  to  the  Data  Bank; 

3.  That  the  AMA  oppose  any  legislative  or  administrative 
efforts  to  expand  the  Data  Bank  reporting  requirements 
for  physicians,  such  as  the  reporting  of  a physician  who  is 
dismissed  from  a malpractice  suit  without  any  payment 
made  on  his  or  her  behalf,  or  to  expand  the  entities 
permitted  to  query  the  Data  Bank  such  as  public  and 
private  third  party  payors  for  purposes  of  credentialing  for 
reimbursement; 

4.  That  the  AMA  seek  to  amend  the  Health  Care  Quality 
Improvement  Act  of  1 986  to  allow  a physician,  at  the  time 
the  physician  notifies  the  Data  Bank  of  a dispute,  to  attach 
an  explanation  or  statement  to  the  disputed  report; 

5.  That  the  AMA  urge  HHS  to  work  with  the  Federation  of 
State  Licensing  Boards  to  refine  its  breakdown  of  drug 
violation  reporting  into  several  categories; 

6.  That  the  AMA  urge  HHS  to  analyze  malpractice  data 
gathered  by  the  Physician  Insurance  Association  of  America 
and  recommend  to  Congress  that  a threshold  of  at  least 
$30,000  for  the  reporting  of  malpractice  payments  be 
established  as  soon  as  possible; 

7.  That  the  AMA  continue  to  work  with  EIHS  to  allow 
physicians  an  expanded  time  period  to  verify  the  accuracy 
of  information  reported  to  the  Data  Bank  prior  to  its 
release  in  response  to  queries; 

8.  That  the  AMA  work  with  HHS  and  the  Office  of  Manage- 
ment and  Budget  to  reduce  the  amount  of  information 
required  on  the  request  for  information  disclosure  form 
and  to  improve  the  design  of  the  form  to  allow  for  more 
efficient  processing  of  information; 

9.  That  the  AMA  continue  to  work  with  HHS  to  improve  its 
mechanism  to  distribute  revisions  and  clarifications  of 
Data  Bank  policy  and  procedures;  and, 

1 0.  That  the  AMA  review  questions  regarding  reportability  to 
the  Data  Bank  and  that  periodic  updates  on  reportability 
issues  be  provided  to  the  AMA  House  of  Delegates. 

Nebraska  Resolution  #57  was  introduced  to  Reference 
Committee  B.  This  resolution  dealt  with  discontinuation  of 
payment  for  interpretation  of  EKCs  in  physician's  offices. 

RESOLVED,  That  the  American  Medical  Association  seek 
Congressional  sponsorship  of  legislation  to  repeal  the  provi- 
sion of  the  Medicare  Amendments  of  1 990  which  authorized 
discontinuation  of  payment  for  interpretation  of  in-house  EKCs. 

This  resolution  was  reaffirmed. 

Your  Delegates,  Doctors  Cornelius,  Roffman,  Coe  and 
Williams  sincerely  appreciate  the  opportunity  to  represent  the 
Nebraska  Medical  Association  at  the  American  Medical 
Association's  House  of  Delegates  meeting.  We  will  be  most 
happy  to  answer  any  questions  you  may  have  regarding  the 
issues  presented. 

Respectfully  submitted, 

Blaine  Y.  Roffman,  M.D. 

Delegate  to  the  AMA 


REPORT  OF  THE  DELEGATE 
TO  AMA  YOUNG  PHYSICIANS  SECTION 

The  annual  session  of  the  AMA-Young  Physicians  Section 
(AMA-YPS)  convened  in  Chicago  on  Friday  and  Saturday,  21 
and  22  June.  Your  Delegate,  Jim  Fosnaugh  of  Lincoln,  and 
Alternate  Delegate,  Tammy  Johnson  of  Cambridge,  were  both 
present. 

30  resolutions  and  4 reports  were  debated  at  two  reference 
committee  meetings.  7 other  reports  were  available  and  filed 
for  information  purposes. 
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Two  resolutions  were  combined  and  adopted  regarding 
military  and  military  reserve  physicians,  and  direct  the  AMA 
YPS  Governing  Council  to  conduct  a comprehensive  review  of 
many  related  issues,  and  to  report  back  to  the  AMA-YPS 
Assembly  at  1-91 . The  long  list  includes  two  issues  pertaining  to 
civilian  physicians:  a)  Department  of  Defense  contingency 
plans  and  criteria  for  a physician  draft,  and  b)  D.O.D.  contin- 
gency plans  to  utilize  the  civilian  medical  system  to  treat  war- 
time casualties. 

Fair  reimbursement  for  the  patients  of  young  physicians 
continues  to  be  a leading  issue  of  concern,  discussion  and 
action  by  the  YPS.  The  Assembly  was  privileged  to  hear  a 
presentation  by  the  Honorable  Ed  Towns,  U.S.  Representative 
of  the  1 1 th  District  from  New  York,  and  author  of  H.R.  1 898 
(bill  to  repeal  reduced  Medicare  reimbursement  for  the  pa- 
tients of  new  physicians).  Congressman  Towns  also  raised 
several  other  issues  pertinent  to  young  physicians,  including 
reinstatement  of  tax  deductibility  of  interest  on  educational 
loans.  He  expressed  concern  that  the  present  situation  may 
further  erode  accessibility  to  health  care  for  people  in  already 
underserved  inner  city  and  rural  regions.  Resolution  24  was 
adopted  and  directs  AMA-YPS  Delegates  and  Alternates  to 
help  implement  grassroots  efforts  to  obtain  co-sponsors  and 
broad-based  support  for  H.R.  1 898.  In  addition.  Resolution  25 
was  adopted  and  forwarded  to  the  AMA  to  actively  seek 
sponsors  and  support  legislation  reinstating  tax  deductions  for 
student  loan  interest. 

Efforts  to  promote  "mainstreaming"  of  young  physicians  into 
positions  of  leadership  were  review'ed.  We  were  delighted  to 
learn  that  George  McGee,  M.D.,  a previous  YPS  Governing 
Council  Chairman,  has  just  been  appointed  to  the  Long  Range 
Planning  Council.  Dr.  McGee  was  invited  to  testify  to  the 
Assembly,  and  reported  the  LRPC  is  actively  exploring  ways  to 
facilitate  leadership  opportunities  for  underrepresented  groups, 
including  young  physicians.  We  did  adopt  YPS  resolution  28 
directing  the  YPS  Delegate  to  the  AMA  to  support  AMA 
resolution  202  which  addresses  this  issue.  A resolution  to  seek 
a "slotted"  seat  for  young  physicians  in  LRPC  was  soundly 
defeated  and  considerable  testimony  against  the  general  con- 
cept of  slotted  seats  was  heard. 

Resolutions  adopted  and  sent  to  A-91  HOD  included: 

1 9 - asks  AMA  to  develop  guidelines  for  physicians  with 
communicable  diseases 

5 - calls  on  AMA  to  study  if  limiting  charges  and  bal- 

anced billing  limitations  will  hurt  access  to  care 

1 - research  for  better  supplies  to  protect  health  work- 
ers from  HIV 

1 6 - study  "caller-identification"  phone  services  as  inva- 
sion of  privacy  and  potential  detriment  to  such 
services  as  suicide  hot  lines 

26  - the  intrusion  upon  the  confidentiality  of  physician- 
patient  relationship  of  the  recent  bill  prohibiting 
federal  funding  for  clinics  where  certain  procedures 
may  be  discussed 

1 2 - the  intrusion  upon  the  practice  of  medicine  by 
mandating  testing  for  specific  communicable  dis- 
eases in  prisoners,  rather  than  leaving  it  to  the 
medical  judgement  of  the  prison  physician. 

Resolutions  adopted  to  be  sent  to  1-91  HOD  (December): 

1 1 - reducing  smoking  in  prisons 

Resolutions  affirming  support  for  current  AMA  policy  or 
efforts: 

1 3 - more  timely  Medicare  payment  data  from  HCFA  (at 
least  6 weeks  before  deadline  to  decide  if  to  Partici- 
pate or  not) 

6 - new  initiatives  to  help  victims  of  interpersonal  vio- 

lence 

14  - prevention  of  sexual  abuse 


Other  adopted  resolutions: 

10  - support  promises  and  goals  agreed  to  at  the  World 
SummitforChildren(similartoA-91  Resolution  1 10) 
22  - include  practice  management  topics  in  "On  Call" 
(magazine  of  YPS). 

Resolutions  left  unresolved  and  referred  to  the  Governing 
Council: 

30  and  20  - YPS  terms  of  office  and  tenure  (to  be  reported 
back  1-91 ) 

7  - nonpowder  gun  safety  (Referred  for  Decision) 

9 - increased  distribution  of  AMA  News  (report  back 
1-92  (18  months)) 

4 - anti-tobacco  advertising 
18  - violent  crimes  against  physicians 

Finally,  a superb  3 hour  seminar  (actually  mostly  a rivetting 
monologue)  was  presented  by  Michael  E.  Dunn  reviewing  the 
intricacies  of  the  legislative  process,  how  to  get  our  views 
heard,  how  to  communicate  with  our  elected  representatives 
by  mail  (and  how  NOT  to!)  and  otherwise.  Delegates  received 
a Participants  Handbook  "Developing  Constituent  Skills:  A 
Guide  for  Political  Activists  and  Key  Contacts  in  Medicine" 
sponsored  by  the  Division  of  Political  Education  of  the  AMA. 
It  is  the  opinion  of  your  YPS  Delegate  and  Alternate  Delegate 
that  Mr.  Dunn  should  be  invited  to  a future  NMA  meeting  to 
present  his  seminar  and  workshop. 

Respectfully  submitted, 
lames  A.  Fosnaugh,  M.D. 


REPORT  OF  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

Thank  you  again  for  the  opportunity  to  report  about  events 
at  Creighton  University  since  the  last  NMA  meeting  held  in  the 
Spring  of  1991.  Our  rapidly  changing  environment,  both 
educational  and  professional,  requires  that  we  continuously 
examine  our  goals  and  our  means  of  achieving  them.  In 
response  to  these  needs,  the  School  of  Medicine  has  continued 
its  strategic  planning  and  has  integrated  it  with  the  university's 
plan. 

In  August  1991,  the  School  of  Medicine  re-examined  its 
strengths,  weaknesses  and  the  environment  in  which  to  carry 
out  our  mission  and  strive  to  achieve  our  goals.  We  revised  our 
definition  of  strategic  issues  and  made  modest  revisions  in  our 
strategies.  No  major  changes  have  resulted  but  the  methods  by 
which  we  expect  to  continue  to  provide  excellent  medical 
student,  resident,  graduate  student  and  continuing  education, 
to  conduct  productive  programs  of  scholarship,  and  to  assess 
and  introduce  new  knowledge  and  technology  into  the  profes- 
sional practices  of  our  region  have  been  refined. 

The  Class  of  1 995,  that  matriculated  August  22,  was  chosen 
from  an  applicant  pool  of  approximately  5,300.  This  represents 
a 35%  increase  in  our  applicant  pool  from  last  year  and  is  50% 
larger  than  two  years  ago.  In  addition  to  a larger  applicant  pool, 
those  students  chosen  to  matriculate  bring  academic  creden- 
tials that  are  even  better  than  the  usually  excellent  ones  of 
recent  years.  The  class  comes  from  26  states,  61  undergradu- 
ate colleges,  and  includes  two  students  from  two  foreign 
countries.  It  includes  33%  women,  1 0 minorities,  and  students 
with  32  undergraduate  majors  and  a great  variety  of  experi- 
ences. As  usual,  this  will  be  a stimulating  and  challenging  group 
of  young  people  entering  education  for  our  profession. 

The  past  year  has  seen  the  resignation  of  two  chairmen  of  the 
School  of  Medicine.  Dr.  Tom  DeMeester  resigned  in  the  Fall  of 
1990,  to  become  chairman  at  the  University  of  Southern 
California  School  of  Medicine  and  Dr.  Robert  Cox  resigned  in 
July  1991,  as  Chairman  of  Pathology.  Search  committees  are 
currently  in  place  and  generating  attractive  candidates  for  both 
of  these  positions.  Dr.  Michael  McGuire  has  assumed  the  role 


408  Nebraska  Medical  Journal  December  1991 


of  InterifTi  Chairman  of  the  Department  of  Surgery  and  Dr.  W. 
Eugene  Sanders,  Chairman  of  Medical  Microbiology,  has  as- 
sumed the  responsibilities  of  Interim  Chairman  of  the  Depart- 
ment of  Pathology. 

Drs.  Cox  and  Demeester  both  made  major  contributions  to 
the  development  of  our  educational  programs  and  are  to  be 
commended  for  their  commitment  to  Creighton,  Nebraska 
and  to  our  community  and  region. 

We  have  also  continued  modest  expansions  of  our  pro- 
grams. Ihe  Ambulatory  Care  and  Education  facility  described 
in  my  report  a year  ago  is  nearing  completion  now. 

In  conjunction  with  the  Florence  EHome  we  have  also  devel- 
oped a plan  to  construct  a facility  for  providing  ambulatory  care 
to  the  residents  of  Florence.  A demographic  study  found  that 
the  number  of  physicians  serving  the  Florence  Community  is 
small  relative  to  the  population.  Thus,  we  have  the  opportunity 
to  assist  in  meeting  the  medical  needs  of  this  community  and 
to  provide  another  opportunity  for  education  in  an  ambulatory 
environment,  essential  in  this  era  of  declining  inpatient  utiliza- 
tion. 

We  are  also  fortunate  to  have  acquired  sufficient  funds  to 
begin  expansion  and  renovation  of  our  basic  science  research 
laboratories  on  the  Creighton  campus.  A federal  grant  of  $2 
million  dollars  plus  $3.5  to  $4  million  in  gifts  enable  us  now  to 
proceed  with  this  project.  We  will  probably  be  breaking  ground 
in  November,  1 991 . 

On  August  1 0, 1 announced  to  the  chairmen  of  the  School  of 
Medicine  my  intention  to  resign  as  Dean  effective  July  1 , 1 992, 
and  to  devote  my  complete  time  and  effort  to  the  Office  of  the 
Vice  President  for  Health  Sciences.  Thus,  my  spring  report  to 
the  Association  will  be  my  last. 

At  the  time  of  my  resignation,  I will  have  served  ten  years  in 
the  Dean's  Office.  During  that  time  there  have  been  many 
changes  in  the  environment  in  which  we  conduct  our  educa- 
tion, research  and  clinical  care  activities,  and  many  changes  in 
our  medical  school  in  order  to  accommodate  itself  and  to 
improve  its  programs.  Our  faculty  has  grown  both  in  quantity 
and  quality.  We  have  made  significant  changes  in  the  educa- 
tion of  our  medical  students,  residents,  practicing  professionals 
and  of  graduate  students  in  basic  sciences.  We  have  added 
important  and  productive  academic  programs,  we  have  intro- 
duced new  technologies,  we  have  enhanced  our  commitment 
to  serving  the  public  and  the  profession,  and  have  been  a 
steadily  increasing  applicant  pool  for  our  relatively  small  class. 

My  first  nine  years  as  Dean  have  been  eventful  and  happy. 

I fully  expect  the  last  year  to  be  equally  so.  I and  this  university 
commit  ourselves  to  excellence  in  medical  education  and  to 
serving  the  community  and  the  profession. 

Respectfully  submitted, 

Richard  F.  O'Brien,  M.D. 

Vice  President  of  Health  Sciences 
Dean,  School  of  Medicine 


REPORT  OF  THE  UNIVERSITY  OF 
NEBRASKA  COLLEGE  OF  MEDICINE 

As  I prepare  to  leave  Nebraska,  it  is  with  a considerable 
degree  of  sadness  and  nostalgia  that  I write  this,  my  last  report 
to  the  NMA.  I have  generally  enjoyed  very  much  my  relation- 
ship with  the  NMA,  and  have  appreciated  its  support  for  the 
College  of  Medicine,  as  well  as  the  support  of  its  individual 
members.  On  a personal  note,  I have  particularly  enjoyed 
making  many  new  friends,  and  those  friendships  I shall  treasure 
always. 

Everything  has  not  always  been  absolutely  smooth  between 
the  College  of  Medicine  and  the  NMA,  or  between  me  and 


some  of  the  members,  but  it  would  be  unreasonable  to  expect 
that  there  would  not  be  an  occasional  bump  in  the  road.  I here 
are  a lot  of  reasons  for  this,  including  that  I make  mistakes,  that 
we  do  not  always  explain  our  programs,  goals,  plans,  etc. 
perfectly,  and  that  our  goals  may  sometimes  be  in  conflict  with 
those  of  the  private  sector.  As  mentioned  above,  the  conflicts 
have  been  few  and  have  been  handled  in  a professional 
tnanner,  and  I am  sure  future  progress  throughout  the  state  will 
be  well  served  by  an  increasing  cooperation  between  the 
private  tnedical  community  and  the  College  of  Medicine. 

I his  having  been  said,  I still  believe  that  there  is  no  medical 
school  in  the  country  that  is  supported  any  better  by  the 
practicing  community  than  is  the  University  of  Nebraska 
College  of  Medicine.  On  behalf  of  past  and  current  medical 
students,  I thank  you  for  this,  and  encourage  you  to  redouble 
your  efforts  for  the  next  Chancellor  and  Dean. 

Respectfully  submitted 

Robert  Ft.  Waldman,  M.D. 

Dean 

University  of  Nebraska  College  of  Medicine 

REPORT  OF  THE 

STATE  DEPARTMENT  OF  HEALTH 

FAMILY  HEALTH  SERVICES 

MATERNAL  AND  CHILD  HEALTH  SERVICES 
COORDINATION  IN  OMAHA/DOUGLAS  COUNTY 

While  in  receipt  of  a Special  Projects  of  Regional  and 
National  Significance  (SPRANS)  Grant,  the  Nebraska  Depart- 
ment of  Health  (NDOH)  contracted  with  a consultant  to  study 
the  "Coordination  of  Maternal  and  Child  Health  (MCH)  Funded 
Services  and  the  Allocation  Process  of  Title  V funds  in  the 
Omaha/Douglas  County  Area."  This  study  has  been  com- 
pleted and  a copy  of  the  report  provided  to  the  Nebraska 
Medical  Association.  Over  fifty  (50)  individuals  were  inter- 
viewed during  the  information  gathering  phase  of  this  study. 
The  report  will  be  used  by  NDOH  to  improve  coordination 
among  MCH  providers  and  allocate  MCH  funds  in  the  future. 

At  this  time,  the  NDOH  is  working  in  conjunction  with  the 
Douglas  County  Health  Department  in  receiving  and  aggregat- 
ing the  comments  about  the  report.  A meeting  will  be  held  in 
Fall  1 991  to  discuss  the  report,  the  ensuing  comments  and  to 
formulate  plans  to  provide  MCH  services  to  the  Omaha/ 
Douglas  County  area  in  the  most  efficient,  cost-effective  and 
coordinated  manner. 

MATERNAL  AND  CHILD  HEALTH  (MCH) 

BLOCK  GRANTS  ALLOCATION 

The  Nebraska  Department  of  Health  received  59  requests 
for  Maternal  and  Child  Health/Title  V Block  Grant  funds  to 
implement  health  programs  for  mothers  and  children  during 
fiscal  year  1992.  Several  priorities  were  targeted,  including  4 
counties  which  were  identified  during  the  MCH  needs  assess- 
ment as  having  high  infant  mortality;  Douglas,  Lancaster, 
Thurston  and  Scotts  Bluff. 

Limited  availability  of  federal  funds  along  with  the  need  to 
fund  identified  priorities  required  reductions  of  1 5%  to  most 
current  projects.  Three  new  projects  were  funded:  the  Lincoln 
Indian  Center's  Teenage  Pregnancy  Prevention  project;  Ihe 
Omaha  Tribe  of  Nebraska's  Infant  Mortality  Reduction  project 
and  Merrick  County  Health  Department's  Teenage  Pregnancy 
Prevention  and  Home  Visit  project.  In  addition,  funds  were 
provided  for  enhancement  of  the  Panhandle  Maternal  and 
Child  Health  Project.  Local  health  departments  received  level 
funding. 

A total  of  $3,838,000  was  allocated  to  58  projects,  20  of 
which  will  be  implemented  by  Divisions  in  the  Department  and 
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local  health  departments.  Total  dollar  amounts  awarded; 


External  applicants $2,021,369.00 

County  Health  Departments 208,847.00 

NDOH  Divisions  (Internal  applicants)  836,632.00 


Medically  Handicapped  Childrens  Program  771,1  52.00 

$3,838,000.00 


HEALTH  PROMOTION  AND  DISEASE  PREVENTION 

BEHAVIORAL  RISK  FACTOR  SURVEILLANCE  SYSTEM  (BRFSS) 

In  March  1 982,  the  Nebraska  Department  of  Health  Division 
of  Promotion  and  Education  conducted  their  first  Behavioral 
Risk  Factor  Prevalence  Survey  on  a statewide  basis  with 
assistance  from  the  Centers  for  Disease  Control  (CDC)  in 
Atlanta,  Georgia.  Utilizing  the  common  data  items  developed 
by  CDC,  this  initial  survey  was  part  of  the  pilot  program  for  the 
nation  and  contributed  significantly  to  the  development  of 
health  promotion  goals  and  objectives  for  Nebraska.  In  March 
1 986,  a second  Behavioral  Risk  Factor  Survey  was  conducted. 
Upon  comparison  of  1 982  and  1 986  data,  program  goals  and 
objectives  were  adjusted  to  reflect  the  new  data  outcomes. 

Beginning  in  january  1987,  Nebraska  became  part  of  the 
Behavioral  Risk  Factor  Surveillance  System  (BRFSS)  initiated 
through  the  Centers  for  Disease  Control.  Since  this  time  the 
BRFSS  has  been  conducted  on  a monthly  basis.  A minimum  of 
135  interviews  are  completed  each  month  for  a total  of  1 620 
per  year.  All  the  surveys  conducted  thus  far  in  Nebraska  have 
included  the  core  data  items  and  selected  modules  developed 
by  CDC.  Survey  data  is  collected  using  computerized  inter- 
views and  sent  to  CDC. 

The  NDOH  Division  of  Health  Data  and  Statistical  Research 
has  assisted  with  the  statistic  analysis  and  interpretation  of  the 
data.  One  comprehensive  report  was  generated  on  the  1987 
and  1 988  data  and  plans  are  underway  for  another  report  on 
the  1 989  and  1 990  data.  In  1991,  three  special  reports  will  be 
completed  on  specific  risk  factors;  i.e.  cardiovascular  disease, 
cancer,  accidents,  and  a fourth  report  will  respond  to  interest- 
ing facts  noted  in  the  analysis  for  the  previous  three  reports. 
Quarterly  fact  sheets  are  being  distributed  to  the  general  public 
regarding  health  behaviors  based  on  the  1989  data. 

The  Nebraska  Department  of  Health  is  committed  to  con- 
tinuing and  expanding  its  program  of  health  education/risk 
reduction.  The  statewide  Behavioral  Risk  Factor  Surveillance 
System  contributes  significantly  to  the  data  needed  for  pro- 
gram planning  and  evaluation,  to  the  plotting  of  new  trends  in 
health  risk  behaviors,  and  to  the  accomplishment  of  the  overall 
program  goals  and  objectives. 

HIV/AIDS  UPDATE 

The  total  cumulative  reported  cases  of  AIDS  as  of  July  31, 
1 991,  are  222  (220  adults  and  2 children)  an  increase  from  1 88 
(186  adults  and  2 children)  on  December  31,  1990.  Reported 
cases  for  the  time  period  January  1,  1991,  to  July  31,  1991, 
totaled  33  compared  to  25  for  the  same  period  in  1990.  In 
addition,  67  cases  of  AIDS  have  been  treated  in  Nebraska  but 
were  diagnosed  and  reported  in  another  state. 

THE  NDOH  has  been  awarded  $1  20,000  to  provide  conti- 
nuity of  care  for  individuals  with  HIV  disease/AIDS.  This  Ryan 
White  Titled  I funxiingwill  provide  reimbursement  for  drugs  and 
equipment  to  administer  drugs,  and  home  and  community- 
based  care  for  individuals  who  need  these  services  but  don't 
have  other  monetary  resources  to  cover  costs.  Funding  will  be 
used  to  establish  a care  consortia  and  case  management  pilot 
project  in  the  Kearney/Hastings/Crand  Island  area.  The  HIV/ 
AIDS  Program  will  also  consider  the  feasibility  of  a financial 
assistance  program  that  would  enable  eligible  low-income 
individuals  with  HIV  disease  and  AIDS  to  maintain  health 
insurance. 


IMMUNIZATION  PILOT  STUDY 

Recently,  the  Nebraska  Medical  Association  passed  a reso- 
lution calling  for  the  Nebraska  Department  of  Health  to 
distribute  public  vaccine  supplies  through  private  physicians' 
offices  rather  than  public  immunization  clinics.  In  response, 
NDOH  proposed  that  a pilot  study  be  conducted  jointly  by 
NDOH  and  NMA  to  explore  various  vaccine  delivery  systems. 
A study  proposal  was  drawn  up  and  submitted  to  the  Nebraska 
Medical  Association  in  July. 

The  study  calls  for  the  evaluation  of  different  vaccine  delivery 
systems  in  four  Nebraska  counties  with  similar  birth  cohorts.  In 
county  A,  the  NDOH  would  provide  vaccine  only  through 
existing  public  immunization  clinics.  In  county  B,  private  phy- 
sicians would  receive  100%  of  the  vaccine  needs  to  provide 
the  primary  immunization  series  (4  DTP,  3 OPV,  4 Hib,  1 MMR) 
to  children  born  during  the  study  period.  In  county  C,  NDOH 
would  supply  vaccine  through  both  public  immunization  clin- 
ics and  private  physicians'  offices.  County  D would  serve  as  a 
control  and  no  public  vaccine  would  be  available  except  for 
that  furnished  by  the  Department  of  Social  Services  for  Medic- 
aid-eligible  children. 

The  proposed  study  would  run  for  two  years.  At  the  end  of 
this  period.  Health  Department  staff  would  conduct  an  immu- 
nization record  survey  to  determine  the  immunization  levels  of 
children  born  in  the  affected  counties. 

Currently  there  is  a national  effort  to  identify  and  remove 
barriers  to  immunizations  and  increase  immunization  levels.  It 
is  hoped  that  the  data  generated  during  this  study  will  help 
guide  future  decisions  regarding  the  distribution  of  public 
vaccine  supplies  so  as  to  achieve  the  highest  possible  immuni- 
zation levels  in  Nebraska  children. 

BUREAU  OF  EXAMINING  BOARDS 

LB456  IMPLEMENTATION 

LB456  was  passed  by  the  Legislature  during  the  1 991  session 
and  is  effective  September  6,  1991.  Some  of  the  major  and 
important  changes  which  this  bill  makes  are  in  the  disciplinary 
process.  These  are: 

1.  It  allows  Boards  of  Examiners  to  review  complaints  and 
make  a recommendation  to  Bureau  of  Examining  Boards 
staff  as  to  whether  the  complaints  should  be  investigated. 

2.  It  allows  for  notification  to  a licensee  that  a complaint  has 
been  filed  against  him/her;  and  the  licensee  has  an  oppor- 
tunity to  respond  to  such  complaint. 

3.  It  allows  for  Boards  to  receive  information  about  the  status 
of  investigations  while  the  investigation  is  going  on;  and  it 
permits  them  to  review  the  investigation  when  Bureau  staff 
has  completed  it,  so  that  Boards  can  submit  their  recom- 
mendations to  the  Attorney  General  along  with  the  inves- 
tigation report. 

4.  It  permits  the  Department  to  take  action  against  licensees 
for  a chemical  impairment  problem  in  the  same  manner  as 
it  now  can  for  mental  or  physical  impairment. 

5.  It  permits  the  Department  to  withhold  from  the  public  until 
the  licensee  has  been  notified,  petitions  or  orders  that 
imposed  disciplinary  action  against  a license. 

ENVIRONMENTAL  HEALTH 

CARBON  TETRACHLORIDE  (CCI^)  IN 
PUBLIC  WATER  SUPPLIES 

Beginning  in  1 989,  all  public  water  supply  systems,  excluding 
those  serving  a transient  population  (restaurants,  rest  areas, 
etc.)  are  required  to  monitor  their  sources  of  water  for  volatile 
organic  chemicals  (VOC).  One  of  the  regulated  VOC  is  carbon 
tetrachloride  which  once  was  used  extensively  as  a grain 
fumigant  by  USDA  and  other  private  grain  handling  facilities.  It 
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generally  gets  into  drinking  water  by  improper  waste  disposal 
and  usage.  The  maximum  contaminant  level  for  CCl^is  0.005 
milligrams  per  liter  (5  parts  per  billion).  If  CCI^  is  in  the  drinking 
water  it  is  also  likely  that  it  is  in  the  indoor  air  since  it  is  volatile. 
ERA  has  classified  CCI^  as  a probable  human  carcinogen  since 
studies  in  animals  have  shown  that  it  can  increase  the  fre- 
quency of  liver  tumors. 

To  date,  carbon  tetrachloride  has  been  found  in  74  wells 
serving  56  different  public  water  supply  systems  (PWS).  In  a 
few  instances,  concentrations  of  carbon  tetrachloride  have 
exceeded  the  MCE  in  the  water  supplied  to  the  PWS  and 
enforcement  action  has  been  taken  by  NDOU  requiring  the 
system  to  return  the  system  to  compliance  either  by  treatment 
or  finding  new  source(s)  of  water.  In  most  cases,  however, 
concentrations  have  been  below  the  MCL  or  the  contaminated 
well  has  been  put  on  standby  status  resulting  in  little  exposure 
to  carbon  tetrachloride. 

HEALTH  FACILITIES  STANDARDS 

SUMMARY  OF  PUBLIC  HEARING  FOR 
LABORATORY  REGULATIONS 

The  public  hearing  for  regulations  written  pursuant  to  the 
Clinical  Laboratories  Certification  Act  was  held  July  30,  1991. 

While  there  were  approximately  90  in  attendance,  23  indi- 
viduals gave  testimony;  seven  were  proponents,  1 5 were 
opponents  to  portions  of  the  regulations,  and  two  gave  neutral 
positions.  In  addition,  there  were  91  written  comments  entered 
into  the  record. 

The  major  opposition  addressed  in  both  written  and  oral 
comments  dealt  with  the  following  issues: 

The  need  for  waivered  testing,  both  for  and  against. 

The  necessity  of  regulations  in  any  form. 

The  cost  of  certification. 

The  opposition  comments  generally  dealt  with  an  individual's 
situation  and  how  the  statute  and  the  regulations  affected 
them.  There  were  some  specific  comments  to  the  regulations 
in  general  with  suggestions  for  changes.  Many  of  the  com- 
ments, both  written  and  oral,  address  the  statute  and  not  the 
regulations. 

Numerous  comments  have  been  received  since  the  close  of 
the  hearing.  While  these  comments  cannot  be  part  of  the 
official  hearing  document,  they  will  be  considered  with  the 
others  as  the  final  regulations  are  developed. 


ADMINISTRATION 


NEBRASKA  DEPARTMENT  OF  HEALTH  BUDGET  REPORT 


The  final  appropriations  to  the  NDOH  for  the  year  ending 
June  30,  1992,  have  been  translated  into  detailed  plans  of 
operations  including  line  item  budgets. 

The  NDOH's  budget  was  increased  to  cover  a part  of  the  cost 
of  negotiated  salary  and  health  insurance  increases  of  approxi- 
mately $690,000. 

The  following  table  displays  the  Departments's  budget. 

NEBRASKA  DEPARTMENT  OF  HEALTH 
Operating  Budget 
For  the  Year  Ending  June  30,  1992 


FUNDING  SOURCE 
General  Fund 

(Sales  and  Income  Taxes) 

Cash  Fund 

(Special  Revenue  Funds) 

Federal  Funds 

(Grants  and  Contracts) 


AMOUNT 
$ 6,600,000 

12,800,000 

23.200,000 

$42,600,000 


DIRECTOR  OF  HEAITH 

Dr.  Mark  Horton  will  become  Director  of  the  Nebraska 
Department  of  Health  in  October  1991.  Dr.  Elorton  is  currently 
an  assistant  professor  in  the  Department  of  Pediatrics  at 
Creighton  University  School  of  Medicine  and  is  an  assistant 
professor  in  the  school's  Department  of  Preventive  Medicine 
and  Public  Health.  Horton  replaces  Dr.  Gregg  Wright,  who  left 
the  Department  after  eight  years  as  director.  Wright  is  now 
research  associate  professor  in  the  Department  of  Educational 
Psychology  at  the  University  of  Nebraska-l  incoln,  a fellow  of 
the  Center  on  Children,  Fartiilies  and  the  Law  and  clinical 
associate  professor  of  pediatrics  at  the  University  of  Nebraska 
Medical  Center. 


REPORT  OF  THE 

DEPARTMENT  OF  SOCIAL  SERVICES 

The  Department  of  Social  Services  is  pleased  to  submit  this 
report  to  the  Nebraska  Medical  Association  for  the  September, 
1 99 1 meeting  of  the  House  of  Delegates.  As  before,  the  report 
focuses  primarily  on  Medicaid  which  has  been  of  interest  to 
physicians.  However,  the  Department  would  like  to  call  atten- 
tion to  the  last  section  of  this  report  which  deals  with  special 
issues  being  addressed  within  other  areas  of  Social  Services. 
The  Department  looks  forward  to  continuing  to  build  a dy- 
namic and  exciting  partnership  enabling  us  both  to  serve  the 
citizens  of  Nebraska  in  even  better  ways. 

MEDICAID  PRACTITIONER  BUDGET  AND  FEE  SCHEDULE 

The  projected  FY  92-93  overall  appropriation  for  Nebraska 
Medicaid  is  $410  million  which  reflects  an  increase  of  $14 
million  to  allow  for  increased  costs  and  utilization.  (See  Attach- 
ment C.) 

The  July,  1991  Nebraska  Medicaid  Practitioners  Fee  Sched- 
ule update  includes  a 4.5%  overall  increase  in  conversion 
factors.  Along  with  the  4.5%  increase  in  conversion  factors, 
additional  increases  focused  on  areas  of  concern  (i.e.,  J codes 
or  injections  given  in  physicians  offices).  This  is  the  third  update 
since  the  implementation  of  the  fee  schedule  in  August,  1 989. 
Included  with  this  update  was  an  update  of  McGraw-Hill  unit 
values  based  on  the  most  recent  McGraw-Hill  edition.  Physi- 
cians and  other  practitioners  will  receive  a hard  copy  fee 
schedule  update  in  the  fall  of  1991.  (See  Attachments  D and  E) 

NEBRASKA  MEDICAID  CLIENT  ELIGIBILITY 

The  number  of  persons  eligible  for  Medicaid  has  increased 
by  21,469  persons  since  July,  1989.  June,  1991  data  reveals  a 
total  of  112,642  Medicaid  eligible  persons  as  compared  to 
June,  1990  with  a total  of  100,732  persons  eligible.  The 
Department  of  Social  Services  expects  to  see  a continued 
increase  in  persons  Medicaid  eligible  as  a result  of  upcoming 
eligibility  changes.  (See  Attachment  A.) 

OMNIBUS  RECONCILIATION  ACT  OF  1990  (OBRA  '90) 

Since  April,  1991,  six  and  seven-year  old  children  with  a 
family  income  equal  to  or  below  100%  of  OMB  poverty 
guidelines  with  no  resource  test  have  been  phased  in.  The 
children  will  be  phased  in  until  all  children  age  20  years  or 
younger  are  covered.  Every  October  1,  an  additional  age  group 
will  be  phased  in  for  Medicaid  coverage  (i.e.,  October  1 , 1991 
children  8 years  and  younger  will  be  phased  in  followed  by 
children  9 years  and  younger  in  October,  1992,  etc.). 

OBRA  '90  established  provisions  for  children  at  133%  of 
poverty  to  stay  eligible  through  the  month  of  their  first  birthday 
if  they  continue  to  reside  with  their  mothers  and  if  the  mother 
was  eligible  at  any  time  during  her  pregnancy. 

PRESUMPTIVE  ELIGIBILITY 

Presumptive  eligibility  for  women  was  also  changed  by 
OBRA  '90.  Presumptive  eligibility  for  pregnant  women  is  an 
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early  enrollment  process  for  prenatal  services  where  a qualified 
provider  may  initiate  the  enrollment  process  at  the  site  where 
services  are  provided.  Ambulatory  prenatal  services  provided 
during  the  presumptive  eligibility  period  are  covered  by  Ne- 
braska Medicaid  regardless  of  the  final  determination  on  the 
woman's  continued  Medicaid  eligibility,  thus  assuring  early 
access  to  prenatal  medical  services  for  pregnant  women.  The 
pregnant  woman  has  until  the  last  day  of  the  following  month 
to  make  application  for  Medicaid.  This  is  a change  from  the 
previous  1 4-day  requirement.  Until  the  final  eligibility  determi- 
nation has  been  completed  by  the  local  office,  the  woman  will 
not  have  a Medicaid  card  to  present,  but  may  have  a copy  of 
the  completed  application  form.  If  there  are  questions  about 
the  woman's  eligibility  during  this  period,  the  provider  may 
contact  the  Nebraska  Medicaid  Eligibility  System  (NMES)  or 
the  local  office  in  their  area.  If  there  are  questions  about  other 
issues  related  to  presumptive  eligibility,  providers  may  contact 
Sandi  Kahlandt  in  Medical  Services  at  (402)  471-9366.  (See 
Attachment  B for  listing  of  qualified  presumptive  eligibility 
providers.) 

OUT-STATION  ENROLLMENT  SITES 

The  new  Federal  law  requires  Medicaid  agencies  to  begin 
processing  of  Medicaid  applications  in  disproportionate  share 
hospitals  and  federally  qualified  health  centers  for  pregnant 
women  and  children  under  8 years.  Nebraska  will  contract  with 
local  hospitals  and  the  Charles  Drew  Health  Center  for  this 
service  allowing  the  providers  to  take  applications  and  conduct 
initial  processing  on  all  covered  Medicaid  groups.  This  provi- 
sion was  effective  )uly  1,  1991. 

NEBRASKA  MEDICAID  PROVIDER  TRAINING 

Between  )une  and  October,  1991,  Medicaid  provider  train- 
ing is  being  presented  at  23  sites  across  the  state. 

Staff  from  the  Medical  Services  and  Claims  Processing 
Divisions  are  presenting  billing  and  policy  information  and 
recent  changes  related  to: 

Recipient  Eligibility 
CPT  diagnosis  coding 

Office/Outpatient/Inpatient/Emergency  room/ 
Consultation  services 
Surgical  services 
Obstetrical  services 

Radiology/Laboratory/Anesthesia  services 
MC-7  explanation  of  medical  claims  activity/ 
reason  disallowed  code 
Adjustment/Refund  procedures 
HEALTH  CHECK  (EPSDT) 

Sterilizations 

Services  for  the  Ineligible  Mother  of  the  Eligible  Unborn/ 
Newborn  Child 

Claim  form  completion  (HCFA  1 500  and  MC-5) 

This  training  is  at  no  cost  to  providers  and  registrations  will  be 
accepted  for  all  remaining  sessions.  Providers  received  registra- 
tion forms  and  training  date  information  in  May.  Additional 
registration  forms  can  be  obtained  by  calling  Pam  Cade  or 
Joyce  Knight  at  (402)  471-9340  or  Judy  Ewell  at  (402)  471- 
9368. 

NEBRASKA  MEDICAID  PEER  REVIEW  CHANGES 

Effective  August  1,  1991,  the  Sunderbruch  Corporation  of 
Nebraska  (TSCN)  will  review  all  inpatient  rehabilitation  ser- 
vices to  determine  if  the  services  are  medically  necessary  and 
meet  the  plan  of  care  requirements  established  by  the  Depart- 
ment. The  review  will  consist  of  an  admission  review  and 
continued  stay  review.  The  admission  review  will  be  con- 
ducted by  telephone  for  in-state  and  out-of-state  facilities. 
Continued  stay  reviews  will  be  performed  on-site  for  services 
provided  by  the  in-state  facilities  and  by  telephone  for  services 
provided  by  out-of-state  facilities. 


The  Sunderbruch  Corporation  of  Nebraska  (TSCN)  will  be 
reviewing  retrospective  cases  for  the  Department  utilizing  a 
new  process.  This  will  allow  for  an  additional  comment  period 
of  30  days  after  a potential  retrospective  denial  determination 
is  made  for  the  physician  to  provide  additional  information 
related  to  the  case  under  review. 

HEALTH  CHECK  (EPSDT) 

It  has  been  almost  a year  since  the  OBRA  '89  federal  changes 
to  the  Early  and  Periodic  Screening,  Diagnosis,  and  Treatment 
Program  have  been  incorporated  into  state  Medicaid  policy. 
The  EPSDT  program  now  referred  to  as  HEALTH  CHECK  is  the 
preventive  health  care  program  for  Medicaid  eligible  children 
under  21  years  of  age.  Some  of  the  changes  are; 

* Prior  authorization  procedures  have  been  removed  from 
dental,  visual  and  hearing  examinations  for  persons  under 
21. 

* Nebraska  adopted  the  American  Academy  of  Pediatric 
Scheduleforfrequency  of  health,  visual,  and  hearing  exami- 
nations. The  schedule  was  placed  on  the  back  of  the 
HEALTH  CHECK  (EPSDT)  MC-5  claim  form.  The  Nebraska 
Dental  Association  has  recommended  dental  screening 
exams  for  children  be  provided  at  six-month  intervals. 
Interperiodic  exams  are  also  covered. 

* States  must  provide  all  medically  necessary  and  federally 
matchable  diagnosis  and  treatment  services  identified  dur- 
ing a HEALTH  CHECK  (EPSDT)  exam.  As  a result,  chemical 
dependency  and  weight  management  clinic  services  are 
now  covered.  Special  equipment  and  health  education/ 
infant  care  sessions  have  been  covered  under  this  provi- 
sion. Pediatric  prenatal  visits  are  covered. 

’ Two  Nebraska  procedure  codes  are  now  available  to  use  to 
claim  for  the  HEALTH  CHECK  exam.  One  code  is  1 0001 4 
used  when  claiming  for  a HEALTH  CHECK  screening 
without  formal  vision  and  audiometric  testing  (i.e.,  subjec- 
tive check  during  a well-baby  exam).  The  maximum  allow- 
able is  $42.00.  The  other  code  is  1 0001 5 which  is  defined 
as  a HEALTH  CHECK  screen  that  includes  a formal  vision 
and  audiometric  testing.  The  allowable  is  $52.25. 

* The  participation  goal  for  states  that  is  a percentage  of 
children  receiving  screening  services  has  been  set  by  the 
Health  Care  Financing  Administration  at  80%  by  1995. 
Nebraska's  participation  rate  by  state  calculations  for  1 989 
was  35%  and  46%  for  1990.  There  has  been  a dramatic 
increase  in  the  number  of  children  reported  as  eligible.  Data 
shows  that  the  school  age  and  adolescent  group,  a hard  to 
reach  group,  is  receiving  significantly  less  screening  ser- 
vices. County  by  county  data  is  available. 

As  a whole  more  Medicaid  eligible  children  are  receiving 
HEALTH  CHECK  exams.  This  is  attributed  to  the  cooperation 
of  physicians  to  provide  and  bill  for  health  supervision  services 
through  the  HEALTH  CHECK  (EPSDT)  and  greater  outreach 
efforts  by  the  workers.  Your  efforts  in  delivering  preventive 
health  care  to  Medicaid  eligible  children  are  truly  appreciated 
as  are  any  suggestions  you  have  regarding  HEALTH  CHECK. 

RECENT  INQUIRIES  AND  NEW  MEDICAID  SERVICES 

The  Department  continues  to  receive  inquiries  about  the 
following  issues.  Therefore,  we  are  repeating  this  information. 

A.  WOMEN'S  SCREENINC/GYN  SERVICES  AND 

screening  mammograms 

While  adult  screening  exams  are  usually  not  covered  by 
Medicaid,  the  yearly  GYN  exam  for  women  is  a covered 
service.  The  office  visit  is  covered  under  the  CPT  preven- 
tive codes  90750/90760  which  pays  $47.77  and  $36.53 
respectively;  this  fee  includes  the  collection  fee  for  the 
PAP  test.  Providers  are  asked  to  write  "annual  exam  with 
PAP  test"  on  the  claim  form.  The  PAP  test  itself,  per  federal 
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requirement,  must  be  billed  by  the  service  rendering  lab; 
this  usually  involves  the  pathology  codes  88 1 50/88 1 5 1 
and  cannot  be  paid  to  the  attending  physician. 

Screening  mammography  according  to  the  American 
Cancer  Society's  recommended  periodicity  schedule  is 
now  a covered  service  as  of  January  1,  1991.  CRT  code 
76092  will  pay  a total  component  of  up  to  $75.00  and 
professional  component  (-26  modifier)  of  up  to  $25.00 

The  Norplant  system  of  birth  control  is  also  a covered 
service  this  year.  The  Norplant  system  kit  and  implanta- 
tion services  are  billed  separately  and  not  as  a total 
service  by  using  the  following  coding: 

Norplant  System  Kit  - 99199-FP  (attach  a copy  of  the 
invoice) 

Norplant  Implantation  Services  = 58999-FP 

The  kit  pays  at  the  invoice  cost  up  to  $350.00.  The 
implantation  pays  at  the  lower  of  submitted  charges  or 
$125.00. 

Norplant  Removal:  In  the  event  of  a removal,  providers 
should  use  CPT  code  58999  and  attach  documentation 
for  medical  necessity.  This  is  an  interim  provision  until  unit 
values  are  determined  by  the  Department. 

B.  SERVICES  EOR  THE  INELIGIBLE  MOTHER  OE  AN 
ELIGIBLE  UNBORN/NEWBORN  CHILD 

Eligibility  for  the  woman  who  qualifies  for  prenatal,  deliv- 
ery, and  post-partum  services  and  other  pregnancy  re- 
lated services  under  this  category  continues  through  the 
end  of  the  month  of  the  60th  post-partum  day.  (Example: 
The  woman  delivers  on  July  8,  1991.  Her  eligibility  for 
pregnancy  related  services  continues  through  the  end  of 
September,  1 991 . 

Effective  January  1,  1 991,  tubal  ligations  and  other  family 
planning  services  including  the  Norplant  contraceptive 
method  are  covered  Medicaid  services  under  this  cat- 
egory. 

Providers  are  reminded  that  Nebraska  Medicaid  policy  on 
sterilization  age  requirements  (2 1 years  and  older  on  the 
date  of  consent)  and  time  periods  for  informed  consent 
(30  days  prior  to  the  surgery),  remain  the  same  for  this 
category.  Complete  policy  information  on  sterilizations 
can  be  located  under  Chapter  1 8-004.48  and  1 8-004.26 
in  the  Nebraska  Medicaid  Provider  Handbook. 

SPECIAL  ISSUES 

Although  this  report  traditionally  focuses  on  issues  surround- 
ing the  Nebraska  Medicaid  Program,  the  Department  will 
periodically  include  information  about  other  services  that 
might  be  of  interest  to  members  of  the  Nebraska  Medical 
Association.  The  Department  has  recently  embarked  on  sev- 


eral initiatives  affecting  children  and  families  in  our  state.  The 
Department  and  the  Nebraska  Association  of  I domes  and 
Services  for  Children  (formerly  the  Croup  Homes  Association) 
have  been  working  together  on  a project  to  stancJardize 
program  expectations,  rates  and  reporting  re(|uirements  for 
group  homes  and  child  caring  agencies.  T he  project  is  currently 
in  the  research  phase,  including  a children's  needs  assessment, 
program  description  survey,  and  a cost  survey.  This  joint  effort 
by  the  Department  and  the  Association  will  result  in  a final 
product  that  will  improve  Nebraska  services  to  children  and 
their  families. 

The  fortnation  of  the  Nebraska  Commission  on  Child  Protec- 
tion was  announced  July  26,  1991.  This  standing  commission 
will  develop  and  evaluate  methods  to  improve  the  investiga- 
tive, administrative  and  judicial  processes  which  constitute  a 
response  and  support  mechanism  for  children  and  families 
who  are  at  risk  or  who  have  experienced  neglect  and  abuse. 
T he  commission  will  establish  an  achievable  implementation 
plan  which  will  result  in  an  accessible,  coordinated,  equitable, 
and  effective  system  for  children  and  their  families.  Paula  Wells 
will  head  the  commission.  Membership  has  not  yet  been 
announced.  The  NMA  Ad-Hoc  Committee  on  Violence  met 
recently  with  the  Director,  Mary  Dean  Harvey,  and  other 
agency  administrators.  Input  from  this  committee  and  the 
NMA  in  general  is  welcome  by  the  Department  and  the 
Nebraska  Commission  on  Child  Protection. 

On  June  20,  1991,  Governor  Nelson  announced  the  27 
members  of  the  Child  Care  and  Early  Education  Coordinating 
Committee  as  outlined  in  LB  836,  the  Quality  Child  Care  Act, 
passed  during  this  past  legislative  session.  The  committee  has 
already  accomplished  the  development  of  the  Nebraska  state 
plan  to  implement  the  Federal  Child  Care  and  Development 
Block  Grant  through  which  the  state  will  receive  $4.5  million 
this  fall  and  anotFier  $5.1  million  next  year.  The  Nebraska 
Department  of  Social  Services  was  named  earlier  this  year  by 
Governor  Nelson  as  the  lead  agency  for  this  block  grant.  The 
plan  will  ensure  that  high  quality,  affordable  and  accessible 
child  care  opportunities  are  available  to  Nebraska  children  and 
families. 

NMA  AD-HOC  COMMITTEE 

Again,  the  Department  would  like  to  thank  Dr.  Chris  Caudill 
and  the  members  of  the  NMA  Ad-Hoc  Medicaid  Committee 
for  their  excellent  leadership  and  support  in  working  with  the 
Nebraska  Department  of  Social  Services  to  address  a multitude 
of  issues  affecting  Medicare  eligible  persons  and  their  health 
care  providers.  The  Department  especially  looks  forward  to 
continuing  this  process. 

Respectfully  submitted, 

Mary  Dean  Harvey 

Director 
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ATTACHMENT  A 


ATTACHMENT  B 


TABLE  I 


100%  Office  of  Management 
and  Budget  (OMB)  Federal 
Poverty  Level 
CY  1991 


Number  of  Persons 
In  the  Unit 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 


Monthly 

Income 

$ 552 

740 
929 
1117 
1305 
1494 
1682 
1870 
2059 
2247 


MEDICAID  ELIGIBLES 
JUNE  PERSONS  112,  642 


115,000” 

110,000' 

105.000- 

100.000- 

95.000 

90.000  - 

85.000  . 


FY87  FY88  FY89  FY90  FY91 


QUALIFIED  PRESUMPTIVE  ELIGIBILITY  PROVIDERS 

Department  of  OB/GYN 
University  of  Nebraska  Medical  Center 
Omaha,  NE 
Effective  July  1 , 1 988 

Department  of  OB/CYN 
Creighton  University  Medical  Center 
Omaha,  NE 

Effective  September  20,  1988 

Family  Planning  Center 
Scottsbiuff,  NE 
Effective  August  24,  1988 

Charles  Drew  Health  Center 
Omaha,  NE 

Effective  September  20,  1988 

Maternal  Child  Health  Program 
Panhandle  Community  Service 
Cering,  NE 

Effective  January  4,  1989 

Lincoln  Family  Practice  Center 
Lincoln,  NE 

Effective  March  3,  1989 

Maternal  Health  Clinic 
Lutheran  Family  Services 
North  Platte,  NE 
Effective  July  31,  1989 

Lincoln-Lancaster  County  Health  Department 
Lincoln,  NE 

Effective  January  25,  1991 


ATTACHMENT  C 


MEDICAID  VENDOR  EXPENDITURES  BY 
SERVICE 

EISCAL  YEAR  1991 


Other 

$47,931,784 

13.0% 


Dental  1.3% 
$4,648,574 


Physicians 
Practitioners 
$40,318,177 
1 1 .0% 


Drugs 

$31,144,934 

8.5% 


Outpatient  Hospital 
$15,995,019 
4.4% 


Nursing  Home 
$158,399,165 
43.2% 


ICF-MR 

$29,368,892 

8.0% 


Total  Vendor  Payments:  $366,542,  745 
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ATTACHMENT  D 


NEBRASKA  MEDICAID  PRACTITIONER  FEE  SCHEDULE 
PHYSICIAN  SERVICES  (471  NAC  18-000) 

CONVERSION  FACTORS 

Fees  are  determined  by  multiplying  the  unit  value  for  the  procedure  by  the  conversion  factor  for  the  type  of  service. 

CPT-4  PROCEDURE  CODES: 


Type  of  Service  Conversion  Factor 

Effective  7-1-91 

Medical  (procedure  codes  90000-99999) $ 2.81 

Surgery  (procedure  codes  10000-69999) $40.56 

Assistant $ 8.1 1 

Radiology  (procedure  codes  70000-79999) $1  5.06 

Professional  Component $15.06 

Pathology  (procedure  codes  80000-89999  excluding  clinical  lab) $1 1.95 

Professional  Component $1 1 .95 

Anesthesia  (procedure  codes  00100-01999) 

MD  (provides  total  anesthesia  services  or  supervises  one  case) $ 1 .29 

MD  (medical  direction  of  CRNA/AA) $ .64 

CRNA/AA  (medically  directed  $ .60 

CRNA/AA  (non-medically  directed) $ 1.06 

NEBRASKA  ADD  (6-digit)  PROCEDURE  CODES: 

Type  of  Service  Conversion  Factor 

Effective  7-1-91 

Appendix  E - EPSDT/HEALTH  CHECK  - Preventative  Health  Care 

(procedure  codes  100000-100019)  Maximum  Allowable 

Appendix  I - Injections  (procedure  codes  J0000-J9999) Maximum  Allowable 

Appendix  N - Nursing  Home  Physicals/Recertification 

(procedure  codes  199083-199086)  Maximum  Allowable 

PD:KK9130HH/8 
Issue  Date  7-91 
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ATTACHMENT  E 


EEE  SCHEDULE  ALLOWABLE 


8-1-89 

7-1-90 

7-1-91 

NEW  PATIENT  OEEICE  VISIT 

90000 

- Brief 

14.25 

14.80 

16.86 

90010 

- Limited 

19.43 

20.18 

22.48 

90015 

- Intermediate 

32.38 

33.63 

33.72 

90017 

- Extended 

46.62 

48.42 

50.58 

90020 

- Comprehensive 

67.34 

69.94 

73.06 

ESTABLISHED  PATIENT  OEEICE  VISIT 

90030 

- Minimal 

9.07 

9.42 

9.84 

90040 

- Brief 

14.25 

14.80 

15.46 

90050 

- Limited 

19.43 

20.18 

21.08 

90060 

- Intermediate 

23.31 

24.21 

25.29 

90070 

- Extended 

34.97 

36.32 

37.94 

90080 

- Comprehensive 

56.98 

59.18 

61.82 

SPECIAL  SERVICES 

99050 

- After  office  hours  in  addition  to  basic  services  

10.36 

10.76 

1 1.24 

99052 

- Services  between  10:00  p.m.  - 8:00  a.m.  in  addition  to  basic  services 

15.54 

16.14 

22.48 

99054 

- Services  on  Sundays/holidays  in  addition  to  basic  services 

20.72 

21.52 

22.48 

99058 

- Office  services  provided  on  emergency  basis 

10.76 

1 1.24 

99062 

- Emergency  care  facility  services:  when  the  non-hospital-based 

physician  is  in  the  hospital  but  is  involved  in  patient  care 

elsewhere  and  is  called  to  the  emergency  facility  to 

provide  emergency  services 

15.54 

16.14 

16.86 

99064 

- Emergency  care  facility  services:  when  the  non-hospital-based 

physician  is  called  to  the  emergency  facility  from  outside  the 

hospital  to  provide  emergency  services;  not  during  regular 

office  hours 

20.72 

21.52 

22.48 

99065 

- During  regular  office  hours 

18.13 

18.83 

19.67 

*NEW  PATIENT  EMERGENCY  ROOM  SERVICES 

90500 

- Minimal  

13.73 

14.26 

14.89 

90505 

- Brief 

18.13 

18.83 

19.67 

90510 

- Limited 

23.31 

24.21 

25.29 

90515 

- Intermediate 

38.85 

40.35 

42.15 

90517 

- Extended 

54.39 

56.49 

59.01 

90520 

- Comprehensive 

64.75 

69.94 

73.06 

‘ESTABLISHED  PATIENT  EMERGENCY  ROOM  SERVICES 

90530 

- Minimal 

10.36 

10.76 

1 1.24 

90540 

- Brief 

15.54 

16.14 

16.86 

90550 

- Limited 

20.72 

21.52 

22.48 

90560 

- Intermediate 

31.08 

32.28 

33.72 

90570 

- Extended 

46.62 

48.42 

50.58 

90580 

- Comprehensive 

56.98 

56.49 

59.01 

‘Restricted  to  physicians  ASSIGNED  to  the  Emergency  Room 

HEALTH  CHECK  (EPSDT)  SCREENING  SERVICES 

100014  - HEALTH  CHECK  (EPSDT)  Examination  WITHOUT  vision  testing  and 
and  audiometric  testing  (vision  and  hearing  is  performed  by  history 

and/or  observation) 40.00  42.00 

1 0001  5 - Complete  HEALTH  CHECK  (EPSDT)  examination  that  INCLUDES  formal 

vision  testing  and  audiometric  testing  (to  begin  approximately  at  age  three) 50.00  52.25 

OBSTETRIC  CARE 

59400  - Routine  obstetric  care  including  antepartum  care,  vaginal  delivery 

(with  or  without  episiotomy,  and/or  forceps)  and  postpartum  789.28  824.77 

59510  - Routine  obstetric  care  including  antepartum  care,  cesarean  delivery, 

and  postpartum  care  1 193.52  1247.23 

OB/GYN  SERVICES 

Annual  Pap  Smear  and  Gyn  Exam 

90750  - New  Patient 45.73  47.77 

90760  - Established  Patient  34.97  36.53 

Mammograms 

76092  - Screening  Mammogram 65.00  67.77 

DK:BB0347K 
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REPORT  OF  THE  AD-HOC  COMMITTEE  ON  LOW 
LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Omaha  - Chairman;  P'^enliss  M.  Dettman,  M.D., 
Lincoln;  Allen  D.  Dvorak,  M.D.,  Omaha;  Albert  R.  Frank,  M.D.,  Omaha;  Rodrigo 
Comez-Cordero,  M.D.,  Spencer;  Ernest  O.  jones,  Ph  D.,  Omaha;  Martin  R.  Lohff, 
M.D.,  Omaha;  W.E,  Lundak,  M.D.,  Lincoln;  David  C.  McMaster,  M.D.,  Auburn; 
William  H.  Northwall,  M.D.,  Kearney. 

The  contemporary  role  of  the  Ad-Hoc  Committee  on  Low 
Level  Radioactive  Waste  Disposal  has  been  one  primarily  of 
waiting.  We  have  continued  to  monitor  the  licensing  process 
for  the  facility  planned  for  construction  near  Butte,  Nebraska. 
The  programmed  evolution  of  the  facility  mandated  by  federal 
and  state  law  is  behind  the  planned  time  lines.  As  reported  at 
the  1 991  1 23rd  Annual  Session  of  the  NMA  by  the  Director  of 
Health,  the  application  for  license  was  received  by  the  State  of 
Nebraska  July  27,  1990.  The  completeness  review  was  con- 
ducted by  the  Departments  of  Health  and  Environmental 
Control.  The  State  identified  thirty-four  areas  as  incomplete  and 
notified  U.S.  Ecology  (the  regional  compact  contractor)  of 
these  findings  in  a joint  letter  October  15,  1990.  This  "first 
round"  review  generated  459  questions  from  the  Safety  Analy- 
sis Report  and  an  additional  249  questions  from  the  Environ- 
mental Report.  Based  upon  recent  conversation  with  the 
Director  of  the  Division  of  Radiological  Health,  Department  of 
Health,  response  by  U.S.  Ecology  has  not  been  received. 

The  ad-hoc  committee  maintains  a vital  interest  in  matters  of 
health  and  safety  related  to  the  disposal  of  low  level  radioactive 
waste  in  our  region  as  mandated  by  law.  We  await  the 
availability  of  information  developed  by  the  licensing  process. 
This  is  key  to  our  continued  surveillance  of  implementation  of 
statutory  requirements.  Further  definition  of  health  and  safety 
issues  will  require  these  data. 

In  the  meantime,  we  enlist  the  aid  of  the  membership  in 
speaking  to  questions  and  concerns  of  our  patients  and  the 
public  at  large.  The  ad-hoc  committee  requests  your  input  into 
the  process  to  assist  the  committee  and  the  NMA  to  contribute 
positively  toward  an  enlightened  understanding  of  the  issues 
and  a logical  and  timely  progression  to  achieve  management 
of  low  level  radioactive  waste. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MEDICAID  SERVICES 

Christopher  C.  Caudill,  M.D.,  Lincoln  - Chairman;  Judith  A.  Butler,  M.D., 
Superior;  Dale  W.  Ebers,  M.D.,  Lincoln;  Joseph  R.  Ellison,  M.D , Omaha;  Stacey 
Goodrich,  M.D.,  Tecumseh;  Roger  A.  Jacobs,  M.D.,  Seward;  Ronald  W.  Klutman, 
M.D.,  Columbus;  Michael  R.  Nabity,  M.D.,  Omaha;  Harold  M.  Nordlund,  M.D., 
York;  Samuel  H.  Perry,  II,  M.D.,  North  Platte;  Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln; 
Carl  J.  Troia,  M.D.,  Omaha;  Eugene  A.  Waltke,  M.D.,  Omaha;  Wayne  K.  Weston, 
M.D.,  Lexington;  Todd  Bush,  Omaha. 

The  Ad-Hoc  Committee  on  Medicaid  Services  met  on  July 
3 1 St.  Meeting  with  the  committee  were  Department  of  Social 
Services  staff  members  Chris  Wright,  M.D.,  Sandi  Kahlandt  and 
Bob  Sieffert.  A primary  purpose  of  the  meeting  was  to  consider 
a request  from  the  Committee  on  Health  Planning  that  this 
group  look  at  Medicaid  in  the  state  and  discuss  how  it  views 
Medicaid  in  its  present  form,  or  in  a different  form  for  the  future, 
in  dealing  with  health  care  problems. 

It  was  noted  that  the  Planning  Committee  is  in  need  of  input 
from  this  group  and  other  NMA  committees  which  have 
information  on  health  planning  areas.  The  information  will  be 
vital  during  the  deliberations  of  the  coalition  in  development  of 
a state  health  plan  considering  the  three  essentials  in  develop- 
ment of  a health  plan  are  costs,  access  and  quality  of  care. 

It  was  determined  the  committee  would  not  only  view  the 
Medicaid  situation  in  the  future  perspective,  but  also  review 
where  Medicaid  should  be  at  the  present  time. 

A Department  of  Social  Services  staff  person  is  a member  of 
a national  organization  that  lobbies  for  state  social  services 
across  the  nation  and  one  of  their  committees  has  addressed 


health  care  and  health  care  planning  for  the  future.  I le  stated 
his  committee  concurred  that  some  type  of  health  care  model 
for  long-term  care  of  the  elderly  and  disabled,  essentially  those 
groups  which  are  not  covered  under  most  health  care  plans, 
needs  to  be  developed.  He  stated  the  document  states  the 
program  should  be  federally  funded  and  administered  by 
individual  states.  The  committee  discussed  the  tremendous 
cost  of  long-term  care,  noting  that  the  numbers  of  Nebraskans 
utilizing  nursing  home  care  has  been  constant  for  the  last  ten 
years  and  will  remain  as  such  for  some  time. 

It  was  noted  the  formula  utilized  to  determine  entrance  into 
the  Medicaid  program  is  complex. 

The  committee  considered  whether  this  group  felt  that  on  a 
long-term  basis,  a health  care  plan  should  be  subdivided  to 
include  Medicare  and  Medicaid  programs.  The  group  dis- 
cussed the  Canadian  system. 

The  committee  asked  for  input  from  the  Department  of 
Social  Services  representatives  regarding  what  they  envision  as 
advantageous  to  maintaining  their  role  in  health  care  delivery 
to  indigent  persons  of  Nebraska.  The  Department  staff  stated 
that  although  expensive  at  the  onset,  psycho-social  programs 
to  educate  citizens  would  eventually  be  very  cost  effective  and 
would  be  a strong  building  tool  for  health  care  in  the  state. 
Members  of  the  Committee  mentioned  that  educating  patients 
adequately  regarding  health  care  has  ultimately  made  patients 
more  aware  and  capable  of  self  care  in  situations  where 
physician  care  is  not  needed  based  upon  good  judgement. 
Department  staff  suggested  a set  of  principles  be  applied  rather 
than  making  a list  of  items  needed  by  Social  Services  to  provide 
patients. 

General  comment  regarding  good  health  care  based  around 
parenting  care  ensued.  It  was  suggested  this  area  needs  to  be 
addressed  further.  Department  staff  stated  Nebraska  ranks 
below  all  the  other  states  in  placing  dollars  into  public  health 
care. 

The  Department  of  Social  Services  staff  were  asked  whether 
the  Department  envisions  a system  established  through  legis- 
lation which  would  provide  area  health  departments  based  on 
population  to  serve  all  areas  of  the  state.  Department  staff 
stated  this  would  be  the  most  cost-effective  way  to  deal  with 
the  medically-indigent  in  Nebraska.  It  was  also  suggested  to  tie 
the  health  departments  to  the  school  systems. 

It  was  noted  that  in  Lancaster  County,  there  have  been 
attempts  to  work  with  the  Nebraska  School  Nurses  Association 
to  provide  health  education  for  school-age  children  and  this 
effort  was  unsuccessful.  Some  at  the  meeting  felt  that  health 
care  should  be  provided  directly  in  junior  and  senior  high 
schools,  and  noted  the  problems  associated  with  teen 
pregnancies. 

Department  staff  suggested  asking  all  health  care  practitio- 
ners tocarefor"theirfairshareof  indigent  patients.  It  was  stated 
there  are  areas  where  physicians  do  not  accept  medical 
patients,  and  it  was  noted  there  are  several  communities  with 
recurrent  access  problems.  Department  staff  suggested  the 
Department  and  the  NMA  establish  a plan  to  help  patients  with 
access  to  health  care  when  individual  cases  arise,  depending 
upon  location. 

There  was  discussion  as  to  how  the  NMA  would  work  with 
areas  of  the  state  where  Medicaid  patients  have  little  or  limited 
access.  It  was  noted  this  group  would  need  to  develop  a plan 
to  work  w'ith  the  local  medical  communities  and  county 
medical  societies.  It  was  noted  that  Medicaid  reimburses 
certified  nurse  practitioners,  physician  assistants  and  nurse 
mid-wives  directly. 

Department  staff  stated  that  regional  health  planning  depart- 
ments would  be  a positive  step  in  providing  care  to  Medicaid 
patients  in  the  state,  and  indicated  the  reporting  system 
involved  with  health  planning  would  be  an  aid  in  filling  the 
health  care  gaps. 
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The  committee  asked  that  Department  staff  maintain  records 
of  where  there  are  access  problems  in  order  that  a solution  can 
be  studied  and/or  reached. 

In  addition,  the  committee  asked  the  Department  of  Social 
Services  provide  more  informational  items  for  the  NMA  news- 
letter. 

The  group  discussed  the  drug  utilization  review  program  in 
the  Department  of  Social  Services.  It  was  noted  that  OBRA  '90 
requires  that  out-patient  drugs  (as  of  1993)  are  reviewed 
through  a drug  utilization  program.  This  will  be  required  of  all 
states.  Doctor  Wright,  of  the  Department,  stated  she  would 
research  this  requirement.  It  was  noted  this  Committee  would 
like  to  discuss  this  matter  with  the  Department  in  its  develop- 
ment or  refinement  of  the  program  in  Nebraska.  Department 
staff  concurred. 

The  committee  will  continue  to  pursue  the  items  and  issues 
considered  at  our  July  meeting. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  VIOLENCE  & NEGLECT 

John  J.  Hoesing,  M.D.,  Omaha  - Chairman;  Robert  M.  Cochran,  II,  M.D., 
Omaha;  Jack  K.  Lewis,  M.D.,  Omaha;  John  R.  Mitchell,  M.D.,  Omaha;  Stanley  F. 
Nabity,  M.D.,  Grand  Island;  Paul  j.  Nelson,  M.D.,  Omaha;  Robert  C.  Osborne, 
M.D.,  Lincoln;  Donald  ).  Pavelka,  M.O.,  Omaha;  Dwaine  J.  Peetz,  M.D.,  Neligh; 
John  F.  Riedler,  M.D.,  Omaha. 

The  Ad-Hoc  Committee  on  Violence  and  Neglect  was  formed 
at  the  request  of  the  House  of  Delegates  Spring  Session  of 
1991. 

The  Committee  met  on  6/12/91. 

Guests  of  the  Committee  included  Mary  Dean  Harvey, 
Director,  Nebraska  Department  of  Social  Services.  Also  present 
were  the  Deputy  Director,  Assistant  Administrator  of  Human 
Services,  Attorney,  General  Counsel,  and  Medical  Director  of 
the  Nebraska  Department  of  Social  Services. 

The  Committee  members  and  officers  present  determined 
that  the  Committee  goals  would  be  to  become  informed  about 
social  violence  and  neglect,  educate  NMA  members,  serve  as 
liaison  and  interface  with  the  NMA,  state  government  admin- 
istration, judiciary  members,  and  the  Department  of  Social 
Services,  to  develop  guidelines  to  manage  problems  with 
social  violence,  and  delineate  lines  of  authority  and  reporting. 

The  physicians  shared  their  obligation  to  report  abuse  and 
neglect,  their  frustration  with  the  apparent  low  percentage  of 
investigation  and  sub-optimal  results,  and  the  subsequent 
erosion  of  physician-patient  relationships. 

The  Department  of  Social  Services  shared  that  their  agency 
was  not  designed  to  handle  all  cases.  They  felt  that  some  of  this 
should  be  shared  by  the  federal  government,  other  agencies  of 
state  government  and  voluntary  groups.  Removal  of  a client 
from  the  home  has  been  determined  to  be  an  action  of  last 
resort.  There  is  no  long-term  placement  for  violent  youth  in  the 
State  of  Nebraska. 

The  judiciary's  role  was  reviewed.  Some  individual  idiosyn- 
crasies seemed  to  undermine  the  previous  efforts  of  Social 
Services.  Incidences  of  county  attorney's  offices  deferring 
action  on  hospitalized  patients  was  reviewed. 

It  was  agreed  that  education  for  all  would  be  beneficial 
including  professionals,  judiciary,  parents,  families,  foster  fami- 
lies, as  well  as  primary  prevention. 

It  was  suggested  that  some  data  bank  be  established  to 
follow  longitudinal  progress. 

The  Department  of  Social  Services  is  establishing  a Child 
Welfare  Task  Force  and  asked  that  the  NMA  have  representa- 
tion on  that  task  force. 

Recommendations: 

1.  NMA  representation  on  the  Nebraska  Department  of 
Social  Services  Child  Welfare  Task  Force. 


2.  Ad-Hoc  Committee  on  Violence  and  Neglect  continue 
liaison  with  Nebraska  Department  of  Social  Services  and  other 
government  agencies. 

REPORT  OF  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Kearney  - Chairman;  Cordon  D.  Bainbridge,  M.D.,  Grand 
Island;  Richard  Q.  CroUy,  M.D.,  Omaha;  Stuart  P.  Embury,  M.D.,  Holdrege; 
Bernard  L.  Kratochvil,  M.D.,  Omaha;  Waller  J.  O'Donohue,  M.D.,  Omaha;  Joseph 
E.  Stitcher,  M.D.,  Lincoln;  John  C.  Wilcox,  M.D.,  Aurora. 

The  NMA  Board  of  Directors  asked  that  the  Commission  on 
Association  Affairs  consider  an  amendment  to  Chapter  VI  of 
the  bylaws  which  deals  with  the  selection  of  delegates  by  the 
county  medical  societies.  The  Board  recommended  that  con- 
sideration be  given  to  deleting  the  first  sentence  in  Section  2 of 
Chapter  VI  which  reads  as  follows,  "A  delegate  or  an  alternate 
representing  a component  society,  or  group  of  societies  so 
organized,  shall  have  resided  and  practiced  in  Nebraska  and 
shall  have  been  an  active  member  of  a component  society  and 
the  Nebraska  Medical  Association  for  at  least  two  years 
preceding  his/her  election."  The  Board  reported  that  over  the 
years,  it  has  become  evident  that  the  two-year  requirement  has 
caused  problems  when  some  counties  have  selected  their 
delegates  to  the  House. 

The  Commission  considered  this  matter  and  agreed  that  this 
restriction  places  a county  medical  society  in  the  position  of  not 
being  able  to  select  a delegate  or  alternate  delegate  who  has 
an  interest  in  participating  at  the  House  of  Delegates  level.  A 
specific  example  would  be  that  of  a physician  who  was  active 
in  the  Association  as  a medical  student,  left  the  state  for 
residency  training,  and  then  returned  to  practice  in  Nebraska. 
The  remaining  portions  of  Chapter  VI  provide  the  criteria  or 
requirements  regarding  membership  of  the  delegate  and  alter- 
nate, terms  of  office,  and  so  forth. 

The  Commission  on  Association  Affairs  recommends  that 
the  House  of  Delegates  approve  the  deletion  of  the  first 
sentence  of  Section  2 of  Chapter  VI  from  the  articles  and 
bylaws  of  the  Nebraska  Medical  Association. 

REPORT  OF  COMMISSION  ON 
LEGISLATION  & GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Omaha  - Chairman;  Ronald  W.  Klutman,  M.D., 
Columbus  - Vice-Chairman;  Judith  A.  Butler,  M.D.,  Superior;  Robert  M.  Cochran, 
II,  M.D.,  Omaha;  Donald  A.  Dynek,  M.D.,  Lincoln;  James  A.  Fosnaugh,  M.D., 
Lincoln;  Benjamin  R.  Celber,  M.D.,  Lincoln;  Michael  J.  Cermer,  M.D.,  Lincoln; 
Charles  D.  Gregorius,  M.D.,  Lincoln;  Robert  D Harry,  M.D.,  Lexington;  Linda  S. 
Head,  M.D.,  Bellevue;  Tamara  R.  Johnson,  M.D.,  Cambridge;  L.  Jay  McIntyre, 
M.D.,  Omaha;  D.  C.  O'Leary,  M.D.,  Omaha;  George  W.  Orr,  M.D.,  Omaha; 
Robert  G.  Osborne,  M.D.,  Lincoln;  Dwaine  J.  Peetz,  M.D.,  Neligh;  Richard  A. 
Raymond,  M D.,  Omaha;  C Lee  Retelsdorf,  M.D.,  Omaha;  Blaine  Y.  Roffman, 
M D , Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln;  James  N.  Shreck,  M.D.,  North 
Platte;  Jeffrey  L.  Susman,  M.D.,  Omaha;  Eileen  C.  Vautravers,  M.D.,  Lincoln; 
Timothy  O.  Wahl,  M.D.,  Omaha;  Peter  J.  Whitted,  M.D.,  Omaha;  Brian  Biernat, 
Omaha. 

The  Commission  on  Legislation  and  Governmental  Affairs 
anticipates  a very  active  session  when  the  Legislature  convenes 
in  January  1992.  The  Commission  will  meet  in  October  to 
consider  hold-over  legislation  from  the  1 99 1 session  as  well  as 
possible  additional  legislation  which  may  be  forthcoming. 

There  are  numerous  bills  of  interest  to  the  Association 
remaining  at  various  stages  in  the  legislative  process  following 
adjournment  of  the  1991  session  on  June  5. 

There  were  76  legislative  bills  and/or  resolutions  in  which  the 
Association  had  an  interest  this  session.  Bills  of  major  impor- 
tance to  the  Association  and  their  status  are  as  follows: 

Bills  Passed 

• LB  843  - Medicaid  appropriation  - This  is  the  budget  bill 
which  includes  increases  in  Medicaid  funding  for  physicians' 
services,  by  4'/2%  effective  July  1,  1991,  and  by  an  additional 
4'/2%  on  July  1,  1992.  (Supported  by  NMA.) 
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• LB  456  - 1 his  statute  amends  the  disciplinary  law  for  health 
care  professionals  and  provides  for  a licensee  assistance  pro- 
gram for  chemically-impaired  health  professionals.  (Supported 
by  NMA.) 

• LB  400  - This  legislation  provides  for  the  creation  of  rural 
health  systems  and  incentives  for  rural  health  practice.  (Sup- 
ported by  NMA.) 

• LB  256  - This  legislation  establishes  a state-wide  program 
of  mammography  screening.  (Monitored  by  NMA.) 

• LB  425  - Requires  parental  notification  of  abortions.  (Moni- 
tored by  NMA.) 

• LB  363  - This  legislation  modifies  the  generic  drug  law  to 
permit  substitution  where  products  are  deemed  bioequivalent 
by  the  FDA.  (Monitored  by  NMA.) 

Bills  Passed  But  Vetoed 

• LB  433  - This  legislation  would  have  changed  the  eligibility 
for  Medicaid  benefits  for  high-risk  pregnant  women.  (Bill 
supported  by  NMA;  vetoed  by  the  Governor  due  to  funding 
concerns.) 

Bills  Held  Over  (Out  of  Committee) 

• LB  1 44  - This  legislation  modifies  the  CRNA  law  to  permit 
independent  practice  and  eliminate  oversight  by  the  Board  of 
Medical  Examiners  (Committee  amendment  restores  oversight 
by  the  Board  of  Examiners  but  permits  independent  practice; 
NMA  opposes  independent  practice  portion.) 

• LB  503  - Allows  optometrists  to  treat  glaucoma,  remove 
foreign  bodies,  and  use  oral  drugs.  (Eloor  amendment  allows 
expanded  practice  under  practice  agreement  with  an  M.D.  and 
oversight  by  Board  of  Medical  Examiners;  NMA  supports 
amendment  but  opposes  the  bill.) 

• LB  431  - This  legislation  creates  a state-wide  childhood 
vaccine  act.  (A  committee  amendment  reduces  funding  and 
limits  distribution  to  rural  areas;  legislation  is  supported  by 
NMA.) 

• LB  577  - Amends  restrictions  on  the  distribution  of  smoke- 
less tobacco  products.  (Legislation  is  opposed  by  NMA.) 

• LB  696  - Amends  the  durable  power  of  attorney  law  to 
permit  use  for  certain  medical  treatment  decisions.  (Supported 
by  NMA.) 

• LB  678  - Provides  additional  criteria  to  commit  mentally-ill 
persons  who  are  dangerous  and  makes  other  changes  in  the 
commitment  law.  (Committee  amendment  drops  changes  in 
commitment  criteria;  NMA  supports  the  bill  and  opposes  the 
amendment.) 

• LB  283  - Provides  funding  for  various  family  practice 
residency  programs.  (Monitored  by  NMA). 

Bills  Held  in  Committee 

• LB  594  - This  legislation  raises  the  cap  on  liability  under  the 
Hospital/Medical  Liability  Act  from  $ 1 million  to  $2  million.  (A 
proposed  amendment  would  raise  the  cap  by  $250,000  and 
make  no  other  changes;  NMA  supports  the  amendment.) 

• LB  602  -This  legislation  requires  phlebotomists  performing 
venipuncture  to  register.  (Consideration  of  this  bill  has  been 
deferred  pending  an  LB  407  review;  NMA  continues  to  moni- 
tor this  legislation.) 

• LB  405  - This  legislation  amends  the  durable  power  of 
attorney  law  to  permit  use  for  certain  medical  treatment 
decisions.  (Supported  by  NMA.) 

• LB  671  - This  legislation  permits  persons  to  make  living 
wills.  (Supported  by  NMA.) 

• LB  252  - This  legislation  would  weaken  the  existing  motor- 
cycle helmet  statute  requirements.  (Opposed  by  NMA.) 


• LB  428  - 1 his  legislation  would  establish  state  regulation  of 
businesses  providing  utilization  review  services.  (Supported  by 
the  NMA.) 

• LB441-lhis  legislation  W'ould  establish  additional  criminal 
penalties  for  fraudulent  insurance  claims  by  health  care  provid- 
ers. (NMA  is  currently  monitoring  this  legislation.) 

• LB  655  -This  legislation  would  require  insurance  carriers  to 
provide  coverage  for  chiropractic  manipulation.  (Opposed  by 
NMA.) 

Bills  Killed 

• LB  184  - This  legislation  would  have  changed  the  provi- 
sions for  confidentiality  of  death  and  birth  certificates.  (Moni- 
tored by  NMA.) 

The  Commission  on  Legislation  will  be  considering  whether 
to  propose  legislative  action  to  atnend  or  repeal  Nebraska's 
Clinical  Laboratories  Certification  Act.  The  Association  has 
closely  monitored  the  development  of  the  rules  and  regula- 
tions regarding  this  statue  and  the  public  hearing  at  which  the 
proposed  document  was  considered.  Doctors  Verlin  Janzen, 
David  Filipi  and  Ronald  Klutman  presented  the  Association's 
testimony  at  a July  30  hearing  expressing  numerous  concerns 
regarding  the  proposed  regulations  and  the  relationship  of  this 
statute  to  the  federal  CLIA  provisions.  This  situation  will  be 
followed  closely  by  the  Association. 

VVe  cannot  over  emphasize  the  importance  of  participation 
by  physicians  and  their  spouses  at  the  local,  district  level.  This 
contact  is  extremely  important  as  medicine  tells  its  story  to 
members  of  the  Legislature. 

We  will  again  be  providing  information  to  contact  physicians 
and  the  general  membership  of  the  Association  to  solicit  input 
in  advising  members  of  the  Legislature  of  medicine's  interest  or 
concern  regarding  many  of  the  issues. 

REPORT  OF  THE  COMMISSION  ON 
MEDICAL  EDUCATION 

Frederick  F.  Pauslian,  M.D.,  Omaha  - Chairman;  Ronald  L.  Asher,  M.D.,  North 
Platte;  Robert  L Bass,  M.D.,  Omaha;  Warren  C.  Bosley,  M.D.,  Grand  Island; 
Patrick  E.  Brookhouser,  M.D.,  Omaha;  Charles  F.  Damico,  M.D.,  Hastings;  Byron 
M.  Dillow,  M.D.,  Fremont;  Charles  A.  Dobry,  M.D.,  Omaha;  Donald  A.  Dynek, 
M.D.,  Lincoln;  Richard  O.  Forsman,  M.D.,  Omaha;  Stacey  D.  Goodrich,  M.D., 
Tecumseh;  Richard  A.  Hranac,  M.D.,  Kearney;  R.  Michael  Kroeger,  M.D.,  Omaha; 
Robert  L.  Kruger,  M.D.,  Omaha;  Y.  Scott  Moore,  M.D.,  Lincoln;  Richard  L.  O'Brien, 
M.D.,  Omaha;  William  R.  Schlichtemeier,  M.D.,  Omaha;  Joseph  C.  Scott,  M.D., 
Omaha;  Jeffrey  L.  Susman,  M.D.,  Omaha;  Robert  H.  Waldman,  M.D.,  Omaha; 
Chris  Larson,  Omaha. 

The  Commission  on  Medical  Education  has  not  met  since  the 
spring  meeting  of  the  House  of  Delegates  due  to  the  lack  of 
completed  applications  for  reaccreditation  and  interim  reports. 

There  have  been  no  major  complaints  from  intrastate  spon- 
sors of  continuing  medical  eudcation  subsequent  to  submis- 
sion of  the  revised  accreditation  fee  schedule. 

REPORT  OF  THE  COMMISSION  ON 
PUBLIC  AFFAIRS 

Rodney  S.VV.  Basler,  M.D.,  Lincoln  • Chairman;  David  A.  Bigler,  M.D.,  Lincoln; 
David  E.  Borg,  M.D.,  Falls  City;  William  C.  Bruns,  M.D.,  Omaha;  H.  Jeoffrey 
Deelhs,  M.D.,  Omaha;  Herbert  D.  Feidler,  M.D.,  Norfolk;  Donald  T.  Glow,  M.D., 
Omaha;  Herbert  A.  Hartman,  )r.,  M.D.,  Omaha;  john  j.  Hoesing,  M.D.,  Omaha; 
Glen  F.  Lau,  M D.,  Lincoln;  Scott  Florell,  Omaha. 

The  Commission  on  Public  Affairs  had  a particularly  eventful 
year,  working  through  the  transition  of  public  relations  firms, 
which  provide  the  initial  drafts  of  news  copy.  The  Commission 
is  responsible  for  preparing  information  for  the  NMA's  release 
to  the  media.  During  the  year,  the  Commission  had  one  general 
membership  nieeting  and  one  meeting  with  our  membership 
combined  with  the  Board  of  Directors,  during  which  we 
investigated  potential  avenues  of  our  energy  and  resources  to 
enhance  the  public  relations  functions  of  the  NMA.  We  were 
most  fortunate  to  be  able  to  attract  a top-notch  duo  of  public 


December  1991  Nebraska  Medical  Journal  419 


relations  people,  who  specialize  in  medical  news  releases. 
After  being  interviewed  by  the  Commission,  and  with  the 
approval  of  the  Board  of  Directors,  Marie  de  Martinez  and 
Carol  Jess  were  retained  on  a permanent  basis.  The  officers  and 
members  of  the  Commission  who  have  reviewed  their  work  up 
to  this  date,  have  been  most  impressed  by  their  ability  and 
competence! 

The  Commission  has  continued  its  regular  responsibilities 
including  providing  the  state-wide  press  with  an  annotated  pre- 
release copy  of  the  Nebraska  Medical  Journal,  and  producing 
"Health  Tips"  for  Nebraska  radio  stations  and  newspapers. 
These  short  press  releases,  discussing  areas  of  general  health 
interest,  are  provided  monthly  and  are  utilized  by  radio  stations 
and  newspapers.  The  Commission  also  distributes  taped  health 
messages  from  the  NMA  president.  The  Auxiliary  has  gra- 
ciously volunteered  to  increase  exposure  to  these  releases  by 
personally  contacting  newspapers  and  radio  stations  in  smaller 
communities. 


REPORT  OF  THE 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Lincoln  - Chairman;  Allen  D.  Dvorak,  M.D.,  Omaha  - 
Vice-Chairman;  Charles  L.  Barton,  M.D.,  Lincoln;  Paul  E.  Collicott,  M.D.,  Lincoln; 
Thomas  F.  Eastman,  M.D.,  Scottsbiuff;  Stuart  P.  Embur>',  M.D.,  Holdrege;  John  J 
Hoesing,  M.D.,  Omaha;  Darroll  J.  Loschen,  M.D.,  York;  Dale  E Michels,  M D., 
Lincoln;  Wm.  A.  Shiffermiller,  M.D.,  Omaha;  John  VV.  Smith,  M.D.,  Omaha;  Gregg 
F.  Wright,  M.D.,  Lincoln 

The  Health  Planning  Committee  met  on  May  30,  1991, 
reaffirming  previous  goals  and  principles  as  presented  in  the 
report  of  the  committee  to  the  House  of  Delegates  at  the  April 
1991  Annual  Session. 

The  primary  goal  of  the  committee  for  this  year  is  the 
development  of  and  participation  in  a broad  based  coalition  in 
order  to  continue  to  develop  the  following  as  outlined: 

1 . "Crass  Root"  values  of  Nebraska  citizens  on  health  care 

issues. 

2.  Development  of  state  wide  health  policy. 

1.  Access-Medicaid,  Medicare,  uninsured  and 
underinsured,  risk  pool,  rural  health,  etc. 

2.  Cost-"Basic"  insurance  policy,  managed  care,  ration- 
ing, new  technology,  utilization  review,  consumer 
education,  etc. 

3.  Quality-practice  parameters,  etc. 

Several  subcommittees  have  been  instituted  to  study  various 
interests  in  order  to  develop  guiding  principles  and  policies  for 
further  development  by  a coalition.  Medicaid  questions  have 
been  directed  to  the  Ad-Hoc  Committee  on  Medicaid  Services. 
This  committee  has  had  a preliminary  meeting  with  lively 
discussion  and  consideration  of  the  preliminary  development 
of  guiding  principles. 

The  Subcommittee  on  Insurance  has  met  with  a strong 
opinion  that  the  principles  should  be  developed  for  a "basic" 
insurance  policy  along  with  a statement  of  purpose.  This 
endeavor  will  affect  many  different  interests  and  will  require 
strong  support  from  the  House  of  Delegates  as  it  moves  in  to 
coalition  development.  The  subcommittee  plans  to  have  its 
considerations  presented  to  the  House  of  Delegates  at  the 
Annual  Session  in  1992.  Serving  on  this  committee  are  John 
Hoesing,  M.D.,  Chairman,  Arnold  Lempka,  M.D..,  Roger  Ma- 
son, M.D.,  Bruce  McMullen,  M.D.,  and  Wesley  Wilhelm,  M.D. 

Two  other  subcommittees  have  been  established  to  aid  in 
the  work  of  the  Health  Planning  Committee.  They  are  involved 
with  the  State  Risk  Pool  and  "Crass  Roots"  values  of  Nebraska 
citizens  on  health  care  issues. 

Coalition  development  has  been  stalled  at  the  time  of  the 
writing  of  this  report  dependent  upon  the  Covernor's  appoint- 
ment of  a Coalition  or  Commission  on  Health  Planning. 
Members  of  the  committee  met  with  representatives  of  the 


Covernor  regarding  the  Commission.  This  forum  could  be  very 
valuable  with  the  authority  of  the  governor's  office. 

However,  the  decision  regarding  participation  will  be  depen- 
dent upon  the  charge  given  to  the  Commission,  appointments 
to  the  Commission  and  the  political  ramifications.  Hopefully 
the  Health  Planning  Committee  will  have  an  important  update 
at  the  time  of  the  Fall  Session.  Whoever  serves  on  the  Commis- 
sion or  any  coalition  will  need  the  important  resources  of  the 
Nebraska  Medical  Association,  its  many  commissions/com- 
mittees and  the  Committee  on  Health  Planning  in  order  to  have 
well  developed  policies  and  principles. 

The  Committee  sees  a great  deal  of  effort  ahead  but  hope- 
fully with  fruition  in  to  a successful  dialogue  with  a coalition  and 
a meaningful  outcome  for  the  health  care  policy  for  the  citizens 
of  the  State  of  Nebraska. 

REPORT  OF  THE 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha  - Chairman;  David  L.  Bacon,  M.D., 
Kearney;  A.  H.  Bergman,  M.D.,  Fremont;  Timothy].  Biga,  M.D.,  Norfolk;  Dennis 
M.  Connolly,  M.D.,  Lincoln;  Doak  P.  Doolittle,  M.D.,  Holdrege;  Glen  A.  Forney, 
M.D.,  Scottsbiuff;  C.  T.  Frerichs,  M.D.,  Beatrice;  Thomas  F Gallagher,  M.D., 
Omaha;  Gordon  j.  Hrnicek,  M.D.,  Grand  Island;  Richard  Jackson,  M.D.,  Pawnee 
City;  M.  Jack  Mathews,  M.D.,  Lincoln;  John  T.  McGreer,  III,  M.D.,  Lincoln; 
Frederick  F.  Paustian,  M.D.,  Omaha;  John  C.  Sage,  M.D.,  Omaha;  Michael  Crier, 
Omaha. 

The  NMA  PRO  Overview  Committee  met  on  July  17th. 
Following  the  presentation  of  a historical  summary  of  the 
Committee's  activities,  the  group  discussed  which  physicians 
in  the  state  are  having  difficulty  with  the  PRO.  It  was  noted  that 
the  Lincoln  and  Omaha  areas  are  having  minimal  problems 
compared  to  out-state  physicians.  We  noted  that  in  the  past 
minutes  of  the  Committee,  Sunderbruch  representatives  had 
stated  they  would  be  happy  to  provide  the  NMA  with  statistical 
information  on  what  is  happening  to  Nebraska  physicians,  but 
no  data  has  yet  been  obtained  by  the  NMA. 

The  Committee  discussed  obtaining  releases  from  the  pa- 
tient and  physician  in  an  effort  to  aid  the  physician  being 
reviewed.  The  technicalities  involved  and  how  to  obtain  the 
information  were  also  addressed. 

RESOLUTION  #1 

The  Committee  reviewed  the  resolution  adopted  by  the 
NMA  House  of  Delegates  during  the  1991  Annual  Session 
regarding  PRO  problems.  The  resolution  resolved  that  the 
NMA  seek  changes  in  the  review  mechanism  to  allow  for  a 
telephone  discussion  with  the  reviewing  physician,  that  the 
NMA  request  the  Sunderbruch  Corporation  provide  a list  of  the 
credentials  of  the  reviewing  physicians  for  each  medical  spe- 
cialty being  reviewed,  and  that  the  NMA  request  Sunderbruch 
to  publish  the  utilization  and  quality  assurance  criteria  which  it 
employs  in  the  assessment  of  health  care  services  provided  by 
physicians. 

The  Committee  discussed  the  practicality  of  releasing  the 
name  of  the  reviewing  physician  to  the  attending  physician  on 
a particular  case  for  direct  communication.  It  was  noted  the 
original  reviewer  is  the  only  one  who  can  reverse  the  process 
before  any  action  is  taken  against  a physician. 

REQUEST  FOR  REVIEW 

The  Committee  was  asked  to  undertake  a review  for  quality 
of  care  provided  by  a Nebraska  hospital  and  its  providers  and 
to  assess  the  appropriateness  of  records,  diagnosis,  etc.  The 
letter  further  requested  100%  review  of  Medicare  admissions 
for  one  quarter  (approximately  1 50  charts)  and  a review  of 
quality  diagnosis  and  denial  issues  raised  by  Sunderbruch.  A 
concern  was  raised  that  there  are  inconsistent  standards  from 
the  PRO,  inconsistencies  with  review  in  urban  versus  rural 
settings,  and  more  intense  PRO  review  of  rural  physicians  than 
their  urban  counterparts. 
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The  Committee  also  considered  the  grievance  personally 
presented  by  a member  of  the  NMA.  It  has  been  determined 
the  PRO  Grievance  Committee  will  consider  the  matter  further 
once  an  appropriate  release  of  information  document  has 
been  obtained. 

The  Committee  has  received  a suggestion  that  the  Associa- 
tion interview  physicians  leaving  rural  practice  to  deterriiine 
what  impact  the  PRO  had  on  their  decision  as  well  as  the  role 
reimbursement,  isolation,  and  other  factors  may  have  played. 

MEETING  WITH  SUNDERBRUCH  REPRESENTATIVES 

Sunderbruch  representatives  discussed  the  upcoming  scope 
of  work  to  be  submitted  to  HCFA.  Those  present  at  the  meeting 
spend  considerable  time  addressing  the  response  to  the  NMA's 
adopted  resolution.  The  Committee  specifically  wanted  to 
know  why  the  attending  physician  is  not  allowed  to  contact  the 
reviewing  physician.  Sunderbruch  representatives  stated  that 
by  federal  regulation,  that  is  confidential  information  and  it 
would  be  against  the  law  forTSCN  to  provide  that  information. 

We  pointed  out  to  Sunderbruch  that  one  of  the  concerns  of 
physicians  is  that  some  procedures  are  not  accessible  to  rural 
physicians.  Sunderbruch  staff  stated  that  if  this  is  the  case,  the 
physician  should  document  the  reason  for  not  doing  the 
procedures  if  it  is  a situation  of  distance  or  accessibility.  We  also 
stated  another  concern  of  NMA  members  is  that  rural  physi- 
cians wish  to  be  reviewed  by  true  peers,  not  by  specialists  and 
physicians  in  different  situations.  Sunderbruch  staff  responded 
that  if  a physician  requests  this,  the  PRO  will  accommodate  that 
physician  as  nearly  as  possible. 

We  questioned  why  a physician  does  not  get  to  provide  input 
until  a letter  has  been  written.  Sunderbruch  staff  stated  this  is 
a HCFA  regulation  which  specifically  states  what  information 
is  to  be  included  in  a notice  to  ensure  the  physician  his/her 
rights  to  due  process.  We  asked  whether  TSCN  could  minimize 
that  area  of  the  regulation  somewhat  and  maximize  the 
concept  of  phoning  the  physician  to  inform  him/her  of  the 
pending  problem.  Sunderbruch  staff  stated  TSCN  does  not 
have  enough  funding  to  provide  this  service  and  that  reviewing 
physicians  do  not  want  to  take  the  time  to  phone  regarding 
particular  charts.  It  was  noted  that  this  phone  call  could 
potentially  take  away  the  physician's  right  to  due  process.  It 
was  noted  there  are  more  than  300  Nebraska  physicians 
involved  in  the  review  process. 

The  Committee  spent  time  with  Sunderbruch  regarding  the 
experience  in  rural  Nebraska  with  the  PRO,  inquiring  about  the 
rights  of  due  process  in  such  supposedly  problem  cases,  and 
the  PRO'S  need  for  a release  from  an  individual  physician 
before  being  allowed  to  discuss  their  case.  We  raised  concerns 
about  maximum  due  process  and  intensified  review  of  rural 
hospitals.  The  Sunderbruch  staff  discussed  the  application  of 
intensified  review  in  regards  to  length  of  review  period  objec- 
tives. 

It  was  noted  that  some  hospitals  are  listed  as  an  objective  in 
the  PRO  contract  with  the  HCFA  during  the  previous  scope  of 
work.  Sunderbruch  staff  noted  that  those  listed  for  intensified 
review  are  notified  of  that  review.  It  was  noted  that  the 
intensified  review  is  imposed  on  those  areas  where  there  is  a 
great  measure  of  concern  over  quality  issues. 

We  indicated  to  the  Sunderbruch  representatives  there  is 
overwhelming  consensus  by  NMA  members  that  there  is  a lack 
of  uniformity  in  review  standards.  It  was  noted  there  are 
approximately  20  physicians  on  intensified  review.  We  then 
asked  of  these  20,  how  many  were  rural  physicians.  It  was 
noted  by  Sunderbruch  staff  that  most  intensified  review  occurs 
in  the  metropolitan  hospitals.  It  was  stated  that  in  1989,  18% 
of  Medicare  cases  were  reviewed  in  rural  hospitals  versus  20% 
in  metropolitan  hospitals.  We  responded  that  since  most  rural 
hospitals  function  with  a low  number  of  physicians  versus 
many  physicians  in  metropolitan  hospitals,  the  odds  that  rural 


physicians  will  be  reviewed  more  frequently  exists  although  the 
percentage  for  review  is  higher  in  metropolitan  areas. 
Sunderbruch  staff  have  told  us  that  under  the  fourth  scope  of 
work,  cases  will  be  assigned  from  a national  pool  of  a 1 5% 
sample  across  the  board,  effective  October  1,  1991.  This 
review  will  remain  in  effect  until  April  1993,  and  the  Uniform 
Clinical  Data  System  will  be  implemented  in  April  1993. 

We  have  asked  the  Sunderbruch  representatives  if  it  would 
be  possible  to  obtain  specific  statistics  about  metropolitan 
versus  rural  physicians  who  are  assessed  points  as  the  Commit- 
tee wishes  to  determine  if  rural  intensive  review  is  an  issue  with 
rural  physicians  being  given  more  points  than  their  metropoli- 
tan counterparts. 

We  have  asked  the  Sunderbruch  Corporation  provide  our 
Committee  quarterly  reports  regarding  specific  numbers  of 
physicians  who  receive  points  assessed  against  them,  have 
intensified  review,  are  assigned  remedial  education,  etc. 

We  also  discussed  the  letters  changing  the  diagnosis  which 
are  directed  to  the  patient  and  requested  these  be  eliminated. 
The  Sunderbruch  representatives  noted  it  is  being  pressed  by 
HCFA  to  more  effectively  enforce  the  DRC  secondary  diag- 
noses. 

The  group  discussed  intensified  review.  It  was  noted  that 
physicians  are  notified  by  registered  letter  of  the  implementa- 
tion of  intensified  review  and  are  likewise  sent  a registered 
letter  when  the  review  is  lifted. 

We  asked  if  a list  of  the  most  common  problems  could  be 
obtained  from  the  PRO.  Sunderbruch  staffs  response  indi- 
cated the  TSCN  quarterly  newsletter  goes  to  all  Nebraska 
physicians  with  these  statistics.  We  asked  if  this  information 
could  be  re-printed  in  the  Nebraska  Medical  journal  or 
newsletter,  and  Sunderbruch  staff  stated  they  would  be  willing 
to  review  any  article  for  current  accuracy  if  the  NMA  decided 
to  publish  this  report. 

The  Sunderbruch  representatives  discussed  the  perils  faced 
by  the  PRO  and  the  physician  when  sanctions  are  imposed. 
They  indicated  there  has  been  an  effort  to  establish  medical 
education  programs  for  physicians  with  problems  and  asked 
the  NMA  aid  in  this  effort.  It  was  noted  the  two  Nebraska 
medical  schools  have  no  resources  to  provide  remedial  medi- 
cal education  for  practicing  physicians. 

It  was  noted  a program  is  under  development  at  UNMC 
which  will  be  a remedial  education  program  for  physicians 
facing  possible  sanction  by  the  PRO.  It  was  noted  one  of  the 
major  problems  facing  this  program  is  the  clinical  assessment 
of  competency.  It  was  further  noted  there  are  cumulatively 
about  25  physicians  in  the  state  in  need  of  remedial  training. 

Sunderbruch  representatives  informed  us  that  in  the  new 
scope  of  work  there  will  be  more  flexibility  in  determining 
action  against  a physician  or  hospital  and  also  stated  that 
effective  October  1,  1991,  pre-procedure  surgical  review  will 
be  eliminated. 

The  Overview  Committee  will  continue  to  address  this 
important  subject  and  provide  information  regarding  our  delib- 
erations in  future  reports  to  the  Flouse  of  Delegates. 


REPORT  OF  THE 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Lincoln  - Chairman;  David  L.  Bacon,  M.D.,  Kearney; 
Lawrence  C.  Bausch,  M.D.,  Lincoln;  Robert  J.  Fitzgibbons,  M.D.,  Omaha;  Stacey 
D.  Goodrich,  M.D.,  Tecumseh,  Charles  D.  Gregorius,  M.D.,  Lincoln;  N.  Patrick 
Kenney,  M.D.,  Omaha;  Richard  H.  Meissner,  M.D.,  Omaha;  Richard  j.  Stitcher, 
M.D.,  Lincoln;  Wesley  G.  Wilhelm,  M.D.,  Omaha;  Todd  Kendall,  Omaha. 

A mid-September  meeting  of  the  Committee  is  planned  to 
begin  discussion  on  this  year's  activities.  During  the  meeting, 
we  will  review  all  aspects  of  the  1 991  Annual  Session  and  begin 
planning  for  the  1992  Annual  Session  in  Omaha. 
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The  Committee  anticipates  that  several  of  Nebraska's  spe- 
cialty societies  and  voluntary  organizations  will  again  provide 
scientific  programming  during  the  1992  Annual  Session.  The 
scientific  program  provided  through  the  efforts  of  these  groups 
has  been  of  high  quality  and  presented  an  excellent  opportu- 
nity for  Association  members  to  increase  their  medical  knowl- 
edge. The  Committee  extends  an  open  invitation  to  any 
specialty  society  or  voluntary  organization  which  wishes  to 
present  a scientific  program  at  the  1992  Annual  Session. 

In  addition  to  the  anticipated  scientific  programming,  the 
Committee  will  again  be  working  to  develop  socio-economic 
programming  which  will  be  of  value  to  the  membership  as  a 
whole.  Suggestions  for  program  subjects  are  always  welcome 
and  encouraged.  We  would  be  receptive  to  program  subjects 
offered  by  members  of  the  House  and  would  also  welcome 
your  comments  and  suggestions  for  improvement  regarding 
the  1992  Annual  Session. 

As  the  several  sessions  of  the  program  for  1 992  are  com- 
pleted, they  will  be  publicized  to  members  of  the  Association 
through  both  the  newsletterand  the  Nebraska  Medical  Journal. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
PROFESSIONAL  LIABILITY 

Blaine  Y Rofftnan,  M.D.,  Omaha  - Chairman;  David  L.  Bacon,  M.D.,  Kearney; 
Warren  C.  Bosley,  M.D.,  Grand  Island;  George  W.  Orr,  M.D.,  Omaha;  Donald  J. 
Pavelka,M.D.,  Omaha;  DwaineJ.  Peetz,  M.D.,  Neligh;  Richard  M.  Pitsch,  Jr.,  M.D., 
Lincoln;  Herbert  E.  Reese,  M.D.,  Lincoln;  Ed  Kris,  Omaha. 

The  Ad-Hoc  Committee  on  Professional  Liability  did  not 
meet  during  1991.  However,  the  St.  Paul  companies  furnished 
to  this  Committee  their  presentation  to  the  Nebraska  Insurance 
Department  on  June  28,  1991.  This  presentation  included  the 
national,  as  well  as  Nebraska's,  trends  in  the  liability  field. 

The  following  observations  were  disclosed: 

1.  The  nationwide  frequency  which  had  been  on  a down- 
ward trend  for  the  last  five  years  took  an  upward  trend  in 
the  first  six  months  of  1990. 

2.  Nebraska's  frequency  rate  which  had  had  a downward 
trend  from  1985  through  1988  took  a marked  upward 
trend  during  the  first  part  of  1 989,  followed  by  a decrease. 
The  first  six  months  of  1990,  however,  show  a similar 
increase  in  frequency  as  the  national  trend. 

3.  Nationwide  severity  has  continued  its  upward  trend. 

4.  The  statewide  severity,  although  having  shown  upward 
trend  for  the  last  seven  years,  showed  a decrease  in  the 
first  six  months  of  1990. 

The  Ad-Hoc  Committee  on  Professional  Liability  will  have  a 
meeting  in  the  fall  of  1991. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Omaha  - Chairman;  Joel  T Johnson,  M.D.,  Kearney, 
Darroll  J.  Loschen,  M.D.,  York;  Dale  E.  Michels,  M.D.,  Lincoln;  William  R.  Palmer, 
M.D.,  Omaha;  Willis  L.  Wiseman,  M.D.,  Wayne. 

The  NMA  Ad-Hoc  Committee  on  Health  Policy  Statements 
met  recently  and  reviewed  the  current  Nebraska  Medical 
Association  policy  statements  to  determine  their  accuracy  and 
timeliness. 

The  Committee  reviewed  and  reaffirmed  the  statements  on 
Advertising  and  Publicity  Guidelines,  Allocation  of  Health 
Resources,  Automobile  Safety,  Autopsy,  Contractual  Relation- 
ships, Credit  Card  Use,  Family  Practice,  Free  Choice  of  Physi- 
cians, Health  Education,  Health  Planning,  Indigent  Care,  Inter- 
est Charges  and  Finance  Charges,  and  Primary  Care. 

The  current  policy  on  third  party  payor/patient  relationship 
was  amended  and  reaffirmed. 


The  Committee  has  several  existing  statements  being  given 
substantial  revision  and  proposed  statements  which  will  be 
finalized  for  submission  to  the  House  of  Delegates  for  approval 
at  the  April  1 992  Annual  Session.  These  subject  areas  include 
statements  on  advertising  and  alternative  health  care  systems, 
health  care  costs,  non-physician  health  care  providers,  smok- 
ing, abuse  of  the  child  and  the  elderly,  AIDS,  managed  care, 
quality  care,  and  advanced  directives.  It  is  anticipated  that  most 
or  all  of  the  statements  on  these  subject  areas  will  be  finalized 
by  the  time  of  the  1992  Annual  Session. 

The  Ad-Hoc  Committee  presents  this  report  to  the  House  of 
Delegates  for  its  consideration. 

REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Lincoln  - Chairman;  Kenton  L.  Shaffer,  M.D., 
Kearney  • Vice  Chairman 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

George  M.  Adam,  M.D.,  Hastings;  Craig  A.  Bassett,  M.D.,  Omaha;  Daniel  C. 
Bohi,  M.D.,  Omaha;  Ernest  K.  Bussinger,  M.D.,  Scottsbluff;  James  H.  Elston,  M.D., 
Omaha;  L.  Palmer  Johnson,  M.D.,  Lincoln;  Charles  W.  Marlow'e,  M.D.,  Omaha; 
Cary  D.  Millus,  M.D.,  Lincoln;  George  W.  Orr,  M.D.,  Omaha;  Richard  P.  Perkins, 
M.D.,  Omaha;  Carl  V.  Smith,  M.D.,  Omaha. 

SECTION  ON  PERINATAL  MORTALITY  REVIEW 

Clarence  Davis,  Jr.,  M.D.,  Osceola;  Jaime  L.  Frias,  M.D.,  Omaha;  Robert  M. 
Nelson,  M.D.,  Omaha;  Kerrie  Allen,  Omaha;  James  M.  Plate,  M.D.,  Kimball;  Jon 
A Vonderhoof,  M.D.,  Omaha;  Gregg  F.  Wright,  M.D.,  Lincoln. 

The  Ad-Hoc  Committee  on  Maternal  and  Child  Health  met 
on  August  29,  1991  at  the  NMA  Headquarters  Office.  An 
update  of  the  NMA  Maternal  and  Child  Health  QA  project  was 
discussed  by  the  Committee  and  guests,  Doctor  David  Schor, 
Director  of  MCH,  and  Bruce  Rowe,  Bureau  Director.  Doctor 
Orr  reported  that  he  had  received  maternal  death  certificates 
from  the  Bureau  of  Vital  Statistics.  The  Committee  has  yet  to 
receive  any  other  death  certificates  to  this  date.  Doctor  Schor 
informed  the  Committee  that  the  process  is  active  and  will  be 
providing  information  within  the  next  several  months.  Discus- 
sion followed  as  to  internal  mechanisms  for  review. 

Doctor  Robert  Nelson  presented  an  update  on  the  Healthy 
Mothers/Healthy  Babies  Coalition.  The  Maternal  & Child  Health 
representatives  were  asked  by  Doctor  Nelson  to  update  the 
Committee  on  the  proposed  anonymous  maternal  drug  screen- 
ing grant.  The  Committee  was  disappointed  to  learn  that  the 
grant  which  was  intended  to  have  priority  funding  distinct  from 
the  Maternal  Block  Grant  application  has  been  temporarily 
tabled.  The  Committee  will  have  the  option  of  finding  some 
alternative  funding  or  must  postpone  the  application  until  the 
1993  Maternal  Block  Grant  applications  are  accepted. 

The  Committee  has  also  learned  that  there  is  a state  statute 
that  will  prevent  the  coroner  from  ordering  an  autopsy  on  a 
child  in  cases  of  suspected  SIDS  if  the  parents  do  not  want  the 
autopsy  performed.  The  guardian  or  parents  have  the  right  to 
sign  a written  waiver  of  this  right  to  an  autopsy.  Neb.  Rev.  Stat 
§ 71-605(2)  (Reissue  1990).  Following  discussion,  a motion 
was  made,  seconded  and  passed  that  ( 1 ) that  the  coroner  have 
absolute  right  or  decision  to  order  an  autopsy  on  such  a child 
and  (2)  that  the  statute  be  reviewed  by  the  NMA  legal 
department  and  referred  to  the  appropriate  committee  for 
action. 

The  Committee  discussed  upcoming  resolutions  to  the  Fall 
Session  of  the  House  of  Delegates  relating  to  matters  of 
maternal  and  child  health. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.  Grand  Island  - Chairman;  Joseph  R.  Ellison,  M.D., 
Omaha;  Richard  W.  Hammer,  M.D.,  Lincoln;  Stephen  J.  Lanspa,  M.D.,  Omaha; 
Kurt  W.  Lesh,  M.D.,  York;  Morris  B,  Mellion,  M.D.,  Omaha;  Wesley  G.  Wilhelm, 
M.D.,  Omaha;  Tom  Sachtleben,  Omaha. 

The  Committee  has  continued  to  work  with  the  Nebraska 
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Department  of  Education  on  the  implementation  of  the  curricu- 
lum on  health  education.  The  Department  is  presently  con- 
ducting orientation  and  training  sessions  for  educators  on  the 
use  of  this  curriculum.  The  Committee  expects  to  be  active  in 
promoting  its  introduction  in  our  schools,  which  should  be 
taking  place  in  this  school  year. 

Having  had  a part  in  this  activity,  the  Committee  proposes  to 
renew  meetings  with  health  educators  and  program  directors 
in  colleges  in  Nebraska.  When  the  Committee  was  formed,  this 
was  its  most  important  task,  which  met  with  some  success. 
Through  its  efforts,  it  was  possible  to  acquaint  colleges,  teach- 
ers, and  the  Department  of  Education  with  the  interest  of  the 
Association  in  the  subject  of  health  education,  and  to  stimulate 
the  development  of  curriculums  for  health  education  in  several 
school  districts.  There  continues  to  be  a need  for  teachers  with 
special  training  in  health  education,  and  with  the  dissemination 
of  this  new  curriculum,  such  training  should  assume  the 
importance  it  deserves.  With  the  approval  of  the  Etouse,  the 
Committee  will  meet  with  appropriate  people  in  our  colleges 
of  education  to  try  to  achieve  this  end.  The  Committee  believes 
it  can  be  an  effective  catalyst  in  this  effort. 


Minutes,  Board  of  Councilors 

The  Board  of  Councilors  met  on  September  13,  1 991,  at  the 
Cornhusker  Hotel,  Lincoln,  Nebraska. 

Members  present  were:  Doctors  Richard  B.  Svehia,  Sushil  S. 
Lacy,  Paul  M.  Scott,  Cordon  D.  Adams,  Kenneth  C.  Bagby, 
Richard  M.  Pitsch,  R.A.  Blatny,  Stanley  F.  Nabity,  Charles  F. 
Damico,  Ronald  L.  Asher,  Milton  R.  Johnson,  Perry  T.  Williams, 
Darroll ).  Loschen  and  Paul  E.  Collicott. 

The  meeting  was  called  to  order  by  the  Chairman,  Stanley  F. 
Nabity,  M.D. 

Dr.  Nabity  called  for  approval  of  the  minutes  of  the  Annual 
Session  as  printed  in  the  July  issue  of  the  Nebraska  Medical 
Journal.  The  minutes  were  approved  as  written. 

The  Councilors  reviewed  the  reference  committee  assign- 
ments. 

The  Board  of  Directors'  item  regarding  PRO  problems 
prompted  considerable  discussion.  It  was  noted  that  although 
there  has  been  improvement  in  communication  between  the 
PRO  and  the  Association,  there  is  a need  for  improved  commu- 
nication between  those  physicians  under  review  by  the  PRO 
and  the  Association.  The  Board  of  Directors  asked  the  Council- 
ors to  visit  each  hospital  medical  staff  within  their  district  to 
ascertain  any  problems  that  the  NMA's  PRO  Grievance  Com- 
mittee could  assist  in  resolving  or  address. 

It  was  also  noted  that  the  Association  has  initiated  discussion 
with  the  Hospital  Association  in  order  to  inform  them  of  the 
NMA's  internal  review  mechanism.  Lack  of  knowledge  regard- 
ing this  mechanism  was  cited  as  a reason  so  few  physicains 
have  utilized  it.  Dr.  Nabity  stated  that  the  Councilors  would  be 
willing  to  assume  the  task  of  contacting  the  hospital  medical 
staffs  within  their  respective  districts  to  ascertain  whether 
problems  exist. 

Concern  was  expressed  over  the  future  of  RHEN  now  that 
Dr.  Waldman  is  leaving  as  Dean.  It  was  pointed  out  that  Dr.  Jeff 
Susman  will  attend  the  reference  committee  to  address  the 
issue  of  RHEN  and  clarify  its  status. 

Dr.  Nabity  stated  that  the  Board  of  Directors  felt  that 
Resolution  #14  regarding  standardization  of  collection  and 
custody  procedures  of  body  fluid  specimens  should  be  re- 
ferred to  the  AMA  via  a resolution  as  it  presents  an  issue  that 
is  national  in  scope. 

Dr.  Collicott  briefly  addressed  the  RBRVS  issue  and  informed 
the  Councilors  that  the  Association  plans  to  conduct  a half-day 


seminar,  with  the  help  of  the  AMA,  which  will  help  physicians 
untJerstand  the  new  rules  and  regulations  of  the  RBRVS.  I le 
also  urged  all  present  to  obtain  the  new  (.'Pf  book  due  to 
several  changes. 

It  was  suggested  that  the  section  of  the  AMA  Delegates' 
report  dealing  with  HIV  testing  be  considered  by  Reference 
Committee  #6  as  they  would  also  lie  addressing  the  resolutions 
regarding  ITIV.  Doctor  Meissner  accepted  this  suggestion  and 
slated  that  this  section  would  be  moved  to  Reference  Commit- 
tee #6. 

Resolution  #5  regarding  H.R.  1898  was  discussed  and  the 
Councilors  were  informed  that  letters  had  been  sent  to 
Nebraska's  representatives  in  the  House  of  Representatives.  As 
of  this  time,  no  response  has  been  received  regarding  their 
position. 

Personal  contact  as  a means  of  persuading  physicians  to  join 
the  Nebraska  Medical  Association  was  stressed.  Dr.  Williams 
also  mentioned  that  the  Commission  on  Association  Affairs  will 
be  undertaking  a more  concerted  effort  in  this  area. 

Resolution  #4  regarding  the  necessity  of  the  Fall  Session 
provoked  considerable  discussion.  A motion  was  made,  sec- 
onded and  carried  that  the  Fall  Session  of  the  Flouse  of 
Delegates  continue  to  be  held.  Dr.  Nabity  stated  that  he  would 
attend  the  reference  committee  addressing  this  resolution  to 
relay  the  Councilors'  position.  It  was  also  suggested  that  the 
Board  of  Directors  make  an  effort  to  visit  the  county  medical 
societies. 

Dr.  Loschen  riientioned  that  he  would  be  asking  the  refer- 
ence committee  dealing  with  CLIA  '88  for  a recommendation 
regarding  the  Association's  approach  to  the  state  laboratory 
certification  statute. 

Dr.  Damico  stressed  that  it  is  important  for  the  NMA  to  stay 
on  top  of  the  state  vaccines  to  attending  physicians'  issue. 

Resolution  #7  regarding  anesthesia  as  a practice  of  medicine 
prompted  considerable  discussion  with  the  consensus  being 
that  the  status  quo  (physician  supervision)  be  maintained. 

It  was  noted  that  the  NMA  Blue  Cross  and  Blue  Shield  group 
health  insurance  plan  will  not  experience  an  increase  in  rates 
for  the  next  year. 

Opinions  regarding  HIV  testing  were  discussed. 

The  requests  for  Life  Membership  and  1992  50-Year  Practi- 
tioners were  reviewed  by  the  Councilors.  A motion  was  made, 
seconded  and  carried  to  approve  the  requests. 

Dr.  Williams  notified  the  Councilors  that  word  had  been 
received  from  the  Governor  that  his  health  care  task  force 
would  be  formed  in  October. 

The  Councilors  reviewed  cases  received. 

Dr.  Nabity  called  for  nominations  from  the  Board  for  the 
position  of  Chairman  of  the  Board  of  Councilors.  Dr.  Nabity 
was  nominated  and  re-elected  unanimously. 

Dr.  Nabity  called  for  nominations  from  the  Board  for  the 
position  of  Secretary  to  the  Board  of  Councilors.  Dr.  Damico 
was  nominated  and  re-elected  unanimously  by  the  Councilors. 

Dr.  Nabity  reminded  the  Councilors  of  the  need  to  contact 
each  hospital  medical  staff  within  their  district  to  determine  if 
PRO  problems  exist.  He  also  urged  the  Board  to  personally 
contact  non-merTibers  to  promote  membership. 

Dr.  Johnson  asked  that  information  be  supplied  to  each 
Councilor  regarding  the  PRO  Grievance  Committee,  its  pro- 
cess and  also  the  name  of  the  Association's  legal  counsel  which 
could  be  used  when  making  contacts  regarding  the  PRO.  Dr. 
Nabity  stated  the  information  would  be  sent  to  each  Councilor. 

There  being  no  further  business,  the  meeting  was  adjourned. 
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Minutes,  House  of  Delegates 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was  held 
September  13,  1991,  at  the  Cornhusker  Hotel,  Lincoln,  Ne- 
braska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr.  Richard 
Meissner.  A call  for  quorum  was  made.  67  delegates  were 
present  and  the  meeting  was  declared  in  session.  Seating  of 
Alternate  Delegates  for  Delegates  took  place. 

Dr.  Roffman  was  appointed  parliamentarian  and  Dr.  Dvorak 
gave  the  invocation. 

The  Speaker  called  for  approval  of  the  minutes  of  the  Annual 
Session,  and  these  were  approved  as  printed  in  the  July  issue 

of  the  Nebraska  Medical  Journal. 

The  Speaker  informed  the  House  that  the  section  on  HIV 
Testing  found  in  the  NMA  Delegate  to  the  AMA's  report  would 
be  referred  to  Reference  Committee  #6  instead  of  Reference 
Committee  #3. 

Doctor  Williams  read  a letter  from  Governor  Nelson  to  the 
House  which  stated  that  his  committee  on  health  care  in 
Nebraska  would  begin  work  in  October. 

Dr.  Meissner  directed  the  House's  attention  to  the  Board 
item  dealing  with  the  Nebraska  Medical  Association  Blue 
Cross  and  Blue  Shield  group  health  insurance  plan,  noting  that 
there  will  not  be  a rate  increase  for  the  next  twelve  months.  He 
suggested  that  this  information  be  used  as  in  internal  marketing 
tool  for  membership  recruitment. 

It  was  noted  that  three  reference  committee  members  were 
not  in  attendance.  The  Speaker  asked  Dr.  Dale  Michels  to  serve 
as  Chairman  of  Reference  Committee  #6  in  the  event  Dr. 
Holyoke  was  unable  to  attend.  The  remaining  two  vacancies 
were  left  unfilled  in  the  hope  that  the  members  assigned  would 
attend. 

The  following  reference  committee  assignments  were  made: 
REFERENCE  COMMITTEE  #1 

Report  of  the  Board  of  Directors,  Item  #6,  Annual  Session 
Resolution  Entitled  "Discussion  of  PRO  Problems  with 
Reviewing  Physicians"  (a91  RESO,  1| 

Report  of  the  Board  of  Directors,  Item  #9,  Social  Violence 
Including  Problems  of  Child  Abuse  and  Neglect 
(A91  RESO.  7) 

Report  of  the  Board  of  Directors,  Item  #1 1,  CME  Accredi- 
tation Fee 

Report  of  the  Board  of  Directors,  Item  #18,  Laser  Surgery 
(A91  RESO.  4) 

Report  of  the  State  Department  of  Social  Services 
Report  of  the  Ad-Hoc  Committee  on  Medicaid  Services 
Report  of  the  Ad-Hoc  Committee  on  Violence  and  Neglect 
Report  of  the  Commission  on  Medical  Education 
Report  of  the  NMA  PRO  Overview  Committee 
Resolution  #1  - Lancaster  - Approval  of  Medicaid  Review 
Criteria 

Resolution  #12  - Peter  j.  Whitted,  M.D.  - Laser  Statement 

REFERENCE  COMMITTEE  #2 

Report  of  the  Board  of  Directors,  Item  #7,  Rural  Primary 
Care  Physician  Shortage, 

Report  of  the  Board  of  Directors,  Item  #19,  Ionizing 
Radiation  Regulations  (A9i  RESO.  9) 

Report  of  the  Board  of  Directors,  Item  #26,  Rural  Health 
Education  Network  (RHEN)  (a91  RESO.  ii) 

Report  of  the  YPS  Delegate  to  the  AMA 
Report  of  the  Creighton  University  School  of  Medicine 
Report  of  the  University  of  Nebraska  Medical  Center 
Report  of  the  Ad-Hoc  Committee  on  Low  Level  Radio- 
active Waste  Disposal 

Report  of  the  Committee  on  Health  Planning 


Resolution  #14-  Cheyenne-Kimball-Deuel  - Standardiza- 
tion of  Collection  and  Custody  Procedures  of  Body 
Fluid  Specimens 

REFERENCE  COMMITTEE  #3 

Report  of  the  Board  of  Directors,  Item  #4,  Medicare 
RBRVS  Update 

Report  of  the  Board  of  Directors,  Item  #10,  Nebraska 
Department  of  Health  Appointments 
Report  of  the  Board  of  Directors,  Item  #16,  Health  USA 
Act  of  1991  (A91  RESO.  3) 

Report  of  the  Board  of  Directors,  Item  #23,  NMA  Resolu- 
tion Regarding  Payment  for  EKCS  (a91  reso.2) 

Report  of  the  Board  of  Directors,  Item  #24,  Medicare 
Reimbursement  for  New  Physicians 
Report  of  the  Delegate  to  the  AMA 
Life  Membership  Request  and  1 992  50-Year  Practitioners 
Resolution  #5  - Metro  Omaha  - H.R.  1898 
Minutes,  Board  of  Councilors 

REFERENCE  COMMITTEE  #4 

Report  of  the  Board  of  Directors,  Item  #2  Membership 
Report  of  the  Board  of  Directors,  Item  #3,  Finances 
Report  of  the  Board  of  Directors,  Item  #12,  By-Law 
Amendment 

Report  of  the  Board  of  Directors,  Item  #13,  Paul  E. 

Collicott,  M.D.,  Appointed  AMA  Alternate  Delegate 
Report  of  the  Board  of  Directors,  Item  #15,  Support 
Croup 

Report  of  the  Board  of  Directors,  Item  #21,  Bundling  of 
Fees  for  Autologous  Blood,  (a91  reso.  12) 

Report  of  the  Commission  on  Association  Affairs 
Report  of  the  Scientific  Sessions  Committee 
Resolution  #2  - Lancaster  - Limitation  on  AMA  Delegate/ 
Alternate  Terms 

Resolution  #4  - Metro  Omaha  - Necessity  of  Fall  Session 
Resolution  #8  - Metro  Omaha  - Dissemination  of  Information 
Resolution  #13  - Metro  Omaha  - Amendment  to  the 
Articles  and  Bylaws  of  the  Nebraska  Medical  Association 

REFERENCE  COMMITTEE  #5 

Report  of  the  Board  of  Directors,  Item  #8,  Clinical  Lab- 
oratory Improvement  Act  (CLIA  ’88)  and  Nebraska's 
Certification  of  Clinical  Laboratories  Statute  (LB  551 ) 
Report  of  the  Board  of  Directors,  Item  #14,  HHS  Inspec- 
tor General  Kusserow's  Resignation  Request 
Report  of  the  Board  of  Directors,  Item  #17,  National 
Practitioner  Data  Bank  {a91  RESO.  6) 

Report  of  the  Board  of  Directors,  I tern  #20,  State  Vaccines 
to  Attending  Physicians,  (a91  reso.io) 

Report  of  the  Board  of  Directors,  Item  #22,  Patient  Self- 
Determination  Act 

Report  of  the  State  Department  of  Health 
Report  of  the  Ad-Hoc  Committee  on  Professional  Liability 
Report  of  the  Commission  on  Legislation  & Governmen- 
tal Affairs 

Resolution  #6  - Metro  Omaha  - Clinical  Laboratory  Im- 
provement Amendments  of  1988 
Resolution  #7  - Metro  Omaha  - Anesthesia  as  a Practice 
of  Medicine 

REFERENCE  COMMITTEE  #6 

Report  of  the  Board  of  Directors,  Item  #1,  NMA  Blue 
Cross  Blue  Shield  Group  Health  Insurance  Plan 
Report  of  the  Board  of  Directors,  Item  #5,  Public  Relations 
Firm  Retained 

Report  of  the  Board  of  Directors,  Item  #25,  HIV 
Report  of  the  Ad-Hoc  Committee  on  Health  Education 
Report  of  the  Ad-Hoc  Committee  on  Health  Policy  State- 
ments 

Report  of  the  Ad-Hoc  Committee  on  Maternal  & Child 
Health 

Report  of  the  Commission  on  Public  Affairs 
Resolution  #3  - Lancaster  - HIV  Testing 
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Resolution  #9  - Metro  Omaha  - CDC  Guidelines  for  I IIV 
Disease 

Resolution  #1 0-  Metro  Omaha  - Need  for  Regulation  and 
Licensure  of  Tanning  Parlors 
Resolution  #1 1 - Metro  Omaha  - Need  for  Licensing  of 
Electrologists  in  Nebraska 

Report  of  the  Delegate  to  the  AMA,  Section  on  HIV 
Testing 

It  was  announced  that  Reference  Committees  1 , 3 & 5 would 
go  into  session  at  1 p.m.  and  Reference  Committees  2,  4 & 6 
would  meet  at  2 p.m. 

There  being  no  further  business,  the  House  recessed  until 
Saturday  Ticrn'ng. 


House  of  Delegates 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates  was  held 
September  14,  1991.  The  meeting  was  called  to  order  by  the 
Vice  Speaker,  Doctor  David  Little.  60  delegates  were  present 
and  the  meeting  was  declared  in  session.  Seating  of  Alternate 
Delegates  for  Delegates  took  place. 

Doctor  Little  called  for  approval  of  the  mmutes  of  the  First 
Session,  and  these  were  approved  as  printed. 

Doctor  Little  introduced  Mr.  David  Cloud,  AMA  representa- 
tive, to  the  House.  He  also  introduced  Marie  de  Madinez  and 
Carol  Jess,  the  new  public  relations  consultants  for  the  Ne- 
braska Medical  Association. 

Reports  of  the  Reference  Commiitees  were  prese.ited  as 
follows: 

Reference  Committee  #1 

Reference  Committee  #1  considered  9 reports  and  2 resolu- 
tions. The  Reference  Committee  submits  the  following  report 
and  recommendations. 

(1 )  THE  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #6, 
ANNUAL  SESSION  RESOLUTION  ENTITLED  "DISCUS- 
SION OF  PRO  PROBLEM  WITH  REVIEWING  PHYSI- 
CIANS" (A91  RESO.  1)  AND  REPORT  OF  THE  NMA  PRO 
OVERVIEW  COMMITTEE  WERE  CONSIDERED  TO- 
GETHER. 

Vigorous  discussion  resulted  in  the  following  recommenda- 
tions to  the  Board  of  Directors  and  its  appropriate  committees. 

Recommendations: 

1 . Specific  determination  must  be  made  as  to  whether  or  not 
PRO  reviewing  physicians  are  prohibited  by  federal  stipula- 
tions from  contacting  attending  physicians  regarding  the  clini- 
cal circumstances  relating  to  patients'  utilization  review  or 
quality  assurance  concerns. 

2.  The  Nebraska  Medical  Association  and  its  appropriate 
committees  must  be  much  more  aggressive  in  challenging  the 
TSCN-PRO  as  to  its  stated  policies  and  regulations  so  as  to 
permit  patient  medical  service  review  with  full  information  as 
to  prevailing  medical  circumstances. 

3.  The  process  for  filing  PRO  grievances  with  the  PRO 
Grievance  Subcommittee  must  be  repetitively  made  known  to 
the  NMA  membership. 

4.  The  Reference  Committee  appreciated  the  reports  of  the 
Board  of  Directors,  Item  #6  and  NMA  PRO  Overview  Commit- 
tee and  recommended  they  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 


(2)  FHE  REPORT  OF  I HL  BOARD  OF  DIRECf  ORS,  1 1 EM  #9, 
SOCIAL  ViOLENCF  INCLUDING  PROBLEMS  OF  CHIl  D 
ABUSE  AND  NEGLECT  (a9i  keso.  7)  AND  I FIE  RFPORI 
OF  TF1E  AD-HOC  COMMIITEE  ON  VIOLENCE  AND 
NEGLECT  WERE  CONSIDERED  lOGEIHER. 

The  highlights  of  the  report  were  reviewed  by  Doctor  Perry 
Williams.  The  Reference  Committee  applauds  the  Department 
of  Social  Services  plans  to  establish  a child  welfare  task  force. 

Recommendations: 

1.  The  recommendations  of  the  Ad-Hoc  Committee  on 
Violence  and  Neglect  be  implemented  by  the  Board  of  Direc- 
tors of  the  Nebraska  Medical  Association. 

2.  The  report  of  the  Board  of  Directors,  Item  #9,  and  the  Ad- 
Hoc  Committee  on  Violence  and  Neglect  be  filed  for  informa- 
tion. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  section  of  the  report  was 
adopted  by  the  House. 

(3)  THE  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#1 1,CME  ACCREDITATION  FEE  AND  THE  REPORT 
OF  THE  COMMISSION  ON  MEDICAL  EDUCATION 
WERE  CONSIDERED  TOGETHER. 

There  was  no  commentary  on  either  report. 

Recommendation: 

1 . The  reports  of  the  Board  of  Directors,  Item  1 1 and  the 
Commission  on  Medical  Education  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(4)  THE  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#18,  LASER  SURGERY  (A91  RESO.  4)  AND  RESOLUTION 
#12  - PETER  j.  WHITTED,  M.D.  - LASER  STATEMENT, 
WERE  CONSIDERED  TOGETHER. 

Resolution  #12  read  as  follows: 

BE  IT  RESOLVED,  that  the  Nebraska  Medical  Associa- 
tion adopt  the  policy  that  laser  surgery  should  be  per- 
formed only  by  individuals  licensed  to  practice  medicine 
and  surgery  or  those  categories  of  practitioners  currently 
licensed  by  Nebraska  to  perform  surgical  services. 

(A  resolution  on  this  subject  was  considered  at  the  1991 
Annual  Session  and  referred  to  the  Board.  The  Board  asked  the 
resolution  be  re-written  for  consideration  at  this  Fall  Session.) 

Only  supportive  testimony  to  Resolution  #12  was  heard. 

Recommendations: 

1.  The  report  of  the  Board  of  Directors,  Item  #18,  be  filed 
for  information. 

2.  Resolution  #1 2 be  adopted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(5)  THE  REPORT  OFTHE  STATE  DEPARTMENT  OF  SOCIAL 
SERVICES  WAS  REVIEWED. 

Ms.  Mary  Dean  Harvey,  Director,  and  Doctor  Chris  Wright, 
Medical  Director,  Department  of  Social  Services,  highlighted 
the  contents  of  the  report  in  an  excellent  manner  and  re- 
sponded to  numerous  questions. 

Recommendation: 

1.  Your  Reference  Committee  appreciates  the  quality  and 
content  of  the  Department  of  Social  Services  report  and 
recommends  filing  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
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OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 


reports  have  been  read  in  their  entirety  and  that  this  practice 
would  continue  at  this  session  of  the  House. 


(6)  THE  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  MED- 
ICAID SERVICES  WAS  REVIEWED. 

No  comments  concerning  the  report  were  received. 

Recommendation: 

1 . Your  Reference  Committee  recommends  the  report  of 
the  Ad-Hoc  Committee  on  Medicaid  Services  be  filed  for 
information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(7)  REVISED  RESOLUTION  #1  - LANCASTER  COUNTY  - 
APPROVAL  OF  MEDICAID  REVIEW  CRITERIA 

Revised  Resolution  # 1 read  as  follows: 

WHEREAS,  the  Sunderbruch  Corporation  conducts 
retrospective  reviews  for  hospitalized  Medicaid  infants 
and  children,  and 

WHEREAS,  the  reviewers  (pediatricians  and  family  prac- 
titioners) are  provided  criteria  from  Medicaid  (State  Social 
Services)  to  determine  appropriateness  of  hospitalization 
and  length  of  stay,  and 

WHEREAS,  the  criteria  which  may  vary  in  content,  are 
established  on  a State  to  State  basis  rather  than  provided 
by  the  federal  government,  and 

WHEREAS,  reviewers  (pediatricians  and  family  practi- 
tioners) provide  their  time  for  such  reviews; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  strongly 
urge  that  appropriate  committees  of  the  Nebraska  chap- 
ters of  the  A.A.P.  and  A.A.F.P.  review  and  approve  these 
Medicaid  review  criteria  from  time  to  time  as  necessary. 

Considerable  testimony  was  received.  Doctor  Chris  Wright 
commented  that  only  the  PRO  Severity  of  Illness-Intensity  of 
Service  screening  criteria  were  utilized  by  review  nurses. 
Physician  reviews  and  actions  are  dependent  entirely  on  the 
knowledge  and  experience  of  the  reviewing  physicians.  She 
stated  further  that  constructive  input  by  organized  medical 
groups  will  be  welcomed  by  the  Department. 

Strong  comment  was  received  indicating  reviewing  physi- 
cians must  take  into  account  social  environmental  conditions 
relative  to  medical  problems  when  considering  utilization 
issues. 

Recommendation: 

1 . Your  Reference  Committee  recommends  revised  Resolu- 
tion #1  'THEREFORE  BE  IT  RESOLVED"  be  amended  as  follows: 

"THEREFORE  BE  IT  RESOLVED,  that  the  NMA  Board  of 
Directors  and  its  appropriate  committees  work  with  the 
Nebraska  Department  of  Social  Services  in  the  review  and 
approval  of  Medicaid  review  criteria  as  necessary." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  REPORT 
OF  YOUR  REFERENCE  COMMITTEE  #1  AS  A WHOLE.  This 
was  adopted  by  the  House. 

Respectfully  submitted, 

F.  F.  Paustian,  M.D.,  Chairman,  Omaha 
J.  N.  Shreck,  M.D.,  North  Platte 
Benjamin  R.  Celber,  M.D.,  Lincoln 

Doctor  Roffman  suggested  that  the  Reference  Committee 
Chairmen  dispense  with  the  reading  of  the  reports  in  their 
entirety,  reading  only  the  recommendations  of  the  committee. 
Doctor  Little  noted  that  traditionally,  reference  committee 


Reference  Committee  #2 

Reference  Committee  #2  considered  8 reports  and  1 resolu- 
tion. The  Reference  Committee  submits  the  following  report 
and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #7, 
RURAL  PRIMARY  CARE  PHYSICIAN  SHORTAGE 

The  Reference  Committee  would  like  to  commend  Doctor 
Loschen  for  his  efforts  on  the  Sub-Committee  on  Rural  Health 
Coordination.  The  first  greater  Nebraska  rural  caucus  was  held 
yesterday  with  good  input  from  the  delegates. 

Recommendation: 

1 . We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #19, 
IONIZING  RADIATION  REGULATIONS  (A9i  RESO.  9) 

Comments  were  received  suggesting  that  the  NMA  continue 
dialogue  with  the  Department  of  Health  concerning  study 
courses  for  limited  systems  operators.  Testimony  centered  on 
the  importance  of  not  just  the  health  of  the  patients  undergoing 
the  x-ray  exams  but  also  the  need  to  communicate  with  the 
Director  of  Health. 

Recommendation: 

1 . We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #26, 
RURAL  HEALTH  EDUCATION  NETWORK  (RHEN) 

(A91  RESO.  11) 

Testimony  concerning  the  status  of  the  RHEN  program  was 
given  by  Dr.  Susrnan  from  the  Family  Practice  Department  of 
the  Medical  Center.  He  stated  that  the  Department  of  Family 
Practice  and  the  medical  school  both  have  an  ongoing  commit- 
ment to  RHEN.  RHEN  will  include  not  just  medical  student  and 
residency  training  but  also  the  potential  for  allied  and  para- 
medical training.  Definite  plans  have  been  made  for  on  site 
training  of  resident  physicians  in  Grand  Island  and  Kearney. 
Although  his  comments  were  positive  about  university  com- 
mitment to  the  RHEN  program,  he  was  unable  at  this  time  to 
discuss  budgetary  matters,  etc.  Because  of  the  obvious 
correlation  between  budget  and  the  success  of  the  RHEN 
program,  the  reference  committee  suggested  to  Doctor  Susrnan 
that  a representative  of  the  medical  center  discuss  these  issues 
in  more  detail  with  the  Board  of  Directors  or  their  representa- 
tive. 

Recommendation: 

1 . We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVETHE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(4)  REPORT  OF  THE  YPS  DELEGATE  TO  THE  AMA 

The  reference  committee  would  like  to  emphasize  the  recom- 
mendation of  Doctor  Fosnaugh  that  the  Association  consider 
in  the  Spring  session  the  possibility  of  hosting  Michael  Dunn  for 
his  excellent  seminar  on  developing  constituent  skills. 

Recommendation: 

1.  We  recommend  acceptance  of  this  report  as  filed. 
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MR.  SPEAKER,!  MOVETHEADOPIlONOFTI  IISSECriON 
OE  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(5)  REPORT  OF  THE  CREIGHTON  UNIVERSITY  SCEIOOE 
OF  MEDICINE 

Ihe  reference  committee  would  like  to  commend  Doctor 
O'Brien  for  his  fine  efforts  as  Dean  of  the  Creighton  School  of 
Medicine.  We  acknowledge  his  resignation  effective  July  1, 
1 992,  with  regret.  His  efforts  have  been  of  great  benefit  to  the 
Association. 

Recommendation: 

1 . We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

Clarification  was  sought  regarding  Michael  Dunn,  referred  to 
in  reference  committee  item  #4.  Mr.  Dunn  was  described  as 
a dynamite  speaker  who  presents  a riveting  program  which 
could  be  included  as  part  of  the  socioeconomic  programming 
for  the  Annual  Session.  It  was  suggested  that  his  presentation 
be  sponsored  by  one  of  the  specialty  societies  participating  in 
the  Annual  Session. 

(6)  REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA  MEDICAL 
CENTER 

The  reference  committee  acknowledges  the  resignation  of 
Doctor  Robert  Waldman  as  Dean  of  the  University  of  Nebraska 
College  of  Medicine.  This  enables  him  to  take  a position  as 
Vice  President  of  Graduate  Education  for  the  Association  of 
American  Medical  Colleges.  The  Association  is  grateful  for  Dr. 
Waldman's  input  into  Association  affairs  as  well  as  his  impetus 
in  developing  the  RHEN  program  as  well  as  other  ongoing 
efforts  at  the  medical  center.  We  wish  him  the  very  best  in  his 
new  endeavor. 

Recommendation: 

1 . We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(7)  REPORT  OFTHE  AD-HOC  COMMITTEE  ON  EOW  LEVEE 
RADIOACTIVE  WASTE  DISPOSAL 

Recommendation: 

1.  We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(8)  REPORT  OFTHE  COMMITTEE  ON  HEALTH  PLANNING 

Testimony  centered  on  the  obvious  importance  of  the  Com- 
mittee on  Heath  Planning  in  view  of  the  just  announced 
formation  of  the  Governor's  Interagency  Committee  on  Health 
Care.  The  reference  committee  testimony  was  extensive 
concerning  the  importance  of  the  NMA  to  take  part  in  health 
planning,  both  as  an  independent  medical  association  and  by 
its  representation  on  the  Governor's  Committee  on  Health 
Care.  Testimony  was  given  which  stressed  the  importance  of 
the  Association  playing  a positive  role  in  development  of  any 
basic  health  care  plan  for  the  State  of  Nebraska.  Some  of  these 
ongoing  efforts  were  delineated  in  the  April  report  of  the 
Committee  on  Health  Planning  presented  at  the  Annual  meet- 
ing. 

Recommendation: 

1.  We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 


OF  OUR  REPORT.  This  section  of  Ihe  report  was  adopted  by 
Ihe  House. 

(9)  RESOLU  nON  #1 4-CI  lEYENNE-KIMBAI  I -DEUEL  - STAN- 
DARDIZATION OF  COELECTION  AND  CUSTODY  PRO- 
CEDURES  OF  BODY  FLUID  SPECIMENS 

Resolution  #14  road  as  follows: 

WHEREAS,  the  demand  for  body  fluid  specimens  for 
drug  screens  and  for  insurance  applications  is  increasing, 
and 

WF1EREAS,  the  " chain  of  custody"  requirements  are 
most  burdensome,  and 

WFIEREAS,  each  entity  requiring  a screen  seems  to 
have  a paper  trail  and  verification  procedure  of  its  own; 

THEREFORE,  BE  IF  RESOLVED,  that  the  NMA  and  the 
AMA  seek  to  have  standardized  procedures,  containers 
and  forms  developed  that  will  satisfy  the  requirements  of 
all  requesting  entities  which  will  reduce  the  hassle  which 
currently  exists  in  processing  specimens  for  drug  screens 
and  for  insurance  applications. 

Testimony  stressed  the  multitude  of  systems  and  procedures 
that  are  presently  being  used  both  in  offices,  emergency  rooms 
and  hospitals.  If  a standard  system  and  form  could  be  devel- 
oped on  a national  level,  there  could  be  cost  savings  and  a 
reduced  chance  of  error  on  these  very  important  medical 
procedures. 

Recommendation: 

1 . We  recommend  acceptance  of  Resolution  # 1 4 as  submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  was  seconded.  Doctor  Little  sought 
clarification  regarding  the  specific  disposition  of  the  resolution. 
Doctor  Damico  stated  that  the  intent  of  the  reference  commit- 
tee was  that  the  resolution  be  sent  to  the  AMA.  Following  this 
exchange,  the  House  adopted  this  section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  REPORT 
OF  REFERENCE  COMMITTEE  #2  AS  A WHOLE.  This  was 
adopted  by  the  House. 

I would  like  to  thank  Doctors  Allen  Dvorak  and  James 
Fosnaugh  for  their  expert  assistance  with  this  reference  com- 
mittee. 

Respectfully  submitted, 

Charles  F.  Damico,  M.D.,  Chairman,  Hastings 
Allen  D.  Dvorak,  M.D.,  Omaha 
James  A.  Fosnaugh,  M.D.,  Eincoln 

Reference  Committee  #3 

Reference  Committee  #3  considered  8 reports  and  I resolu- 
tion. The  Reference  Committee  submits  the  following  report 
and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#4,  MEDICARE  RBRVS  UPDATE 

Doctor  CoHicott  was  present  to  explain  that  the  final  rules 
and  regulations  have  not  yet  come  out,  and  that  we  hope  to 
have  more  definitive  information  by  November  1 . Sometime 
after  that  it  will  be  a goal  of  the  NMA  to  hold  a workshop  for 
Association  members  to  go  over  these  new  rules  and  regula- 
tions. 

Doctor  Collicott  also  mentioned  that  there  will  be  changes  in 
many  of  the  CPT  descriptors  specifically  with  regard  to  E & M 
modifiers.  All  doctors'  offices  are  encouraged  to  get  an 
updated  copy  of  the  CPT  codes  containing  this  new  informa- 
tion. 

Recommendation: 

1 . Your  Reference  Committee  expresses  appreciation  of  the 
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report  and  recommends  that  it  be  filed. 

MR.SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

Doctor  Cornelius  asked  David  Cloud,  AMA  representative, 
to  comment  on  the  current  status  of  the  RBRVS  and  CLIA  '88. 
Mr.  Cloud  stated  that  although  the  newspapers  seem  to  say 
that  the  RBRVS  issue  has  been  resolved,  the  AMA  is  not 
convinced  and  may  be  soliciting  help  from  the  membership  to 
again  contact  their  Congressional  representatives.  Regarding 
Cl  lA  '88,  he  noted  that  the  regulations  are  beingcompletely  re- 
written and  are  expected  to  be  available  sometime  in  Novem- 
ber. However,  they  may  not  be  available  until  early  1992. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #10, 
NEBRASKA  DEPARTMENT  OF  HEALTH  APPOINTMENTS 

No  discussion  was  heard  on  this  item. 

Recommendation: 

1 . Your  Reference  Committee  recommends  adoption  of  this 

item  as  presented. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  # 16, 
HEALTH  USA  ACT  OF  1 991  (A91  RESO.  3) 

Doctor  Collicott  reported  that  the  Health  Planning  Commit- 
tee of  the  Nebraska  Medical  Association  is  monitoring  Senator 
Kerrey's  proposals,  and  the  committee  will  continue  to  inform 
Association  members  as  more  information  becomes  available. 
Your  reference  committee  expresses  appreciation  of  this  sec- 
tion of  the  report,  and  the  continued  efforts  of  the  Health 
Planning  Committee  to  keep  us  all  informed  of  new  develo|> 
ments. 

Recommendation: 

1 . The  Reference  Committee  recommends  that  this  item  be 
filed  as  presented. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #23, 
NMA  RESOLUTION  REGARDING  PAYMENT  FOR  EKGS 
(A91  RESO.  2) 

The  committee  appreciates  the  oral  report  by  Dr.  Collicott  on 
this  issue.  There  was  no  other  testimony  on  this  portion  of  the 
report. 

Recommendation: 

1 . Your  Reference  Committee  recommends  the  adoption  of 
this  section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(5)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #24, 
MEDICARE  REIMBURSEMENT  FOR  NEW  PHYSICIANS 
AND  RESOLUTION  #5  - METRO  OMAHA  - H.R.  1898 

Resolution  #5  read  as  follows: 

WHEREAS,  Congress  established  a graduated  payment 
scale  for  young  physicians  resulting  in  their  receiving  80% 
payment  for  Medicare  patients  their  first  year  of  practice, 
85%  payment  their  second  year,  90%  payment  their  third 
year,  95%  payment  their  fourth  year  and  finally  100% 
payment  their  fifth  year,  and 

WHEREAS,  H.R.  1898  has  been  introduced  to  repeal 
this  payment  scale  inequity,  and 


WHEREAS,  there  is  a disproportionately  larger  percent- 
age of  Medicare  beneficiaries  in  areas  of  lower  income, 
and 

WHEREAS,  these  areas  are  in  greater  need  of  primary 
care  physicians  and  the  current  policy  of  reduced  reim- 
bursement to  new  physicians  actually  dissuades  them 
from  locating  and  establishing  practices  in  these  areas  of 
need,  and 

WHEREAS,  attention  regarding  Medicare  has  focused 
recently  on  the  details  of  the  RBRVS,  it  is  the  desire  of  the 
Young  Physicians  Section  that  the  inequity  issue  in  reim- 
bursement to  new  physicians  remain  in  the  forefront  of 
upcoming  discussions; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  continue  to  fully  support  the  effort  to 
enact  H.R.  1898  to  repeal  reduced  Medicare  reimburse- 
ment for  new  physician  services  and  that  any  new  system 
of  payment  developed  as  a result  of  the  RBRVS  have 
equal  reimbursement  for  equal  services  rendered. 

Testimony  was  heard  by  several  of  those  present,  supporting 
the  Association's  efforts  to  support  H.R.  1898,  a bill  to  repeal 
the  Medicare  payment  reductions  for  new  physicians. 

Recommendations: 

1.  Your  Reference  Committee  expresses  appreciation  for 
this  report  and  recommends  that  it  be  filed. 

2.  The  Reference  Committee  recommends  that  Resolution 
#5  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report.  Doctor  Little,  as  a point  of  information,  noted  that  the 
lower  reimbursement  rates  apply  not  only  to  new  physicians, 
but  also  to  physicians  moving  to  a new  location  and  setting  up 
a solo  practice. 

(6)  REPORT  OF  THE  DELEGATE  TO  THE  AMA 

The  Reference  Committee  wishes  to  thank  Dr.  Roffman  and 
all  of  the  metnbers  of  the  AMA  delegation  for  their  continued 
efforts,  and  for  this  concise  and  readable  report. 

Recommendation: 

1 . Your  Reference  Committee  recommends  the  acceptance 
of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(7)  LIFE  MEMBERSHIP  REQUEST  AND  1992  50-YEAR 
PRACTITIONERS 

These  requests  were  as  follows: 

Request  for  Life  Membership 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Haskell  Morris,  M.D.,  Omaha 

Fifty  Year  Practitioners  — 1992  Annual  Session 

ADAMS  COUNTY  MEDICAL  SOCIETY 
Wilbur  K.  Bennett,  M.D.,  Red  Cloud 

CAGE  COUNTY  MEDICAL  SOCIETY 
John  C.  Nelson,  M.D.,  Wymore 

HALL  COUNTY  MEDICAL  SOCIETY 
Fred  W.  Harb,  M.D.,  Albuquerque,  NM 
].  Alfred  Proffitt,  M.D.,  Grand  Island 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
Hodson  A.  Hansen,  M.D.,  Lincoln 
Hubert  O.  Paulson,  M.D.,  Lincoln 
George  E.  Place,  M.D.,  Lincoln 
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MEIROPOIIIAN  OMAHA  MEDICAL  SOCIEIY 
CiotcJon  E.  Gibbs,  M.D.,  Thermal,  CA 
I k?nry  Kammandel,  MTT.,  ^ ucson,  AZ 
Daniel  M.  Miller,  M.D.,  Omaha 

SOUIH  CENIRAl  COUNTY  MEDICAL  SOCIEIY 
Charles  F.  Ashby,  M.D.,  Geneva 

SOUEHEASE  COUNIY  MEDICAL  SOIEEY 
Paul  M.  Scott,  M.D.,  Auburn 

I here  was  no  testimony  heard  on  this  item. 

Recommendafion: 

1 . Your  Reference  Committee  wishes  to  congratulate  these 
physicians  on  their  years  of  distinguished  service,  and  recom- 
mends the  acceptance  of  the  requests. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  Ehe  House  adopted  this  section  of  the 
report. 

(8)  MINUTES  OF  THE  80ARD  OF  COUNCILORS 

The  Reference  Committee  wishes  to  thank  Dr.  Nabity  for  his 
report  and  comments.  There  was  no  other  discussion  concern- 
ing this  report. 

Recommendation: 

1 . Ehe  Reference  Committee  recommends  that  the  minutes 
of  the  Board  of  Councilors  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  REPORT 
OF  YOUR  REFERENCE  COMMITTEE  #3  AS  A WHOLE.  This 
was  adopted  by  the  House. 

Respectfully  submitted, 

)ohn  C.  Wilcox,  M.D.,  Chairman,  Aurora 
Elvin  C.  Brown,  M.ET.,  Hastings 
Doctor  Meissner  assumed  the  podium. 

Reference  Committee  #4 

Reference  Committee  #4  considered  8 reports  and  4 resolu- 
tions. The  Reference  Committee  submits  the  following  report 
and  recommendations. 

(T ) REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  2 

The  Committee  noted  that  the  total  riiembership  of  the 
Nebraska  Medical  Association  is  1,789  or  68%  of  Nebraska's 
2,634  physicians.  The  Committee  received  several  comments 
about  possible  actions  that  might  result  in  increased  member- 
ship. Education  of  nonmembers  in  NMA  membership  benefits 
was  stressed.  The  Commission  on  Association  Affairs  will 
continue  efforts  to  increase  new  membership.  The  Committee 
endorses  their  efforts  and  wishes  the  Commission  well. 

Recommendation: 

1 . The  Committee  recommends  that  this  report  be  filed  for 
information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  TEIIS  SEC  LION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  3,  FINANCES 

The  Committee  heard  discussion  and  comments  of  an 
informational  nature  relating  to  the  budget.  It  was  noted  that 
the  House  of  Delegates  has  previously  accepted  and  directed 
that  60%  of  the  year's  budget  be  retained  in  reserves.  An 
estimated  10%  of  the  projected  incotTie  will  accrue  from  non- 
dues  income  categories.  The  Committee  noted  that  no  dues 
increase  was  projected  for  1992. 


Recommendation: 

I.  I he  (Committee  recommends  this  report  be  accepted. 

MR.  SPEAKER,  I MOVE  1 1 IE  ADOP I ION  Of  THIS  SEC;  I ION 
OI  OUR  REPORI.  I his  section  of  the  report  was  adopted  by 
the  House. 

(3)  REPORT  OF  BOARD  OF  DIREC  lORS,  1 1 EM  12,  BYI  AW 
AMENDMENT;  REPORI  OF  COMMISSION  ON  ASSO- 
CIATION AFFAIRS  WERE  CONSIDLRID  10CEIHER. 

Report  of  the  Board  of  Directors,  Item  1 2 and  the  Report  of 
the  Commission  on  Association  Affairs  both  deal  with  an 
amendment  to  Chapter  VI  of  the  Ijylaws  which  addresses  the 
selection  of  delegates  by  the  county  medical  societies.  I he  first 
sentence  in  Section  2 of  Chapter  VI  reads  "A  delegate  or  an 
alternate  representing  a component  society  or  group  of  societ- 
ies so  organized,  shall  have  resided  and  practiced  in  Nebraska 
and  shall  have  been  an  active  member  of  a component  society 
and  the  NMA  for  at  least  two  years  preceding  his/her  election." 
The  Board  of  Directors  recommended  deleting  this  portion  of 
the  bylaws  and  referred  the  matter  to  the  Commission  on 
Association  Affairs.  The  Commission  on  Association  Affairs 
recommends  that  the  blouse  of  Delegates  approve  the  dele- 
tion of  the  first  sentence  of  Section  2 of  Chapter  VI  from  the 
articles  and  bylaws  of  the  NMA.  Considerable  testiiTiony  was 
heard  relating  to  this  recommendation.  The  Committee  under- 
stands that  the  purpose  of  deleting  this  restriction  on  the 
selection  of  delegates  is  to  allow  interested  and  new  physicians 
to  that  component  society  to  participate  in  NMA  affairs  by 
becoming  a delegate  without  waiting  two  years.  Further,  it  was 
pointed  out  that  there  were  certain  examples  of  a previously- 
active  NMA  student  metiiber  who  had  moved  out  of  the  state 
to  obtain  further  training,  returned  to  the  state,  and  wished  to 
continue  to  be  immediately  active  but  had  to  wait  for  two 
years.  Testimony  was  heard  that  a newer  physician  might  have 
more  time  and  be  the  only  one  actively  interested  in  represent- 
ing a component  society  at  a particular  time  but  was  precluded 
from  doing  so  because  of  the  two-year  rule. 

The  overwhelming  testimony  heard  by  the  Committee  was 
against  deleting  the  two-year  time  period.  Rationale  included 
desirability  of  more  time  to  learn  the  potential  delegates'  views, 
motivation  and  character  of  newer  members  to  the  society 
before  electing  them  to  this  position. 

The  Committee  also  recognizes  the  desirability  of  recruiting 
new  members  into  the  active  political  process  of  component 
societies  and  the  NMA. 

Recommendation: 

1 . The  Committee  recommends  rejection  of  the  recommen- 
dation to  delete  the  first  sentence  of  Section  2 of  Chapter  VI  of 
the  articles  and  bylaws  of  the  Nebraska  Medical  Association. 

MR.  SPEAKER,  I MOVE  1 HE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  was  seconded.  Following  a hand  vote, 
this  section  of  the  report  was  adopted  by  the  House. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  1 3,  PAUL  E. 
COLLICOTT,  M.D.,  APPOINTED  AMA  ALTERNATE 
DELEGATE 

The  Committee  noted  the  action  of  the  Board  of  Directors  to 
select  Paul  E.  Collicott,  M.D.,  to  serve  as  an  Alternate  Delegate 
to  the  American  Medical  Association  filling  the  vacancy  cre- 
ated by  the  resignation  of  Doctor  Louis  j.  Cogela.  Doctor 
Collicott  has  been  elected  by  the  House  of  Delegates  to  a full 
term  commencing  january  1,  1992.  The  Committee  wishes  to 
thank  Louis  |.  Cogela,  M.D.  for  his  devoted  and  excellent 
representation  of  the  Nebraska  Medical  Association  and  medi- 
cine during  his  tenure  as  Delegate  to  the  AMA.  Ehe  Board 
heard  only  positive  comments  about  the  selection  of  Doctor 
Paul  Collicott  and  wishes  Doctor  Collicott  well. 


December  1991  Nebraska  Medical  Journal  429 


Recommendation: 

1 . The  Committee  recommends  this  report  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  15,  SUP- 
PORT CROUP 

The  Committee  heard  limited  discussion  relating  to  the 
development  of  a support  group  relating  to  the  potential 
negative  emotional  impact  of  professional  liability  suits,  PRO 
sanctions  and  other  emotionally-negative  situations  that  might 
arise.  The  Committee  had  received  a recommendation  that  the 
activity  of  this  support  group  be  the  subject  of  a report  at  the 
1992  Annual  Session  House  of  Delegates'  meeting. 

Recommendations: 

1 . The  Committee  recommends  that  a more  complete  de- 
scription of  the  activity  of  this  support  group  be  the  subject  of 
a report  at  the  spring  1 992  Annual  Session  meetingof  the  NMA 
and  House  of  Delegates. 

2.  The  Committee  recommends  this  report  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House.  The  House  was  informed  that  Doctor  Robert 
Osborne  of  Lincoln  is  the  chairman  of  this  group. 

(6)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #21, 
BUNDLING  OE  EEES  EOR  AUTOEOCOUS  BLOOD 
(A91  RESO.  12) 

The  Committee  received  testimony  that  HCEA  does  not 
permit  proper  reimbursement  for  the  cost  of  blood  drawing, 
storage  and  the  extra  expense  incurred  in  autologous  blood 
transfusion.  It  was  pointed  out  that  when  applicable,  this  is  the 
safest  form  of  blood  transfusion  and  certainly  decreases  the  risk 
of  possible  blood-borne  complications.  It  was  noted  that 
Nebraska's  congressional  delegation  has  been  asked  to  ad- 
dress this  problem. 

Recommendations: 

1 . The  Committee  recommends  this  report  be  accepted. 

2.  The  Committee  recommends  that  the  Board  of  Directors 
through  appropriate  channels  continue  to  protest  HCEA's 
action  of  reimliursingautologous  blood  transfusion  as  a bundled 
service.  Doctor  Mathews  noted  that  essentially,  HCEA  pays  as 
if  the  patient  received  a pint  of  blood  without  any  consideration 
of  the  additional  costs  involved. 

MR.  SPEAKER,  I MOVETHE  ADOPTION  OE  THIS  SECTION 
OE  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(7)  REPORT  OE  SCIENTIEIC  SESSIONS  COMMITTEE 

Testimony  and  comments  were  received  by  the  Committee 
relating  to  past,  present  and  possible  future  efforts  to  increase 
the  attendance  at  the  NMA  scientific  sessions  meeting.  Ihe 
Committee  applauds  the  efforts  of  the  Scientific  Sessions 
Committee  in  their  efforts  to  maintain  and  improve  attendance 
at  the  sessions. 

Recommendation: 

1.  The  Committee  recommends  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPT  ION  OE  THIS  SECTION 
OE  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(8)  RESOLLJIION  #2-LANCASTERCOUNTY-LIMITATION 
ON  AMA  DELEGATE/ALT  ERNATE  TERMS 

Resolution  #2  read  as  follows: 


WHEREAS,  the  Nebraska  Medical  Association  has 
always  been  well  represented  at  the  American  Medical 
Association  by  its  delegates,  and 

WHEREAS,  the  delegates  have  often  provided  a long, 
distinguished  service  to  the  physicians  of  the  Slate  of 
Nebraska,  and 

WHEREAS,  there  now  exists  as  never  before  a large 
group  of  young  physicians  interested  in  organized  medi- 
cine, and 

WHEREAS,  the  current  system  of  appointment  of  del- 
egates and  alternate  delegates  fails  to  address  the  need 
for  the  involvement  of  younger  physicians  within  orga- 
nized medicine; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Commission  on 
Association  Affairs  of  the  Nebraska  Medical  Association 
develop  amendments  to  the  Bylaws  of  the  Association  to 
provide  that  the  delegates  to  the  AMA  be  elected  for  a 
maximum  of  three  two-year  terms,  and 

BE  IT  EURTHER  RESOLVED,  that  alternate  delegates 
also  l)e  elected  for  a maximum  of  three  two-year  terms 
and  that  an  alternate  delegate  may  then  become  a 
delegate  for  the  same  maximum  number  of  terms,  and 

BE  IT  EURTHER  RESOLVED,  that  any  vacancies  occur- 
ring in  these  alternate  delegate  slots  may  be  filled  tempo- 
rarily by  an  officer  of  the  Association  until  the  next  regular 
House  of  Delegates  meeting  of  the  Association. 

Considerable  testimony  was  heard  by  the  Committee  relat- 
ing to  this  resolution.  Testimony  by  those  attending  the  Refer- 
ence Committee  meeting  was  strongly  in  opposition.  Argu- 
ments for  the  resolution  included  comments  that  there  is  a 
large  group  of  young  physicians  interested  in  organized  medi- 
cine and  these  young  physicians  may  feel  that  the  attainment 
of  AMA  Delegate  status  is  too  long  and  arduous  to  try  under 
the  current  system.  Also,  the  possibility  of  those  serving  as 
AMA  Delegate  for  long  periods  might  not  reflect  the  opinions 
of  the  younger  physicians  was  raised.  Arguments  against  the 
resolution  were  several.  It  requires  an  estimated  8 to  1 0 years 
to  learn  the  organizational  structure  and  political  process.  The 
time  factor  in  developing  a network  of  physicians  with  com- 
mon interests  such  as  through  the  North  Central  Medical 
Conference  also  takes  time.  An  organization  such  as  the  North 
Central  Medical  Conference  can  have  a significant  impact  on 
shaping  policy.  Limiting  the  term  of  the  AMA  Delegate  might 
limit  their  effectiveness  and  capability  of  progressing  in  the 
AMA  organization,  thus  being  less  effective  in  representing 
Nebraska. 

Recommendation: 

I.  The  Committee  recommends  rejection  of  Resolution  #2. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OETHIS  SECTION 
OF  OUR  REPORT.  This  was  seconded. 

Doctor  Dvorak  inquired,  as  a point  of  information,  what 
the  current  Nebraska  Medical  Association  policy  was  regard- 
ing term  limitations  for  the  Delegate  and  Alternate  Delegate 
positions  to  the  AMA.  Mr.  Schellpeper  responded  that  the 
current  policy  states  that  an  individual  can  serve  5 two-year 
terms  as  Delegate  and  5 two-year  terms  as  Alternate  Delegate. 
In  addition,  an  individual  can  be  retained  in  this  position 
beyond  these  limitations  on  a year  to  year  basis. 

Considerable  discussion  ensued  regarding  the  need  for  input 
from  and  involvement  in  the  Association's  activities  by  young 
physicians.  It  was  mentioned  that  the  current  terms  of  office 
served  as  a deterrent  to  young  physicians  aspiring  to  these 
positions. 

It  was  suggested  that  the  appropriate  way  to  deal  with  the 
current  system  was  for  the  House  to  exercise  its  voting  power 
rather  than  instituting  further  limits  on  the  terms  of  office. 
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Doctor  Fosnaugh  explained  the  current  selection  process  for 
the  Young  Physician  Section  Delegate  and  Alternate  Delegate 
to  the  AMA,  and  stressed  that  the  appropriate  way  to  learn  how 
the  AMA  functions  would  be  to  serve  in  these  positions  and/ 
or  on  NMA  cotnniissions  or  committees. 

It  was  mentioned  that  a certain  sameness  had  even  pervaded 
reference  committee  selections.  Doctor  Meissner  invited 
anyone  interested  in  serving  on  a reference  committee  to  notify 
him  by  contacting  Mr.  Schellpeper. 

Doctor  Damico  acknowledged  the  fact  that  the  Board  of 
Directors  has  an  obligation  to  send  the  best  possible  represen- 
tation to  the  AMA  and  should  look  to  the  future  by  beginning 
to  nurture  individuals  to  assume  these  positions  when  the  need 
arises.  It  was  noted  that  more  members  need  to  be  encour- 
aged to  attend  the  AMA  meetings. 

Doctor  Larson,  as  a point  of  information,  requested  the 
definition  of  "young".  Doctor  Fosnaugh  stated  tFiat  a young 
physician  is  defined  as  a physician  who  is  40  years  old  or 
younger  or  a physician  who  has  been  in  practice  five  years  or 
less. 

Doctor  Louis  Cogela  explained  that  a long  learning  process 
is  involved  before  one  can  become  effective  at  the  AMA  level, 
and  this  knowledge  can  only  be  obtained  through  years  of 
seryice.  FHe  urged  Doctor  Cornelius  to  continue  to  serye 
beyond  1 992. 

Doctor  Hartman  referred  to  a September  2 AMNEWS  article 
"Seyen  Steps  Toward  a Better  Association"  which  empFiasized 
that  members  exposed  to  the  AMA  become  re-inyigorated  and 
more  enthusiastic  to  participate  in  association  affairs.  Doctor 
Hartman  then  moyed  that  the  House  consider  subsidizing  one 
additional  slot  to  the  AMA  meetings  to  be  basically  a reward  to 
an  indiyidual  doctor  in  the  Association  who  is  actiye  in  the 
Association.  This  would  allow  the  President  to  award  a young 
physician  for  his  service  and  also  develop  continuity.  The 
motion  was  ruled  out  of  order. 

The  question  was  called  on  the  recommendation  before  the 
House  and  following  a hand  vote,  the  recommendation  not  to 
change  the  status  quo  regarding  the  AMA  Delegate's  and 
Alternate  Delegate's  tenure  was  adopted  by  the  House. 

Doctor  Hartman  then  made  the  following  motion:  That  the 
House  establish  the  financial  support  to  send  a representative 
of  the  House  or  the  Association  to  the  AMA  meetings  as  a 
reward  for  service  rendered  to  the  NMA.  This  was  seconded. 

Inquiry  was  made  regarding  the  budget  impact  of  this  motion 
if  approved.  It  was  estimated  that  the  budgetary  impact  would 
be  between  $3500-4000  per  year. 

Doctor  Klutman  rose  in  support  of  the  motion  but  offered  an 
amendment  to  the  motion  which  was  accepted  by  Doctor 
Hartman.  The  amended  motion  stated  that  the  Board  be 
referred  the  question  of  funding  an  additional  NMA  tnember  at 
the  discretion  of  the  Board  to  both  the  annual  and  interim 
sessions  of  the  AMA  as  an  educational  experience. 

It  was  noted  that  numerous  Nebraska  physicians  attend  the 
AMA  meetings  in  various  capacities  but  are  not  included  as 
part  of  the  official  Nebraska  party.  Nebraska's  overall  impact 
at  the  AMA  was  felt  to  be  under-estimated. 

Suggestion  was  made  that  the  alternate  delegate  slots  cur- 
rently filled  by  officers  be  filled  instead  with  elected  represen- 
tatives. This  would  allow  more  physicians  to  be  exposed  to  the 
workings  of  the  AMA. 

The  question  was  called.  The  House  adopted  the  amended 
motion. 

(9)  RESOLUTION  #4  - METRO  OMAHA  - NECESSITY  OE 
FALL  SESSION 

Resolution  #4  read  as  follows: 

WHEREAS,  the  main  session  of  the  NMA  House  of 


Delegates  takes  place  in  the  spring,  and 

WHEREAS,  there  is  not  always  an  adecjuate  volume  of 
business  needing  action  at  the  fall  session,  and 

WFIFRFAS,  it  is  a tremendous  commitment  of  titne  for 
the  delegates  to  be  absent  from  their  practices  to  attend 
the  fall  session; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  hold  a fall  session  only  if  it  is  deemed 
that  there  is  sufficient  business  to  justify  an  assembly  of 
the  House  of  Delegates. 

Considerable  discussion  about  the  necessity,  advantages 
and  possible  disadvantages  of  the  Fall  Session  was  heard  by  the 
Committee.  Testimony  pointed  out  that  if  the  Fall  Session  is 
eliminated,  then  more  decisions  will  need  to  be  made  by  fewer 
people  and  the  democratic  process  that  we  now  have  in  place 
will  be  weakened. 

Recommendation: 

1 . The  Committee  recommends  rejection  of  Resolution  114. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  T HIS  SECTION 
OF  OUR  REPORT.  The  House  ado[)ted  this  section  of  the 
report. 

( 1 0)  RESOLUTION  #8  - METRO  OMAHA  - DISSEMINATION 
OF  INFORMATION 

Resolution  #8  read  as  follows: 

WHEREAS,  there  has  been  some  concern  expressed 
over  lack  of  communication  from  the  Board  of  Directors 
regarding  its  actions  on  resolutions  and  other  matters 
presented  at  business  sessions  of  the  Nebraska  Medical 
Association,  and 

WHEREAS,  the  actions  and  progress  of  the  Board  of 
Directors  on  these  resolutions  and  reports  is  of  interest 
and  importance  to  all  the  members  of  the  Association, 
and 

WHEREAS,  the  hard  work  and  accomplishments  of  the 
Board  of  Directors  of  the  Nebraska  Medical  Association 
is  hereby  recognized  and  acknowledged; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Board  of  Direc- 
tors of  the  Nebraska  Medical  Association  take  steps  to 
better  inform  the  membership  of  its  activities,  decisions 
and  actions  on  resolutions  and  other  pertinent  issues. 

Short  discussion  was  heard  by  the  Committee  on  Resolution 
#8.  Several  recommendations  were  made  relating  to  the 
dissemination  of  information  and  specifically  the  final  disposi- 
tion of  resolutions  by  the  Board  of  Directors.  Several  members 
of  the  Board  of  Directors  were  present  at  the  Committee 
meeting.  Several  recommendations  were  made  on  how  to 
better  disseminate  the  information  to  the  membership  of  the 
NMA. 

Recommendation: 

I.  The  Committee  recoinmends  acceptance  of  Resolution 
#8. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(T1)  RESOLUTION  #T  3 - METRO  OMAHA  - AMENDMENT 
TO  ARTICLES  AND  BYLAWS  OE  THE  NEBRASKA  MEDI- 
CAE  ASSOCIATION 

Resolution  #T3  read  as  follows: 

WHEREAS,  there  are  increasing  concerns  expressed 
by  young  active  members  of  the  NMA  regarding  their 
inability  to  obtain  leadership  positions  within  the  NMA, 
and 
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WHEREAS,  there  are  active  members  of  the  NMA  who 
retain  leadership  positions  after  they  have  discontinued 
full-time  medical  practice  or  medically-related  activities, 
and 

WHEREAS,  there  is  a need  for  young  active  members  of 
the  NMA  who  are  engaged  in  full-time  medical  practice  or 
related  activities  to  seek  and  be  able  to  obtain  positions 
of  leadership  in  the  NMA; 

THEREFORE,  BE  IT  RESOLVED,  the  Board  of  Directors 
direct  a study  as  to  the  appropriateness  of  limiting  the 
elective  positions  and  chairperson  of  commissions  to 
active  members  who  are  engaged  in  full-time  medical 
practice  or  related  activities,  and 

BE  IT  FURTHER  RESOLVED,  the  Board  of  Directors 
determine  the  need  for  a Commission  on  Retired  Physi- 
cians with  an  appropriate  charge  of  responsibilities. 

There  was  considerable  discussion  relating  to  Resolution 
#13.  Those  attending  the  Reference  Committee  agreed  that 
members  who  have  discontinued  full-time  medical  practice  or 
medically-related  activities  should  generally  not  serve  in  elected 
positions  or  perhaps  as  chairperson  of  commissions  or  commit- 
tees. On  the  other  hand,  every  attempt  should  be  made  to 
keep  retired  physicians  active  in  the  NMA  and  in  their  compo- 
nent medical  society.  The  definition  of  "full-time  medical  prac- 
tice or  medically-related  activities"  needs  to  be  evaluated  and 
better  defined.  It  was  also  felt  that  the  resolution  should  be 
studied  further  prior  to  coming  to  the  floor  of  the  House  of 
Delegates.  The  second  resolve  relates  to  the  Board  of  Direc- 
tors addressing  the  need  for  a commission  on  retired  physicians 
with  an  appropriate  charge  of  responsibilities.  Testimony  and 
your  Committee  felt  this  was  a separate  issue. 

Recommendation: 

1.  The  Committee  recommends  that  Resolution  #13  be 
referred  to  the  Board  of  Directors  for  their  consideration  and 
possible  referral  to  the  appropriate  committee  or  commission 
for  further  study  and  recommendations. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  This  was  seconded.  Doctor  Riedler  asked 
the  Board,  when  developing  the  definition  of  full-time,  to  keep 
in  mind  women  doctors.  Doctor  Meissner  assured  him  that  the 
Board  would  take  this  into  consideration.  Following  this 
discussion,  the  House  adopted  this  section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  REPORT 
OF  YOUR  REFERENCE  COMMITTEE  #4  AS  A WHOLE.  This 
was  adopted  by  the  House. 

Respectfully  submitted, 

M.  Jack  Mathews,  M.D.,  Chairman,  Lincoln 
Eugene  M.  Zweiback,  M.D.,  Omaha 
David  L.  Bacon,  M.D.,  Kearney 

Doctor  Cornelius  suggested  that  the  Association  develop  an 
agenda  for  member  benefits  which  could  be  used  to  aid 
recruitment  of  new  members.  Doctor  Meissner  responded 
that  the  subject  has  been  discussed  and  such  a charge  has  been 
given  to  the  new  public  relations  firm.  Doctor  Williams  also 
informed  the  House  that  the  Commission  on  Association 
Affairs  has  been  activated  to  coordinate  the  effort  on  member- 
ship. 

Doctor  Louis  Cogela  was  recognized  for  his  many  years  of 
service  to  the  NMA. 

Reference  Committee  #5 

Reference  Committee  #5  considered  8 reports  and  4 resolu- 
tions. The  Reference  Committee  submits  the  following  report 
and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #8, 
CLINICAL  LABORATORY  IMPROVEMENT  ACT  (CLIA 


'88)  AND  NEBRASKA'S  CERTIFICATION  OF  CLINICAL 
LABORATORIES  STATUTE  (LB  551)  AND  RESOLUTION 
#6  - METRO  OMAHA  - CLINICAL  LABORATORY  IM- 
PROVEMENT AMENDMENTS  OF  1988 

Resolution  #6  read  as  follows; 

WHEREAS,  the  Clinical  Laboratory  Improvement 
Amendments  of  1 988  (CLIA  '88)  have  been  prepared  by 
staff  from  the  American  Society  of  Clinical  Pathologists 
and  the  College  of  American  Pathologists  and  recently 
summarized  by  the  Health  Care  Financing  Administration 
(HCFA),  and 

WHEREAS,  LB551  introduced  by  the  Legislature  of  the 
State  of  Nebraska  which  was  passed  into  law  in  July  of 
1990,  and 

WHEREAS,  the  rules  and  regulations  of  LB551  are  still 
being  modified  through  public  hearings,  and 

WHEREAS,  since  both  CLIA  88  and  LB551  significantly 
affect  the  ability  of  doctors  to  obtain  laboratory  testing  for 
their  patients  in  their  offices,  and 

WHEREAS,  multiple  layers  of  bureaucracy  tend  to 
confuse  and  suffocate  the  taxpayer  as  well  as  the  health 
care  deliverer; 

THEREEORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  urge  Governor  Nelson  to  withhold 
his  approval  of  LB55l's  final  determination  until  the  Eed- 
eral  Government  has  finalized  the  ramifications  of  (CLIA 
'88). 

The  report  of  the  Board  of  Directors  and  resolution  #6  were 
considered  together. 

Considerable  testimony  was  received  including  an  excellent 
summary  of  the  entire  issue  and  its  history  by  Doctor  Loschen. 
In  short,  laboratory  practices  in  Nebraska  will  be  governed  by 
the  Clinical  Laboratory  Improvement  Act  of  1 988  or  LB  551 , if 
it  is  granted  "deemed"  status  by  the  federal  government. 
Despite  the  input  of  the  Nebraska  Medical  Association,  there 
are  problems  with  LB  551  .These  include  the  waiver  of  tests,  the 
waiver  of  implementation  in  underserved  areas,  the  elimina- 
tion of  inspection  and  consultation  requirements,  to  name  a 
few. 

Strong  support  was  voiced  for  continued  attempts  to  amend 
LB  551.  This  would  make  the  statute  more  acceptable  to 
Nebraska  physicians,  however,  the  issue  may  be  moot  if  LB  55 1 
is  not  granted  "deemed"  status  because  of  changes  which  are 
not  in  line  with  the  objectives  of  the  Clinical  Laboratory 
Improvement  Act  of  1988. 

This  issue  is  particularly  confusing  because  the  regulations 
allowing  implementation  of  both  statutes  are  incomplete  and 
unavailable. 

Recommendation: 

1 . Your  Reference  Committee  expresses  appreciation  of  the 
report  and  recommends  that  it  be  filed  for  information. 

2.  Your  Reference  Committee  recommends  that  Resolution 
#6  be  amended  and  adopted  as  follows: 

WHEREAS,  both  the  Clinical  Laboratory  Improvement 
Act  of  1 988  (CLIA  '88),  passed  by  Congress,  and  LB  551 , 
passed  by  the  Nebraska  Legislature  in  1990,  significantly 
affect  the  ability  of  physicians  to  obtain  in-office  labora- 
tory testing  of  their  patients,  and 

WHEREAS,  the  rules  and  regulations  implementing 
CLIA  '88  are  not  yet  available,  and 

WHEREAS,  the  rules  and  regulations  implementing  LB 
551  have  not  been  finalized; 

THEREEORE,  BE  IT  RESOLVED,  that  the  Nebraska  Medi- 
cal Association  urge  Governor  Nelson  to  withhold  ap- 
proval of  LB55l's  final  rules  and  regulations  until  the 
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federal  government  has  made  available  the  rules  and 
regulations  governing  CLIA  '88,  and  the  affect  of  those  on 
LB  551  has  been  studied,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska  Medical 
Association  Commission  on  Legislation  and  Governmen- 
tal Affairs  pursue  amendments  at  the  legislative  level  to 
make  LB  551  more  acceptable  to  Nebraska  physicians. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report.  Doctor  Meissner  commended  Doctor  Whitted  for  his 
succinct  analysis  of  this  issue. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #14, 
HHS  INSPECTOR  GENERAL  KUSSEROW'S  RESIGNA- 
TION REQUEST 

Minimal  testimony  was  forthcoming  concerning  this  report. 
The  Administration's  response  was  one  in  support  of  the 
Inspector  General.  The  American  Medical  Association  contin- 
ues to  monitor  this  issue. 

Recommendation: 

1 . Your  Reference  Committee  expresses  appreciation  of  this 
report  and  recommends  that  it  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #17, 
NATIONAL  PRACTITIONER  DATA  BANK  (a91  RESO.  6) 

The  testimony  received  reiterated  the  ongoing  monitoring  of 
the  American  Medical  Association  of  the  National  Practitioner 
Data  Bank. 

Recommendation: 

1 . Your  Reference  Committee  expresses  appreciation  of  the 
report  and  recommends  that  it  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #20, 
STATE  VACCINES  TO  ATTENDING  PHYSICIANS 

(A91  RESO.  10) 

Lively  testimony  was  forthcoming.  The  committee  was 
pleased  to  have  the  participation  of  Doctor  Thomas  Safranek, 
Interim  Director  of  the  Nebraska  Department  of  Health,  who 
highlighted  the  fact  that  the  goal  is  age  appropriate  vaccination 
for  Nebraskans.  It  was  strongly  suggested  that  the  pilot  study 
would  delay  the  achievement  of  that  goal  and  circumvent  the 
intent  of  this  body  in  April  of  1991  to  release  tax-subsidized 
vaccines  to  physicians  for  administration  to  their  patients.  The 
proposed  pilot  study  is  outlined  in  the  State  Department  of 
Health  report.  The  funding  limitations  in  providing  adequate 
amounts  of  vaccine  was  reiterated. 

It  was  strongly  recommended  that  the  pilot  study,  whether 
implemented  or  not,  not  interfere  with  the  provision  of  vaccine 
to  Nebraska  physicians. 

Recommendations: 

Your  Reference  Committee  makes  the  following  recommen- 
dations: 

1 . It  is  recommended  that  this  report  be  filed  for  information. 

2.  That  the  issue  of  state-subsidized  vaccines  to  attending 
physicians  be  referred  back  to  the  Nebraska  Medical  Associa- 
tion Board  of  Directors  and  the  Commission  on  Legislation  and 
Governmental  Affairs  to  promote  legislation  which  would 
provide  state-subsidized  vaccines  to  physicians. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 


OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(5)  REPORT  OF  THE  BOARD  OF  DIREC10RS,  HEM  #22, 
PATIENl  SELF-DETFRMINAIION  ACI 

The  Reference  Committee  was  pleased  to  invite  and  have 
participate  Mr.  David  Buntain,  attorney  and  lobbyist  for  the 
Nebraska  Medical  Association,  who  summarized  the  issue  and 
highlighted  the  fact  that  the  current  state  of  the  law  is  uncertain. 

Recommendation: 

1.  Your  Reference  Committee  expresses  appreciation  for 
the  report  and  recommends  that  it  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC  I ION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(6)  REPORT  OF  THE  STATE  DEPARTMENT  OF  HEAL  I H 

No  testimony  was  received  though  the  reference  committee 
appreciated  the  presence  of  Dr.  Thomas  Safranek,  Interim 
Director  of  the  Nebraska  Department  of  Health,  to  field 
possible  questions. 

Recommendation: 

1 . Your  Reference  Committee  expresses  appreciation  of  the 
report  and  recommends  that  it  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(7)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  PROFES- 
SIONAL LIABILITY 

No  substantive  testimony  was  received  on  this  report. 

Recommendation: 

1 . Your  Reference  Committee  expresses  appreciation  for 
the  committee's  continued  surveillance  of  this  area  and  recom- 
mends that  the  report  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(8)  REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Testimony  received  centered  around  clarification  of  the 
NMA's  position  on  LB  602  which  requires  phlebotomists 
performing  venipuncture  to  register,  and  LB  1 84  which  would 
change  the  provision  of  confidentiality  of  death  and  birth 
certificates  in  Nebraska. 

Recommendation: 

1.  Your  Reference  Committee  expresses  appreciation  for 
the  report  and  recommends  that  it  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report.  Doctor  Klutman,  as  a point  of  information,  informed  the 
House  that  currently,  all  birth  and  death  certificates  can  be 
obtained  by  anyone.  This  impinges  upon  confidentiality  and 
draws  into  question  the  accuracy  of  the  information  included 
on  the  death  certificate. 

(9)  RESOLUTION  #7  - METRO  OMAHA  - ANESTHESIA  AS 
A PRACTICE  OF  MEDICINE 

Resolution  #7  read  as  follows: 

WHEREAS,  the  practice  of  anesthesiology  requires  the 
broad  medical  education  required  for  licensure  by  the 
Board  of  Medical  Examiners  in  Medicine  and  Surgery  in 
Nebraska,  and 
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WHEREAS,  non-physicians  administer  anesthetics  in 
the  State  of  Nebraska,  and 

WHEREAS,  the  administration  of  anesthetics  is  only  a 
portion  of  the  practice  of  anesthesiology; 

THEREEORE,  BE  IT  RESOLVED,  that  it  is  the  opinion  of 
the  Nebraska  Medical  Association  that  the  administration 
of  anesthetics  should  be  supervised  by  individuals  li- 
censed to  practice  medicine  and  surgery  in  the  State  of 
Nebraska,  under  the  Board  of  Examiners  in  Medicine  & 
Surgery. 

Minimal  discussion  was  forthcoming.  It  was  noted  that  this 
does  not  alter  the  present  liability  status  of  physicians  in  these 
situations.  In  addition,  it  was  reiterated  that  "physician"  refers 
to  all  M.D.s,  not  just  anesthesiologists. 

Recommendation: 

1 . It  is  recommended  that  Resolution  #7  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(10)  RESOLUTION  #10  - METRO  OMAHA  - NEED  FOR 
REGULATION  AND  LICENSURE  OF  TANNING  PAR- 
LORS 

Resolution  #10  read  as  follows: 

WHEREAS,  exposure  to  ultraviolet  rays  as  delivered  in 
tanning  booths  can  be  detrimental  to  health  with  in- 
creased risk  of  development  of  skin  cancers,  including 
fatal  forms  such  as  melanoma,  and 

WHEREAS,  tanning  booth  customers  have  been  inad- 
equately warned  regarding  the  risk  of  other  diseases  such 
as  photosensitive  drug  reactions  among  other,  and 

WHEREAS,  many  other  state  legislatures  have  already 
enacted  such  legislation  as  to  safeguard  the  public  health 
with  licensure  of  tanning  parlors; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  form  an  Ad-Hoc  Committee  for  the 
purpose  of  studying  and  enacting  such  legislation  that  will 
effect  regulation  and  licensure  of  tanning  parlors  in  the 
State  of  Nebraska. 

No  substantive  testimony  was  forthcoming  on  this  resolu- 
tion. 

Recommendation: 

1 . It  is  recommended  that  this  resolution  be  referred  to  the 
Board  of  Directors  for  direction  to  the  appropriate  committee/ 
commission  for  further  study. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(11)  RESOLUTION  #11  - METRO  OMAHA  ■ NEED  FOR 
LICENSING  OF  ELECTROLOGISTS  IN  NEBRASKA 

Resolution  # 1 1 read  as  follows: 

WHEREAS,  concern  has  been  raised  regarding  the 
health  risks  associated  with  the  procedure  of  electrolysis, 
and 

WHEREAS,  persons  of  widely  varying  nonstandard 
training  perform  this  procedure,  and 

WHEREAS,  hepatitis  and  possibly  other  diseases  may 
be  transmitted  by  this  procedure,  and 

WHEREAS,  no  licensing  or  inspection  procedure  are 
currently  in  force  for  electrologists; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  form  an  Ad-Hoc  Committee  to  study 


the  health  risks  and  develop  licensure  for  electrologists  in 
the  State  of  Nebraska. 

No  substantive  testimony  was  forthcoming  on  this  issue. 

Recommendation: 

1 . It  is  recommended  that  this  resolution  be  referred  to  the 
Board  of  Directors  for  direction  to  the  appropriate  committee/ 
commission  for  further  study. 

MR.SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  REPORT 
OF  YOUR  REFERENCE  COMMITTEE  #5  AS  A WHOLE.  This 
was  adopted  by  the  House. 

Respectfully  submitted, 

Peter  J.  Whitted,  M.D.,  Chairman,  Omaha 
Donald  C.  Weldon,  M.D.,  Beatrice 
John  L.  Reed,  M.D.,  Lincoln 

Reference  Committee  #6 

Reference  Committee  #6  considered  8 reports  and  2 resolu- 
tions. The  Reference  Committee  submits  the  following  reports 
and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #1,  NMA 
BLUE  CROSS/BLUE  SHIELD  CROUP  HEALTH  INSUR- 
ANCE PLAN 

The  Reference  Committee  heard  positive  testimony  in  re- 
gard to  the  fact  that  there  will  be  no  premium  increase  for  the 
next  twelve  months.  This  member  benefit  should  be  made 
known  to  all  active  members  and  especially  to  prospective 
members  of  the  Nebraska  Medical  Association. 

Recommendation: 

1 . The  Reference  Committee  recommends  that  this  item  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  This  section  of  the  report  was  adopted  by 
the  House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #5,  PUBLIC 
RELATIONS  FIRM  RETAINED  AND  REPORT  OF  COM- 
MISSION ON  PUBLIC  AFFAIRS 

Favorable  information  was  received  concerning  the  responses 
of  the  new  public  relations  firm  that  has  been  hired.  It  was 
suggested  that  the  Commission  on  Public  Affairs  might  broaden 
its  purpose  and  work  towards  increased  communication  with 
both  our  members  and  the  public  sector. 

Recommendations: 

1.  The  Committee  recommends  that  this  item  be  filed. 

2.  The  Committee  recommends  the  Report  of  the  Commis- 
sion on  Public  Affairs  be  filed. 

MR.  SPEAKER,  I MOVETHE  ADOPTION  OFTHIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(3)  REPORT  OF  AD-HOC  COMMITTEE  ON  HEALTH  EDU- 
CATION 

The  activities  of  this  Committee  were  summarized  and 
favorable  comment  was  received  as  to  the  programs  that  are 
being  implemented.  No  additional  discussion  was  received. 

Recommendation: 

1.  We  recommend  that  this  report  be  filed  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 
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(4)  REPORT  OF  AD-FIOC  COMMITTEE  ON  I lEAETH  POLICY 
STATEMENTS 

Eestimony  was  received  concerning  thie  progress  of  this 
committee.  It  was  noted  that  there  is  a compendium  of  NMA 
health  policy  statements  available  to  the  membership  which  is 
currently  being  revised  and  updated.  It  was  noted  that  the 
AMA  has  a policy  concerning  conflict  of  interest.  The  sugges- 
tion was  made  that  a conflict  of  interest  policy  regarding 
ownership  of  ancillary  medical  facilities  for  NMA  members  also 
be  developed. 

Recommendations: 

1.  We  recomttiend  this  report  be  filed. 

2.  We  recommend  that  NMA  members  avail  themselves  of 
the  compendium  that  has  been  made  available  to  them  when 
the  revision  is  complete. 

3.  It  is  recommended  that  action  be  taken  to  draw  up  and 
impletTient  a conflict  of  interest  policy  as  described  above. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  Fiouse  adopted  this  section  of  the 
report. 

(5)  REPORT  OF  AD-HOC  COMMITTEE  ON  MATERNAL  & 
CHILD  HEALTH 

Brief  discussion  was  received  concerning  the  activities  of  this 
committee.  There  was  very  favorable  comment  expressed 
concerning  the  work  of  Doctor  David  Schor,  the  new  Director 
of  Maternal  and  Child  Health  for  the  State  of  Nebraska. 

Recommendation: 

1 .  We  recommend  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(6)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #25,  HIV; 
REPORT  OF  DELEGATE  TO  THE  AMA,  SECTION  ON 
HIVTESTINC;  RESOLUTION  #3-  LANCASTER  COUNTY 
MEDICAL  SOCIETY  - HIV  TESTING;  AND  RESOLUTION 
#9  - METRO  OMAHA  - CDC  GUIDELINES  FOR  HIV 
DISEASE 

Resolution  #3  read  as  follows: 

WHEREAS,  the  United  States  Congress  has  attempted 
to  require  health  care  workers  to  undergo  HIV  testing, 
and 

WHEREAS,  the  Congress  of  the  United  States  has 
considered  assessing  criminal  penalties  against  HIV  posi- 
tive health  care  workers  who  perform  invasive  proce- 
dures, and 

WHEREAS,  the  spread  of  HIV  virus  by  infected  health 
care  workers  has  not  been  a major  health  care  problem, 
and 

WHEREAS,  the  spread  of  HIV  virus  by  members  of  high- 
risk  groups  has  been,  and  will  remain,  a major  health  care 
problem,  and 

WHEREAS,  medical  care  should  not  be  denied  to 
patients  because  of  their  HIV  status,  health  care  workers 
are  not  obligated  to  provide  care  in  a non-emergency 
situation  to  a patient  who  refuses  such  testing; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  through 
appropriate  channels  work  to  change  the  federal  and 
state  health  policy  so  that  physicians  in  hospitals  may 
require  HIV  testing  of  patients  when  medically  indicated, 
and  prior  to  performance  of  invasive  procedures  on 
patients,  and 

BE  IT  FURTHER  RESOLVED,  that  public  health  guide- 


lines as  outlined  by  the  CDC  should  be  used  in  formulat- 
ing national  health  policies. 

Resolution  #9  read  as  follows: 

WHEREAS,  the  need  exists  to  minimize  the  risk  of  I IIV 
or  HBV  transmission,  and 

WFIEREAS,  all  health  care  workers  should  adhere  to 
universal  precautions,  against  the  transmission  of  infec- 
tious agents,  and 

WHEREAS,  currently  available  data  provide  no  basis  for 
recommendations  to  restrict  the  practice  of  I ICWs  in- 
fected with  HIV  or  FIBV,  and 

WHEREAS,  exposure-prone  procedures  should  be  iden- 
tified by  medical/surgical/dental  organizations  and  insti- 
tutions at  which  the  procedures  are  performed,  and 

WHEREAS,  HCWs  who  perform  exposure-prone  pro- 
cedures should  know  their  HIV  antibody  status,  and  HBV 
infectious  status,  and 

WHEREAS,  FICWs  who  are  infected  with  HIV  or  HBV 
(and  are  FtBeAg  positive)  should  not  perform  exposure- 
prone  procedures  unless  they  have  sought  counsel  from 
an  expert  review  panel  and  been  advised  under  what 
circumstances,  if  any,  they  may  continue  to  perform  these 
procedures; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  inform  its  members  of  the  primary 
CDC  guidelines  and  urge  them  to  make  preparation  for 
their  implementation. 

These  items  were  discussed  as  a unit  and  considerable 
testimony  was  received  concerning  these  issues.  Your  Refer- 
ence Committee  acknowledges  and  appreciates  the  opposi- 
tion of  the  Board  of  Directors  to  the  Helms'  amendment.  The 
AMA  resolution  concerning  HIV  testing  was  reviewed  and 
discussed.  General  consensus  was  in  agreement  with  this 
resolution.  Considerable  testimony  was  received  regarding 
both  Resolution  #3  and  Resolution  #9.  There  was  concern 
expressed  that  although  there  is  definite  federal  policy  con- 
cerning this  testing,  at  this  time  state  health  policy  is  unknown. 
There  seemed  to  be  definite  agreement  that  public  health 
guidelines  as  outlined  by  the  CDC  should  be  used  in  formulat- 
ing national  health  policies  and  likely  should  be  used  also  in 
forming  state  health  policies  concerning  HIV.  The  Committee 
feels  that  this  information  needs  to  be  communicated  to  all 
physicians  of  the  state. 

Recommendations: 

1 . We  recommend  that  the  Report  of  the  Board  of  Directors, 
Item  #25  concerning  HIV,  and  the  Report  of  the  Delegate  to 
the  AMA  concerning  HIV  testing  be  filed. 

2.  Your  Reference  Committee  recommends  that  Resolution 
#3  be  amended  to  read  as  follows: 

"THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  through 
appropriate  channels  work  to  change  the  federal  policy 
and  to  determine  and  change,  if  necessary,  state  health 
policy  so  that  physicians  may  require  HIV  testing  of 
patients  when  medically  indicated  and  prior  to  perfor- 
mance of  invasive  procedures  on  patients,  and". 

3.  Your  Reference  Committee  recommends  that  Resolution 
#9  concerning  CDC  guidelines  for  HIV  disease  be  adopted  as 
written. 

4.  We  recommend  that  the  recommendations  for  prevent- 
ing transmission  of  Human  Immunodeficiency  Virus  and  Hepa- 
titis B virus  to  patients  during  exposure-prone  invasive  proce- 
dures be  published  in  both  the  NMA  newsletter  and  in  a future 
issue  of  the  Nebraska  Medical  Journal. 

5.  We  recommend  that  the  items  contained  in  Resolution  #3 
as  amended  and  in  Resolution  #9  be  referred  to  the  NMA  Task 
Force  on  AIDS  for  further  action. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OETHIS  SECTION 
OF  OUR  REPORT.  TEiis  was  seconded.  Doctor  Michels  amended 
the  recommendations  to  also  include  the  referral  of  Board  Item 
#25  and  Report  of  the  Delegate  to  the  AMA  concerning  HIV 
testing  to  the  NMA  Task  Force  on  AIDS  for  further  action. 

Doctor  Meissner,  as  a point  of  clarification,  inquired  whether 
the  reference  committee  was  recommending  the  Association 
support  the  CDC  guidelines.  The  consensus  of  the  reference 
committee  was  that  the  Association  should  support  the  CDC 
guidelines.  The  House  then  adopted  this  section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  REPORT 
OF  YOUR  REFERENCE  COMMITTEE  #6  AS  A WHOLE.  This 
was  adopted  by  the  House. 

Respectfully  submitted, 

Edw'ard  A.  Holyoke,  Jr.,  M.D.,  Chairman,  Omaha 
Dwight  L.  Larson,  M.D.,  North  Platte 
Dale  E.  Michels,  M.D.,  Lincoln 


Doctor  Meissner  asked  whether  there  was  any  unfinished 
business.  Doctor  Bausch  stated  that  Doctor  Cordon  Gibbs 
questioned  his  status  regarding  50-year  practitioner  recogni- 
tion at  the  1992  Annual  Session. 

Brief  discussion  ensued  regarding  the  possible  veto  by 
President  Bush  of  the  law  recenty  passed  which  would  abolish 
the  gag  rule. 

There  being  no  further  business,  the  meeting  was  adjourned. 
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“I  have  never  gotten  used  to  people  dying.  And  I don’t 
want  to  get  used  to  it.” 

Dr.  .Aliza  Lifshitz,  Internist.  Los  .\ngeles,  California.  Member,  .American  Medical  .Association 


Patients  come  to  physicians  for  many  reasons. 
Beyond  relief  from  pain,  they  seek  compassion, 
empathy  and  support.  .AIDS  patients  receive  all  of 
these  and  more  from  Dr.  Aliza  Lifshitz. 

Bom  and  raised  in  Me.xico  and  educated  at  one  of 
Me.xico  City’s  finest  medical  schools,  Dr.  Lifshitz  now 
semes  the  Hispanic  community  in  Southern  California. 
O'er  a third  of  her  patients  have  tested  HIA’  positive. 
.Most  live  below  the  poveily  level.  Many  are  illegal  aliens. 

“I  never  forget  what  it  meairs  to  be  a doctor,  and 
what  it  means  is  embodied  in  the  Principles  of  Medical 


Ethics  of  the  American  .Medical  Association  (AMA),” 
states  Dr.  Lifshitz. 

Abu  are  incited  to  join  Dr.  Lifshitz  and  to  join  \cith 
her  in  her  efforts  to  bring  quality  health  care  to  those 
in  need.  Become  a member  of  the  American  Medical 
.Association  today. 

Members  of  the  AM.^  are  encouraged  to  pin  theu'  state,  county  and  specialty  societies. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  .America 


AUDIO-DIGEST  INVITES  YOU  TO . . . 

Try  One  On  Us! 

Discover  what  Audio-Digest  is  all  about.  Why?  Because  we  want  you  as  a subscriber  — 
and  what  better  way— than  for  you  to  experience  an  actual  Audio-Digest  postgraduate 
medical  program'’  So  the  first  issue  is  on  us.  And  here's  what  you  get. 

Current  clinical  information  — recorded  live  from  major  medical  sessions— months 
ahead  of  printed  publication  • meticulous  electronic  fine  editing  • valuable  accompany- 
ing printed  reference  materials  • two  hours  Category  1 credit  for  eveiy  one-hour  program 
toward  the  AM.A's  Physician’s  Recognition  Award  and  additional  credit  where  designated 
by  qualified  boaids  and  associations  * tax  deductible  eligibility. 

Check  the  FREE  issue  you’d  like— no  strings  attached 

□ Anesthesiology— Tbpic.?  in  Pain  Management 

□ Emergency  Medicine—  Coordinating  your  EMS  System:  Are  you  Prepared? 

□ Family  Practice— //ip/;  Blood  Pressure 

□ *Gastroenterology— G/ //oarr/  Reriete 

□ General  Surgery— Cn'/ica/  Issues  in  Intensive  Care 

□ Internal  Medicine— 7’reo/i«p  and  Preventing  Hypertension 

□ Obstetrics/Gynecology— .4 «///)io/ic  Update 

□ Ophthalmology— .VcMcr /(/cos  i«  Glaucoma 

□ *Orthopaedics— /?cpain>;p  the  Hand  and  Wrist 

□ Otolaryngology— /bcMS  o«  the  Sinuses 

n Pediatrics— Ah  Hour  with  Sydney  S.  Gellis:  Recent  Clinical  Advances 

□ Psychiatry— Manifestations  and  Management  of  Anxiety 

□ *Urology— /’ros/a/c  Cancer:  A Progress  Report 

* Gastroenterology.  Orthopaedics  and  Urology  are  once-a-month  issues.  .All  other  specialties 
are  twice-a-month  issues.  NEW  SL:bsCR1BERS  ONLY 

□ I'm  already  sold.  Please  rush  me  the  FREE  cassette  I've  checked  above  as  follows: 

□ For  7 months,  14  issues,  enclosed  is  my  check  for  $49,00 

□ For  7 months,  7 issues,  enclosed  is  my  check  for  $24,50 
Place  in  envelope  and  mail  (be  sure  to  list  your  name,  address  and  telephone 
number). 


Call  Toll-Free:  1-800/423-2308 

FAX  Your  Order:  1-800/845-4375 
(24  Hours) 

If  you  call,  please  refer  fo  the  Nebraska 
Medical  Association  Code  # 8510 


Audio-Digest  Foundation' 

A Son-Profit  Suhsifimn^  of  the  California  Medical  Association 

1.577  East  Chevy  Chase  Drive 
Glendale,  California  91206 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Perry  T Williams,  M.D.,  Omaha President 

Darroll  J.  Loschen,  M.D.,  York President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D.,  Sidney: 

— John  D.  Coe,  M.D.,  Omaha:  — Blaine  Y.  Roffman, 

M.D.,  Omaha:  — Paul  E.  Collicott,  M.D.,  Lincoln. 

NMA  BOARD  OF  DIRECTORS 

Perry  T.  Williams,  M.D.,  Chairman Omaha 

Darroll  J.  Loschen,  M.D.,  Vice-Chairman  York 

Chris  C.  Caudill,  M.D.,  Secretary-Treasurer Lincoln 

Paul  E.  Collicott,  M.D.,  Past  President Lincoln 

Richard  A.  Raymond,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

Stanley  F.  Nabity,  M.D Grand  Island 

David  R.  Little,  M.D Hastings 

Richard  H.  Meissner,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairman Kearney 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Robert  M.  Cochran,  M.D Omaha 

Richard  Q.  Crotty,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

Warren  T.  Kable,  M.D Omaha 

Jane  M.  Kercher,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Richard  A.  Ra>Tnond,  M.D Omaha 

Joseph  E.  Stitcher,  M.D Lincoln 

Jeffrey  L.  Susman,  M.D Wahoo 

John  C.  Wilcox,  M.D Aurora 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Chairman  Lincoln 

David  L.  Bacon,  M.D Kearney 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  J.  Fitzgibbons,  Jr.,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Charles  D.  Gregorius,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

W'esley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Steven  A.  Schwid,  M.D.,  Chairman Omaha 

John  B.  Byrd,  M.D.,  Neligh 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

David  R.  Little,  M.D., Hastings 

W'illiam  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D.,  Lincoln 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D., Kearney 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairman Omaha 

Ronald  W'.  Klutman,  M.D,  Vice-Chairman Columbus 

Judith  A.  Butler,  M.D Superior 

Robert  M.  Cochran  II,  M.D Omaha 

Donald  A.  Dynek,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Michael  J.  Germer,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

D.  G.  O’Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

James  N.  Shreck,  M.D North  Platte 

Jeffrey  L.  Susman,  M.D Omaha 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman  Omaha 

Joel  T.  Johnson,  M.D., Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Willis  L.  WMseman,  M.D Wayne 


AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairman  Omaha 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

George  W.  Orr,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman Omaha 

Ronald  L.  Asher,  M.D., North  Platte 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Donald  A.  Dynek,  M.D Lincoln 

Richard  O.  Foreman,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Y.  Scott  Moore,  M.D Lincoln 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

Chris  C.  Caudill,  M.D Lincoln 

Patrick  E.  Clare,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

F.  William  Karrer,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  ^ese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairman Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairman  Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Craig  A.  Bassett,  M.D Omaha 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

Howard  W.  Needelman Omaha 

George  W.  Orr,  M.D Omaha 

Richard  P.  Perkins,  M.D Omaha 

Carl  V.  Smith,  M.D Omaha 

Section  on  Perinatal  .Mortality  Review- 

Clarence  Davis,  Jr.,  M.D Osceola 

Jaime  L.  Frias,  M.D Omaha 

Howard  W.  Needleman,  M.D Omaha 

Robert  M.  Nelson,  M.D Omaha 

James  M.  Plate,  -M.D Kimball 

Jon  A.  Vanderhoof,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

AD-HOC  COM.MITTEE  O.N  .MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman Lincoln 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Roger  A.  Jacobs,  M.D Seward 

Ronald  W.  Klutman,  M.D Columbus 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Carl  J.  Troia,  M.D Omaha 

Eugene  A.  W’altke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICLNE 

Patrick  E.  Clare,  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R.  Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

.Mark  R.  Jones,  M.D Lexington 

George  Sullivan,  R.P.T Lincoln 

AD-HOC  COMMITTEE  O.N  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 
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NMA  PRO  OVEUVIKW  COMMirriOE 


Herbert  A.  Hartman,  Jr.,  M.D.,  Chairman Omaha 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D FVemont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  C.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Gordon  J.  Hrnicek,  M.D Grand  Island 

Richard  E.  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

J.  T.  McGreer,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage,  M.D.,  Chairman Omaha 

Timothy  J.  Biga,  M.D Norfolk 

C.  T.  Frerichs,  M.D., Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  LOW  LEVEL 
RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Albert  R.  Frank,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Ernest  O.  Jones,  Ph.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairman Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairman  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Thomas  F.  Eastman,  M.D Scottsbluff 

Stuart  P.  Embury,  M.D Holdrege 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairman Lincoln 

David  A.  Bigler,  M.D Lincoln 

David  E.  Borg,  M.D Falls  City 

William  C.  Bruns,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairman Lincoln 

Robert  F.  Shapiro,  M.D.,  Vice-Chairman Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

David  H.  Filipi,  M.D Omaha 

Robert  D.  Harry,  M.D Lexington 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  O.  Martin,  M.D Ord 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A,  Raymond,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

Milton  C.  Zadina,  M.D Columbus 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D.,  Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Scott  G.  Rose,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 


AD-HOC  COMMLITEE  ON  YOUNG  PHYSKMANS 


Kevin  D.  Nohner,  M.D.,  Chairman Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Krynn  K.  F3uckley,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omalia 

James  A.  Fosnuugh,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson.  M.D Cambridge 

Michael  J.  McGahan.  M.D Lincoln 

Marjorie  J.  Mellor,  M.D Central  City 

Fioyce  Mueller,  M.D Idncoln 

Kirk  15.  Muffly,  M.D Omaha 

Timothy  F*.  O'Holleran,  M.D North  F^latte 

Edward  P.  Raines,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Kidder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shill-ng,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky,  M.D Norfolk 

NMA  AD-HOC  COMMIITEE  ON  VI0LI:NCE  AM)  NEGLECT 

John  J.  Hoesing,  M.D.,  Chairman  Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Jack  K.  L*ewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Stanley  F.  iNabity,  M.D Grand  Island 

Paul  J.  Nelson,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

John  F.  Riedler,  M.D Omaha 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen,  M.D.,  Chairman  Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Richard  A.  Morin,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

NMVCREIGHTON  COORDINATING  COMMi  rFEE 
.N.MA  Represenlal ivcH 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Ronald  W'.  Klutman,  M.D Columbus 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz.  .M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMAA'NCM  COORDINATING  COMMI  ITEE 
NMA  Representatives 

Gordon  D.  Adams.  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  W.  Klutman,  M.D Columbus 

David  R.  Little,  M.D Hastings 

Linda  S.  .Mazour,  M.D Red  Cloud 

Fiichard  H.  Meissner.  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

Jerald  Fi.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

W'esley  G.  Wilhelm,  M.D Omaha 

NMPAC  BOAFtD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairman  Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer Lincoln 

John  I.  Cherry,  M.D Lincoln 

Allen  D.  Dvorak,  M.D  Omaha 

Mrs.  Richard  Jirovec L.incoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers.  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  .Magid,  M.D Omaha 

Richard  H.  .Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  Robert  Osborne Lincoln 

Dwaine  J.  Peetz.  .M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken.  M.D Omaha 

Robert  F.  Shapiro.  .M.D Lincoln 

.Mrs.  Frank  Stone  Lincoln 

Charles  S.  W'ilson,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 

308-382-1 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

William  J.  Lawton,  M.D.  Agnes  Gomes,  M.D. 

Stanley  F.  Nabity,  M.D.  OBSTETRICS  ■ GYNECOLOGY  Karen  M.  Higgins,  M..D. 
Barton  D.  Urbauer,  M.D.  William  Gomes,  M.D.  Larry  J.  Marshall,  M.D. 

INTERNAL  MEDICINE  John  P.  Reilly,  M.D.  SURGERY 

Wiliam  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-91 


LINCOLN,  cont^ 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)  489-6553  or  1-800-MED-LINC 

11-91 


LINCOLN 

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
• SURGERY  OF  TRAUMA 
GENERAL  SURGERY 
COLON  & RECTAL  SURGERY 
All  Board  Certified  by  American  Board  of  Surgery 
PAUL  E.  COLLICOTT,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 
CHESTER  N.  PAUL,  M.D.,  FACS  LOUIS  J.  GOGELA,  JR.  M.D.,  FACS 

Suite  100  — 4740  A Street  — Lincoln,  NE.  6851 0 
Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462 


CONSULTATIVE 

□■■■■■  nephrology  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/ Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 


Walt  F.  Weaver,  M.D. 
Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 


Kyong  T.  Turk,  M.D. 

(402)489-6554  or  1-800-MED-LINC 
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pathology 

medical 

services 

pc. 


A Nichols  Institute  Affiliate 


SAMUEL  E,  BOON.  M D 
JOHN  H.  CASEY,  M D. 
DEBORAH  K DAVIDSON,  DO. 
MICHAELJ.  DUGGAN,  M.D 
DONALDA.DYNEK.M.D 
GEORGE  E.GAMMEL,  M.D 
ORINR.  HAYES,  M.D. 
DAVID  L.KUTSCH.  M.D. 
STEFFANR.  LACEY.  M D. 
MATTHIAS  I.OKOYE.M  D 
JOHN  F.  PORTERFIELD,  M.D 
AINA  I.SILENIEKS.  M.D. 
ROBERTF  SHAPIRO,  M D 
DANIELJ.TILL.M  D 
LARRY  D.  TOALSON,  M.D 


Plaza  Mall  South;  1919  South 40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053or800/742-7414  6-9i 
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PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont. 


SURGICAL  ASSOCIATES  OF  LINCOLN,  P.C. 

GENERAL SURGERY 

PERIPHERAL  VASCULAR  SURGERY 

Lloyd  E.  Tenney.  M.D. 

David  H.  Bingham,  M.D. 

Richard  C.  Toren.  M.D. 

R.  Michael  Norris,  M.D. 
Stephen  M.  Nagengast,  M.D. 

George  Papanicolaou.  M.D. 

•General  Surgery 

• Non-invasive  Vascular  Diagnosis 

• Laser  and  Laparoscopic 

•Surgery  Angioplasty  ■ Angioscopy 

•Colon  and  Rectal  Surgery 

•Vascular  Reconstruction  Surgery 

Day  or  Night  Phone: 

Med-Linc  Phone: 

(402)  476-7561 

1-800-633-5462 

2221  South  17th  Street, 

Suite  106,  Lincoln,  NE  68502 
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OMAHA  , cont. 


PHYSICIANS 
LABORATORY 
SERVICES.  INC. 


c.A.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


4840  V STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 
PHONE;  402  - 731-4145 
WATS:  800  642-1117 


7441  -O'  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN.  NEBRASKA  68510 
PHONE:  402-488-7710 


OMAHA 


SCOTTSBLUFF 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

Jolm  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halslecl,  M.D. 
Katliryn  E.  Hodges,  M.D. 

11-91 


ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha.  Nebraska  68114  Omaha.  Nebraska  681 22 

(402)  391-1 922  (402)  572-4297 

Afler  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
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Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including;  retina,  vitreous  and  cornea 


OREGON  TRAIL  EYE  CLINIC 


329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbiuff,  Nebraska  69361  Day  or  Night 


1.  SCOnSBLUFF 

(308)  635-3911 

2.  ALLIANCE 

(308)635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)  635-391 1 8-91 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $1 5.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  25  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Building,  Lincoln,  NE  68508. 


PENSION,  lA  — Seeking  director,  full-time  and 
part-time  physicians  for  newer  low  volume  72-bed 
hospital  emergency  department.  Democratic  group, 
excellent  compensation,  paid  malpractice  insur- 
ance with  unlimited  tail  coverage  and  full  benefit 
package  to  full-time  staff.  License  reimbursement 
for  out-of-state  physicians.  Other  locations  cur- 
rently available.  Contact  ACUTE  CARE,  INC.,  P.O. 
Box  515,  Ankeny,  Iowa,  50021;  1-800-729-781 3. 

GENERAL  SURCEION  — Join  established  lucra- 
tive practice  serving  2 excellent  hospitals  and  2 
county  population  of  35,000.  Peaceful  scenic  city 
of  8,500.  Excellent  housing,  school  system,  shop- 
ping, progressive  medical  staff.  Send  C.V.  to  Jim 
Schneckloth,  4 Sunset  Place,  Charles  City,  Iowa 
50616. 

ARE  YOU  SEEKING  A POSITION  IN;  Neonatol- 
ogy, Orthopedics,  Dermatology,  Allergy,  Radiol- 
ogy, Oncology,  Neurosurgery,  or  Rheumatology? 
— We  have  positions  available  in  Ohio,  Missouri, 
Wisconsin  and  Nebraska.  Attractive  guarantees 
and  benefit  packages.  Single  or  multi-specialty 
groups.  To  discuss  your  practice  preference  and 
these  opportunities,  please  call  our  toll-free  num- 
ber, 1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC;  1 0624  N.  Port 
Washington  Road,  Mequon,  Wl  53092. 

EAMILY  PRACTICE,  OB-GYN,  INTERNAL  MEDI- 
CINE, and  URGENT  CARE  — Positions  are  available 
in  a variety  of  settings  from  Central  Michigan, 
through  Illinois  and  Wisconsin,  to  the  rolling  plains 
of  Kansas.  Single  or  multi-specialty  groups,  or  solo 
with  generous  call  coverage,  or  faculty  FP.  Attrac- 
tive guarantees  and  benefits.  For  more  information 
please  contact  our  toll-free  number,  1-800-243- 
4353,  or  send  your  CV  to  STRELCHECK  & ASSOCI- 
ATES, INC.;  10624  N.  Port  Washington,  Road; 
Mequon,  Wl  53092. 


FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

INTERNIST  — With  or  withoutsubspecialty.  Busy 
practice  45  minutes  north  of  Denver  in  community 
of  50,000.  Base  salary  plus  percentage.  CV  to  Peter 
B.  Holt,  M.D.,  1319  Frontier  Street,  Longmont,  CO 
80501. 

OTOLARYNGOLOGY,  BRAINERD,  MINNE- 
SOTA— Join  22  MD  multispecialty  clinic.  No  capita- 
tion. No  start-up  costs.  Two  hours  from  Minneapo- 
lis. Beautiful  lakes  and  trees;  ideal  for  families.  Call 
collect/write  Curtis  Nielsen,  281/828-7105  or  2 1 8/ 
829-4901,  P.O.  Box  524,  Brainerd,  MN  56401. 

PEDIATRICS,  BRAINERD,  MINNESOTA  - Join 
pediatrician  in  22  MD  multispecialty  clinic.  No 
capitation.  No  start-up  costs.  Two  hours  from  Min- 
neapolis. Beautiful  lakes  and  trees;  ideal  for  families. 
Call  collect/write  Curtis  Nielsen,  218/829-7105  or 
2 1 8/829-4901 , P.O.  Box  524,  Brainerd,  MN  56401 . 

FAMILY  PRACTICE  — Fine  opportunity  for  grow- 
ing and  lucrative  group  practice.  Progressive  medi- 
cal staff  serves  61  bed  hospital  and  county  popula- 
tion of  19,000.  Peaceful,  scenic  city  of  8,500  with 
excellent  housing,  schools,  shopping,  hunting,  sports, 
wide  range  of  community  and  hospital/health  ser- 
vices. Send  C.V.  to  Jim  Schneckloth,  4 Sunset  Place, 
Charles  City,  Iowa  50616. 
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Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  serv’ices,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 


ADVERTISER’S  INDEX 
B 

Bergan  Mercy  Medical  Center 7 

C 

Clarkson  Hospital 4 

D 

Donley  Medical  Supply 6 

I 

Immanuel  Medical  Center 1 1 

L 

Eli  Lilly  & Company 1 8 

M 

Methodist  Hospital 3 

N 

Nebraska  Beef  Board 13 

Norfolk  Printing  Co.,  inc 6 

S 

St.  Paul  Fire  & Marine  Insurance  Co 26 

Spectrum  Emergency  Care 14 

U 

U.S.  Air  Force 1 2 

University  of  Nebraska  College  of  Medicine 1 5 

W 

West  Pines  Hospital 16 


Drug/Alcohol/ Emotional/Other  Health 
Problems 


HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 


Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call; 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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*‘You  work  hard  to  earn  your 
professional 
reputations^ 


You  deserve  the  backing  of^‘tfnanciall)(.^^'S\' 
stable  insurance  company  with  rr^pre^^ 


than  $ 1 2 billion  in  assets. 


Call  your  independent  insurance  agent 
representingThe  St.  Paul. 


"Ybur  reputation  deserves  a 
strong  defense.** 


You  expect  your  insurer  to  spare  no 
expense  in  protecting  and  defending 
your  reputation.  You  expect  the 
lawyers  most  experienced  in  medical 
liability  to  be  ready  to  defend  you.You 
expect  your  claim  representative  to 
understand  your  profession  and  to  be 
available  at  all  times. 

So,  protect  your  reputation  with  the 
best  medical  liability  insurance  available. 
Select  The  St.  Paul.  We'll  exceed  your 
expections. 


Or  call  Robert  Slaughter, Vice  President 
and  General  Manager  in  The  St.  Paul's 
Omaha  Service  Office,  at  (402) 
330-5400  or  1-800-642-8430. 


IStftuI 


the  new  YOkK  academy  of  MED 

LIDRARY  cn-OTr-.nT,-. 

2 EAST  103RD 
NEW  YORK 


PERIODICALS  DEPT. 


ST. 


NY  1 0029 


St.  Paul  Fire  and  Marine  I 


nsurance  Company  and  its  property  and  liability  affiliates,  Saint  Paul,  Minnesota  55 1 02 


DATE  DUE 


BRODART,  INC 

Cal  No  23-221 

